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THE  HUMAN  DENTITION 

William  F.  Melson,  D.  D.  S.* 
Wilmington,  Del. 

About  the  fourth  week  in  embryonic  de- 
velopment the  month  and  face  strnetiires  be- 
gin to  form.  The  outgrowths  forming  the 
jaws  are  mostly  mesodermic  connective  tissue. 
The  teeth  themselves  are  ectodermic  in  origin 
and  therefore  are  appendages  of  the  skin,  as 
are  the  hair  and  nails. 

Actual  tooth  development  begins  about  the 
sixth  week  of  foetal  life  but  only  after  the 
dental  lamina  are  laid  dowm  on  the  crest  of 
the  jaws.  These  first  cup-shaped  prolifera- 
tions are,  of  course,  the  primary  teeth,  twen- 
ty in  number,  their  eruption  being  staggered 
in  order  to  keep  pace  with  the  natural  growth 
of  the  jaws. 

The  teeth  are  composed  of  three  calcified 
substances:  The  enamel,  hardest  substance 

in  the  body;  the  dentine,  the  first  component 
to  calcify;  and  the  cementum,  forming  the 
outer  layer  of  the  root. 

The  permanent  dentition,  consisting  of  32 
teeth  and  composed  of  the  same  substances, 
is  divided  into  highly  specialized  groups  for 
purposes  most  useful  to  the  needs  of  man. 
The  human  teeth  are  much  reduced  in  size 
and  strength  and  are  more  or  less  rudimen- 
tary and  much  less  specialized  when  compared 
with  other  vertebrates. 

The  primary  functions  of  man’s  teeth  are: 

1.  Incision — Cutting  of  food;  2.  Masti- 
cation— Grinding  of  food;  3.  Insalivation — 
Mixing  of  saliva  wdth  food ; 4.  Function  of 
speech. 

It  is  interesting  to  note  that  man  has  lost 
some  of  the  functions  which  are  still  retained 
among  the  lower  orders,  viz. : 

1.  Prehension — Highly  specialized  canines 
for  purposes  of  combat ; 

2.  Sexual  warfare — The  male  boars  can- 
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ines  are  well  developed  over  the  female,  but 
the  growth  of  his  is  checked  by  castration ; 

3.  Tools — The  beaver ; 

4.  Cosmetic  function — The  lower  anterior 
teeth  of  the  lemur  are  used  to  dress  and  comb 
their  fur. 

It  may  be  said  that  in  man  the  teeth  also 
have  an  esthetic  function  and  through  this 
function  also  have  a function  of  sexual  at- 
traction. 

The  teeth  of  man  are  closely  related  in 
form  and  structure  to  those  of  the  apes  be- 
low him.  Human  teeth,  in  general,  are  de- 
graded in  form  when  compared  with  the  car- 
nivora and  herbivora.  The  structural  integ- 
rity of  the  teeth  is  much  more  deficient  in 
civilized  man  than  among  savage  races,  al- 
though dental  diseases  are  not  unknown 
among  the  latter. 

As  the  teeth  of  man  are  strong  and  well- 
made  they  approach  Simian  form  and  integ- 
rity ; as  they  are  defective  and  ill-formed  they 
depart  from  it.  The  best  dentures  are  those 
which  have  animal  perfection  of  organization. 

The  reversions  to  lower  forms  often  pre- 
sented by  the  teeth  of  man  are  of  peculiar  in- 
terest and  exhibit  their  descent  and  animal 
relationship  in  a remarkable  degree.  These 
reversions  are  not  unexpected  when  you  con- 
sider the  rudimentary  position  of  our  teeth 
in  comparison  with  the  lower  primates.  Some 
instances  of  reversion  are: 

A.  Typical  mammalian  dental  formula  is 
44  teeth.  Man  has  32.  Man  has  lost  12  teeth, 
along  the  Ifne,  some  of  which  reappear  as 
so-called  “supernumerary  teeth”,  but  in  re- 
ality are  due  to  atavism  and  are  reversions. 

B.  The  upper  incisors  may  be  scooped- 
shaped,  like  the  shrews  and  some  lemurs,  or 
may  have  a cingulum  on  the  base  like  the 
quadrumana. 

C.  The  upper  lateral  is  very  erratic,  and 
like  the  third  molar  seems  to  be  on  the  road 
to  extinction. 
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Owinjr  to  tlie  oft'octs  of  civilization,  the 
teeth  of  the  hiirher  classes  of  both  the  Ameri- 
can and  Enroi)ean  peoples  are  often  decayed, 
which  is  not  so  much  the  effect  of  a weakness 
of  the  structure  of  the  teeth  as  it  is  the  i-e- 
sult  of  unnatural  foods  and  habits. 

The  teeth  are  often  uneven  and  crowded  in 
the  arches  because  of  disuse  and  other  con- 
stitutional diseases,  including  diseases  of  the 
nose  and  throat. 

The  closer  the  human  family  approaches 
the  natural  methods  of  life  and  the  teeth  are 
made  to  })crform  their  normal  functions,  the 
more  often  do  we  find  a better  structure  and 
arrangement  of  the  dental  organs. 

902  Dehncare  Arcnuc. 
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PEDODONTIA 

James  C.  Baker,  1).  1).  S.,** 
Wilmington,  Del. 

It  was  in  the  first  World  War  that  the 
dental  profession  and  the  public  became  cog- 
nizant of  the  ])oor  dental  health  of  onr  coun- 
try because  of  the  number  of  draft  rejections 
due  to  jioor  oral  hygiene.  Up  to  this  time  the 
field  of  ])edodonfia  was  jiracti.sed  by  few  and 
the  general  pract inner  merely  did  emergency 
treatment  on  children,  essentially  extractions. 

Between  the  two  wars  this  jihase  of  dentis- 
try was  .studied  and  jiractised  by  many.  lUeans 
for  educating  children  were  placed  in  the 
.schools.  Public  Health  Service  tried  to  edu- 
cate the  iiarents  and  great  strides  were  made. 
The  importance  of  the  first  teeth  was  particu- 
larly em[)hasized,  but  again  in  World  War  II 
we  were  jilagued  by  rejections  because  of 
poor  mouth  hygiene.  So  we  are  still  far  from 
our  goal. 

In  the  last  war,  carious  teeth  were  restored 
where  jjossible  or  extracted  and  re])laced  in 
rapid  succe.ssion.  There  seemed  to  be  no  end, 
but  hope  for  a little  reprieve  ran  high  in  the 
Dental  dorps  at  my  camp  when  we  were  in- 
formed that  the  first  of  the  eighteen  year-old 
draftees  had  arrived.  Our  hope  was  short 
lived  however,  for  we  worked  just  as  hard, 
if  not  harder,  on  the  eighteen  year-old  re- 
cruits. It  was  then  that  I realized  that  some- 
thing must  be  wrong  in  oui'  apj)roach  to  chil- 
dren’s dental  health  problems,  since  a great 
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many  of  our  dental  defects  can  be  traced 
back  to  the  fii-st  dentition.  I believe  that  Pub- 
lic Health  Service  and  other  dentists  obtained 
the  same  impression  because  there  has  been 
heightened  interest  in  children's  dentistry  at 
post-war  conventions,  our  journals  are  devot- 
ing more  s]iace  to  this  phase  of  dentistry,  and 
Public  Health  Seiwice  is  trying,  by  means  of 
radio,  television,  lectures  and  pamphlets,  to 
educate  the  parents  as  to  a child's  diet  and 
jiroper  care  of  teeth.  The  results  of  this  Pub- 
lic Health  jirogram  can  be  demonstrated  from 
the  Harlem  slum  districts,  where  it  was  shown 
liossible  to  stimulate  23%  of  the  iiarents  to 
seek  iirivate  dental  care  for  children  whose 
school  examination  .showed  dental  defects. 

It  seems  to  me  that  jiliysicians,  dentists,  and 
parents  can  take  a little  warning  in  their  ap- 
])roach  to  children’s  dental  ])roblems  from 
this  quotation  of  Luther  Burbank : “If  we  had 
paid  no  more  attention  to  our  plants  than  we 
have  to  our  children,  we  would  now  be  living 
in  a jungle  of  weeds.’’ 

In  order  to  appreciate  jiroperly  the  prob- 
lems of  children's  dentistry,  we  must  under- 
stand the  development  of  teeth  and  know  a 
little  about  the  exfoliation  and  eruption  of 
the  teeth  in  a child’s  mouth.  The  beginning  of 
tooth  development  occurs  on  the  45th  day  of 
intra-uterine  life.  This  is  known  at  the  “tooth 
band”  .stage  and  represents  two  semi-circular 
bands  of  epithelical  tissue  from  which  there 
is  an  invagination  into  the  mesoderm  in  finger- 
like penetrations  forming  10  lower  and  10 
upper  tooth  germs. 

The  next  i)i’ocess  is  the  enamel  bud  stage, 
which  occurs  about  the  60th  to  70th  day  and 
is  actually  a lateral  expansion  of  these  finger- 
like penetrations. 

On  the  70th  to  75th  day,  the  development 
of  the  enamel  organ  begins.  The  enamel  bud 
becomes  bell-shaped  and  the  cells  begin  to  as- 
sume a definite  j)osition,  so  that  at  this  point 
there  are  four  layers  of  cells,  namely:  ex- 
ternal epithelium,  stellate  reticulum,  stratum 
intermedium,  internal  epithelium. 

The  dentine  also  begins  to  form  at  this  time. 
The  stratum  intermedium  and  the  internal 
epithelium  are  the  imi)ortant  layers.  The  in- 
ternal e])ithelium  becomes  the  amelioblastic 
cells  from  which  the  enamel  is  formed.  The 
stratum  intermedium  transports  calcium  from 
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the  blood  to  the  amelioblasts.  This  is  the  rea- 
son I like  to  see  pregnant  women  supiilement- 
ing  their  diet  with  calcium.  It  is  needed  at 
this  time  because,  once  the  enamel  is  formed, 
there  is,  as  yet,  no  known  way  of  changing 
the  cells.  Enamel  is  almost  a dead  tissue, 
since  it  has  no  blood  or  nerve  supply.  Its  nu- 
tritional requirements  are  met  through  the 
“dental  lymph.” 

On  the  100th  day  the  dental  capsule  is 
formed.  This  is  a membrane  developing 
around  the  enamel  organ  to  form  the  alveolis, 
but  there  is  then  another  epithelial  involution 
from  the  original  penetration.  This  forms  the 
permanent  tooth  bud.  The  epithelial  band  be- 
tween each  enamel  organ  finally  becomes  fenes- 
trated and  atrophies  isolating  the  tooth  germs 
one  from  the  other.  Sometimes  there  are  un- 
atrophied remains  from  which  develop  patho- 
logical conditions,  such  as  supernumberary 
teeth,  accessory  cusps,  enamel  nodules,  and 
* ‘ true  ’ ’ germination. 

At  the  fourth  to  the  fifth  month,  calcifica- 
tion of  the  enamel  and  dentine  begins  with 
the  central  incisors  and  proceeds  in  fairly  reg- 
ular sequence  in  the  adjacent  teeth,  the  second 
deciduous  molar  beginning  its  formation  at 
about  six  months.  By  birth,  the  crowns  of  the 
incisors  and  partial  crowis  of  the  remaining 
deciduous  teeth  are  formed.  Beginning  of  the 
oalcifieation  of  the  first  permanent  molar 
has  also  taken  place. 

At  six  months  the  lower  central  incisors 
erupt  and  there  is  further  calcification  of  the 
crowns  of  the  remaining  deciduous  teeth  and 
the  permanent  central  incisors  and  cuspid.  The 
third  and  fourth  years  are  the  most  important 
years,  since  this  is  the  time  when  there  are 
more  teeth  present  in  the  mouth  than  at  any 
other  time  in  life.  Actually,  forty-eight  teeth 
have  developed  or  partly  developed  at  this 
time.  All  of  the  deciduous  teeth  are  developed 
and  fully  erupted  and  all  of  the  permanent 
teeth  excepting  the  third  molar  are  in  the 
process  of  calcification.  Six  years  is  another 
important  stage  since  it  marks  the  eruption 
of  the  first  permanent  molar.  This  is  the  most 
important  tooth  in  the  mouth,  since  it  is  the 
keystone  of  the  arch. 

At  twelve  years  of  age,  all  of  the  deciduous 
teeth  have  been  exfoliated  and  all  of  the 
permanent  teeth  except  the  third  molar  have 


erupted  and  assumed  their  position  in  the 
dental  arch.  The  third  molar  erupts  any  time 
from  fifteen  years  of  age  upward,  even  to 
middle  life.  This  is  the  usual  schedule  for 
tooth  exfoliation  and  eruption  but  devia- 
tions from  normal  do  occur. 

In  order  to  underetand  the  problems  of 
pedodontia  one  must  know  the  functions  of 
deciduous  teeth.  These  are  (1)  aesthetics, 
(2)  mastication,  (3)  development  of  arch, 

(4)  guiding  of  permanent  teeth  into  position, 

(5)  phonetics.  Knowing  these  functions,  we 
are  able  to  determine  a prognosis  of  some  ab- 
normalities encountered,  such  as  malocclusion, 
due  to  premature  loss  of  deciduous  teeth,  par- 
ticularly the  second  deciduous  molar.  The  loss 
of  this  tooth  usually  causes  mesial  drifting  of 
the  first  permanent  molar  if  it  has  not  erupted 
and  is  not  in  apposition  with  the  opposing 
number.  The  abnormality  resulting  would  be 
possible  impaction  of  the  second  bicuspid  (per- 
manent tooth)  or  malalignment  of  this  tooth. 
Sometimes  we  can  use  space  maintainers  but 
only  if  the  first  permanent  molar  is  fully 
erupted.  INIalocclusion  of  this  type  can  also 
affect  the  future  health  of  the  child  by  creating 
a peridontosis  due  to  traumatic  occlusion. 
Thumb  sucking  of  the  type  in  which  a child 
presses  his  thumb  or  finger  outward  against 
the  lingual  surfaces  of  the  anterior  teeth  can 
result  in  protrusion  of  these  teeth  or  opening 
of  the  bite. 

A difficult  problem  in  dedodontia  is  the  de- 
termination of  saving  a deciduous  tooth  ver- 
sus extraction.  The  following  situations  are 
ones  in  which  extractions  are  indicated; 

1.  Roots  nearly  all  absorbed  and  perma- 
nent tooth  ready  to  assume  its  position 
in  the  arch. 

2.  The  permanent  tooth  has  developed 
sufficiently  to  withstand  the  forces  of  oc- 
clusion or  mastication  and  when  the 
growth  and  development  in  that  seg- 
ment of  the  arch  would  be  impeded  by 
retention  of  the  primary  tooth. 

3.  Child  is  in  poor  health  and  resistance 
to  infection  is  low. 

4.  Caries  has  penetrated  the  bifurcation 
of  the  roots. 

5.  A good  gingival  seat  cannot  be  estab- 
lished or  adequate  cavity  preparation 
cannot  be  developed. 
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6.  Pei'iopieal  abscess  about  the  tooth  which 
sliows  jiathological  root  or  bone  destruc- 
tion. 

An  interesting  curve  has  been  set  up  by  tlie 
Public  Health  Service  whicli  shows  tliat  the 
average  number  of  teetli  treated  increases 
from  3.T)  jier  child  at  tlie  age  of  2 years,  to 
(i.S  teeth  at  tlie  age  of  7 and  then  fall  to  5.1 
at  tlie  age  of  10  and  increa.ses  thereafter. 

Parents  often  ask  at  what  age  children 
should  first  be  brought  to  the  dentist  and  what 
pre-education  .should  be  given.  It  has  been 
my  experience  that  the  best  age  to  start 
dental  visits  is  3.  During  his  first  visit  a child 
becomes  familiar  with  the  office  and  dentist. 
Usually  no  work  is  attempted  but.  de])ending 
111)011  the  reaction  of  the  child,  an  examination 
may  be  obtained.  It  is  better  if  the  parent  does 
not  try  to  educate  the  child  as  to  a descrip- 
tion of  the  dental  office  and  work  done  there, 
but  instead  depicts  the  dentist  as  one  who 
is  going  to  help  him  keep  his  teeth  healthy. 
The  reason  for  this  procedure  is  that  invari- 
ably the  ])arent  in  his  description  of  the  office 
or  ty])e  of  work  done  there  inadvertently  in- 
troduces a fear  note  into  the  child’s  mind. 
This  is  jirobably  due  to  the  fact  that  fear  is 
associated  in  most  peoples’  minds  with  the 
dental  office  and  thus  the  fear  become  com- 
municated to  the  child. 

Majifair  -1  partmcnf.'i. 

CARIES  CONTROL 

•1.  Draper  Brown.  1).  D.  S.,^" 
and 

II.  Harrison  ^McAllister,  1).  1). 

Wilmington,  Del. 

The  basis  of  the  control  of  dental  caries,  as 
we  know  it  today,  dates  back  to  the  latter 
])art  of  the  ISOO’s  when  W.  D.  IMiller^  ad- 
vanced the  theory  that  caries  result  from  the 
conversion  of  carbohydrate  foodstuffs  into 
acid  by  bacterial  activity,  and  that  decalcifica- 
tion is  followed  by  jirotcolytic  digestion  of 
the  organic  substance. 

Since  that  time  much  rc.search  has  been 
conducted  by  various  inve.stigators,  organiza- 
tions, and  in.stitutions  which  substantiates  this 
theory.  4'he  siii)])orting  evidence^  is  largely 
jircsumptive,  because  of  inability  to  duiilicate 
in  the  laboratory  exact  oral  conditions.  It  is 
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virtually  impossible  to  control  time,  temiiera- 
ture,  salivary  comiiosition,  rate  of  salivary 
how,  substrate  and  bacterial  hora  outside  of 
the  oral  cavity.  However,  research  has  indi- 
cated that  caries  may  be  iirevented  by  elimi- 
nating the  cau.ses  or  increasing  the  resistance 
of  the  tooth.  There  are  several  generally  ac- 
ce])tetl  methods  for  controlling  caries,^  three 
of  the  more  important  of  which  are  discussed 
here:  (1  ) ^Minimizing  carbohydrate  content  of 
the  diet;  (2)  Increasing  the  resistance  of  the 
tooth  to  di.s.solution  by  aciils;  and  (3)  Inhibit- 
ing the  activity  of  and  destruction  caused  by 
acid  producing  bacteria. 

IMiniaiizing  Carbohvdrate  Content 
( )e  The  Diet 

Studies  conducted  by  various  groups  have 
demonstrated  reduced  caries  activity  follow- 
ing a reduction  of  carbohydrates  in  the  diet. 
Koehne,  Bunting  and  IMorrell,"^  in  a study 
conducted  at  the  University  of  Michigan  Hos- 
])ital  on  children  ranging  in  age  from  6 to  13 
years,  with  normal  metabolism  and  complete 
dietary  control,  showed  that  when  the  carbo- 
hydrate intake  was  high  the  Lactobacillus 
acidoiihilus  count  was  high  and  the  incidence 
of  caries  was  high.  Thej'  demonstrated,  over 
a period  of  months,  that  with  the  lowered 
carbohydrate  intake  there  was  a lowered  Lac- 
tobacillus acidophilus  coiuit  and  a correspond- 
ingly lowered  incidence  of  caries.  An  import- 
ant finding  made  in  these  and  other  experi- 
ments was  that  persons  with  an  immunity  to 
caries  also  have  a resistance  to  the  elevation 
of  the  number  of  oral  lactobacilli. 

Waugh®  reported  studies  of  native  Eskimo 
children  with  teeth  free  from  caries,  who, 
when  fed  some  form  of  refined  carbohydrafes 
developed  cavities  on  the  occlusal  surface  of 
molars  within  five  or  six  weeks. 

In  .studies  made  by  IMorgan®  and  his  as- 
sociates and  Bhour  and  ^laury,’'  subjects  suf- 
fering from  severe  malnutrition  were  found  to 
have  a lower  incidence  of  caries  when  com- 
pared to  peoples  of  well-fed  countries.  It  was 
concluded  that  this  lack  of  caries  was  due  to 
the  absence  of  refined  carbohydi’afes  in  fhe 
diet. 

Increasing  the  Resistance  of  the  Tooth 

R(‘l)orts  by  various  investigators  have 
shown  that  the  resistance  of  the  tooth  may  be 
increa.sed  by  the  use  of  chemicals.  Thus  far 
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the  application  of  2 per  cent  solution  of  sod- 
ium fluoride  to  the  teeth  of  children  has  proven 
to  be  forty  percent  effective  over  all  in  the 
reduction  of  caries.  This  is  recommended  at 
the  ages  of  3,  7,  11  and  13  so  as  to  treat  the 
greatest  number  of  teeth  as  soon  after  erup- 
tion as  possible. 

hTuoriiiation  of  water  supply,  1 part  per 
million,  is  still  in  the  experimental  stage  and 
only  prelinunary  reports  are  available  as  yet. 
The  ingestion  of  fluorine  in  the  form  of  tab- 
lets has  not  proven  satisfactory. 

The  Gottlieb®  impregnation  technique,  us- 
ing potassium  ferrocyanide  and  zinc  chloride, 
which  is  reported  to  be  as  effective  on  adults 
as  on  children,  has  not  been  accepted  gen- 
erally because  in  preliminary  reports  there 
had  been  insufficient  controlled  experimenta- 
tion. 

Inhibiting  the  Activity  of  and  Destruc- 
tion Caused  by  Acid  Producing  Bacteria 

It  has  been  established  that  a pH  of  5.4  is 
required  to  decalcify  enamel  in  an  artificial 
medium  buffered  similarly  to  saliva®  and  has 
been  called  the  critical  index  of  caries.  Ste- 
phan^® developed  a technique  for  measuring, 
with  a high  degree  of  accuracy,  the  pH  of 
the  plaque  material  on  tooth  surfaces.  Wlien 
caries-susceptible  mouths  are  rinsed  with  a 
glucose  solution,  the  pH  of  the  plaque  ma- 
terial rapidly  falls  below  the  critical  index 
and  remains  there  from  10  to  20  minutes. 
When  individuals  wffio  were  resistant  to  caries 
were  tested  in  a similar  manner,  no  appre- 
ciable change  in  pH  was  noted.  The  saliva  of 
patients  relatively  free  from  caries  had  the 
highest  buffering  capacity  in  contrast  to  pa- 
tients with  either  moderate  or  rampant  caries. 
In  saliva,  the  ability  to  neutralize  acid  is  its 
content  of  urea,  which  is  changed  by  aciduric 
bacteria  into  ammonium  bicarbonate.  Stephan 
and  Miller*^  utilizing  these  facts  had  their 
patients  rinse  with  a urea  solution  10  minutes 
before  the  glucose  rinse  and  found  that  at  no 
time  were  the  patients  within  the  critical  in- 
dex of  caries.  Other  workers^®  studied  the  ef- 
fect of  synthetic  organic  detergents  on  the 
metabolism  of  oral  lactobacilli  and  found  them 
to  have  an  inhibitory  effect.  Jay  and  Esser^® 
showed  that  killing  lactobacilli  by  bacter- 
icidal means  is  not  an  effective  method  of 


loweiing  the  lactobacilli  for  anj’  appreciable 
period  of  time,  or  of  preventing  caries.  How- 
ever, it  is  jiossible  to  render  aciduric  bacteria 
incapable  of  producing  acid  of  sufficient 
strength  to  cause  decay  hi  the  carbohydrate 
debris  of  the  mouth  by  the  use  of  urea  and  a 
detergent. 

Oioodfriend®  also  re])orts  remarkable  suc- 
cess in  the  reduction  of  the  caries  rate  of  pa- 
tients undergoing  complex  dentistry  over  an 
extended  period  of  time  by  the  use  of  a syn- 
thetic organic  detergent  and  urea  as  a rinse 
immediately  after  eating  and  after  brushing. 

Summarizing,  the  present  trend  in  caries 
control  is  to  insist  upon  a low  intake  of  carbo- 
hydrates, proper  oral  hygiene,  the  use  of 
sodium  fluoride  in  children,  and  the  correc- 
tion of  abnormalities  and  the  repair  of  any 
damage  already  present.  The  use  of  sodium 
fluoride  in  adults  has  not  been  shown  to  be 
effective.  As  yet,  the  new'  ammoniated  denti- 
frices have  not  been  accepted  by  the  council 
on  therapeutics  of  the  A.  D.  A.,  because  there 
has  not  been  enough  controlled  reseach  to  sub- 
stantiate the  claims  made  by  some  of  the 
manufacturers. 

In  conclusion,  the  following  technique  is 
I'ecommended  for  the  every-day  control  of 
dental  caries. 

1.  Ketined  flour  and  sugar  be  eliminated 
from  the  diet  so  far  as  possible. 

2.  Good  oral  hygiene  with  emphasis  placed 
on  ]iroper  tooth  brushing  and  home  care,  per- 
iodic prophylaxis,  and  examination,  both 
clinically  and  roentgenographieally. 

3.  Correction  of  abnormalities  and  any 
damage  present  by  restorative  means. 

4.  The  use  of  topical  application  of  2% 
sodium  fluoride  in  children. 

5.  In  those  iiatients  with  rampant  caries, 
the  above  plus  utilizing  the  caries  control 
clinics  of  the  dental  schools,  (Several  of  the 
dental  schools  have  caries  control  clinics,  to 
which  samples  of  the  ])atients  saliva  are  sent 
at  regular  intervals,  lactobacillus  counts  are 
done,  and  dietary  recommendations  made 
from  the.se  findings.) 

fi.  La.st,  but  not  least,  iiatient  education 
and  cooperation. 

Tenth  and  ISIaduon  Streets. 
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PERIODONTIA  IN  EVERYDAY 
PRACTICE 

Fr.\nk  51.  lIooPES,  D.  D. 

Wilmington,  Del. 

Periodontia  is  the  study  of  the  su])porting 
.structures  of  the  teeth.  It  hasn’t  been  too 
long  ago  that  the  chronic  gum  di.sease  case 
was  “pyorrhea’’  and  the  acute  case  was  “Vin- 
cent’s infection.”  All  that  is  changed  now. 
The  .study  of  periodontia  as  a sjiecialty  of 
dentistry  dates  from  1920  and  from  that  time 
much  has  been  done  about  the  study  of  gum 
diseases. 

In  making  a diagnosis  now  it  is  important 
that  we  consider  the  lips,  buccal  parieties, 
tongue,  and  floor  of  the  mouth ; also  the 
palate,  throat,  teeth,  and  supporting  struc- 
tures. I am  going  to  si>eak  chiefly  to-night  of 
the  teeth  and  .soft  tissues. 

The  irrational  factors  to  be  considered  are 
inflammations  due  to  calculus,  which  deposits 
around  the  gum  margins  of  the  teeth,  many 
times  causing  ti.ssue  swelling,  .soreness,  and 
some  bleeding.  Oftentimes  such  a .syndrome 
may  be  mistaken  for  gum  disease  when  ac- 
tually all  that  is  needed  is  a thorough  prophy- 
laxis. Other  medication  is  not  recpiired  and 
the  mouth  will  return  to  normal  wdth  only 
such  treatment. 
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Faulty  dentistry  often  will  cause  trouble, 
such  as  bridges  that  fit  poorly.  Along  that 
line  of  thought  there  are  some  teeth  that 
should  not  be  used  as  an  anchorage  for  a 
bridge  unle.ss  there  is  good  bone  formation 
around  the  tooth.  Poor  cavity  margins  can 
also  be  a contributing  factor  in  periodontal 
disease. 

The  functional  factors  involved  in  perio- 
dontal disease  are  traumatic  occlusion,  i.  e., 
where  the  teeth  do  not  strike  in  the  proper 
manner  but  cause  an  undue  amount  of  stress 
on  the  teeth  that  strike  each  other  prema- 
turely. This  can  be  corrected  by  the  adjust- 
ment of  the  bite. 

Bruxism  is  another  functional  factor  that 
causes  periodontal  disea.se.  This  is  caused  by 
grinding  of  the  teeth  by  the  patient,  usually 
during  the  sleeping  hours.  Ver>'  difficult  to 
treat,  appliances  built  for  the  patient  to  wear 
during  the  sleeping  hours  are  not  satisfactory. 
The  cause  of  the  disturbance  is  determined 
by  quizzing  the  patient,  and  in  extreme  cases 
the  aid  of  a psychiatrist  is  obtained. 

Gum  diseases  go  unnoticed  for  many  years 
because  they  do  not  cause  pain  in  their  in- 
cipient stages  and  very  rarely  are  fatal.  In 
the  blood  dyscrasias,  periodontal  disease  is 
(piite  pronounced.  In  the  diabetic,  the  con- 
trolled ca.se  and  especially  the  one  that  has 
been  controlled  early,  does  not  generally  pre- 
sent a dental  problem  other  than  routine 
])rophylaxis,  x-rays,  and  thorough  periodic 
check-ups  of  the  dental  apparatus.  The  leu- 
kemias all  offer  imiiortant  dental  problems. 

In  cases  where  dilantin  is  being  given  the 
patient  the  oral  manifestations  ai’e  swelling, 
hyperplastic  ti.ssue  completely  covering  the 
teeth  in  many  cases.  Surgeiy  is  contraindi- 
cated in  these  ca.ses  because  the  condition  will 
recur  in  four  to  six  months.  Quite  a bit  of 
work  has  been  done  in  treating  the  cases  by 
conservative  method.s — namely,  curettage  over 
a period  of  four  appointments,  dietary  con- 
trol in  having  an  extremely  low  carbohydrate 
diet.  The  iireliminary  reports  on  this  method 
appear  to  have  been  quite  successful  and  the 
patient  continues  taking  the  dilantin  in  the 
.same  dosage  as  before. 

Necrotic  gingival  stomatitis  or  what  we 
commonly  call  Vincent’s  infection  or  trench 
mouth,  is  recognized  by  the  fetid  odor  of  the 
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breath,  bleeding  of  gum  tissues,  swelling,  ul- 
ceration of  tissues  and  teeth.  The  causes  may 
be  nutritional  deficiencies,  lowered  general 
body  resistance,  with  a consequent  lowering 
of  gum  tissue  resistance,  or  by  extreme  emo- 
tional disturbances.  We  now  know  this  disease 
is  non  infectious  and  non-contagious. 

In  the  treatment,  a great  amount  of  rest 
is  required  and  is  of  the  utmost  importance. 
A light,  nutritional  diet  is  prescribed,  nothing 
hard  to  chew,  forced  liquid  feeding  if  need  be ; 
if  the  orange  juice  is  too  irritating,  it  maj^  be 
diluted  with  water;  no  smoking,  hourly  irri- 
gation of  the  teeth  for  the  first  twelve  hours 
and  then  as  often  as  possible.  One  of  the  best 
means  of  irrigation  is  to  attach  a shower  hose 
attachment  to  the  faucet  and  allow  the  water 
to  run  through  and  between  the  teeth.  Five- 
hundred  milligrams  of  vitamin  C daily  and 
twenty  milligrams  of  riboflavin  should  be  pre- 
scribed, caustics  should  not  be  used  in  the 
treatment  of  this  disease.  Sodium  perborate 
is  contra-indicated,  because  of  its  burning 
action  on  the  tissues. 

Treatment  in  the  office.  The  mouth  should 
be  cleaned  up,  all  dead  tissue  removed,  using 
mild  hydrogen  peroxide  (3%.)  Thorough 
prophylaxis  should  be  done.  Of  the  antibiotics, 
penicillin  is  sometimes  used  by  mouth  and  by 
injection.  Penicillin  troches  do  not  work  as 
well  as  they  might  and  sometimes  cause  ex- 
cessive irritation.  Curettage  is  of  great  bene- 
fit. The  aneline  dyes  are  often  effective. 
Penicillin  alone  is  not  the  answer,  as  it  will 
clear  up  the  case  only  temporarily  and  it  will 
be  very  apt  to  recur. 

Cases  of  necrotic  gingival  stomatitis  should 
be  treated  by  the  dentist,  due  to  the  fact  that 
local  treatment  in  the  mouth  is  essential,  in- 
cluding curettage  and  complete  prophylaxis. 
600  W.  mil  Street. 

PRESENT  CONCEPTION  OF 
GOOD  DENTISTRY 

J.  Paul  Winthrop,  D.  D.  S.,  F.A.C.D.* 
Wilmington,  Del. 

In  reviewing  much  of  the  dental  curricu- 
lum tonight,  for  a group  such  as  this  and 
after  having  listened  to  the  members  of  the 
dental  staff  explain  somewhat  in  detail  just 
what  is  going  on  in  their  respective  fields  of 
special  interest,  one  is  bound  to  conclude 

•Attending  Chief,  Dentistry  Division,  Delaware  Hospital. 
Read  before  Hospital  Combined  Staff  Meeting  December 
10,  1949. 


that  great  strides  have  been  made  by  the  pro- 
fession as  a whole  over  the  past  fifty  years  in 
placing  this  branch  of  the  healing  art  on  a 
very  sound  scientific  foundation.  The  fact  that 
we  are  assembled  here  together  is  evidence  of 
our  mutual  interest  in  health,  be  it  good  or 
poor,  and  it  seems  quite  obvious  assurance 
that  we  believe  we  can  solve  these  problems 
better  with  unified  effort,  with  sympathetic 
understanding,  and  without  bureaucratic  as- 
sistance. 

Dr.  Melson,  in  a somewhat  philosophical 
vein,  has  told  you  of  the  role  played  in  the 
development  of  teeth  by  diet — foods  are  ex- 
tremely important  for  the  first  eight  years 
of  a child’s  life.  He  has  shown  the  importance 
heredity  and  disease  play,  what  a fever  can 
do,  what  a great  debilitating  illness  can  do, 
and  he  told  you  of  the  constant  change  being 
noted  in  the  dental  mechanism,  almost  tangi- 
ble proof  today  of  the  theory  of  evolution. 
This  latter  fact  is  classically  demonstrated  in 
the  frequently  missing  third  molar  of  our 
twentieth-century  children. 

Dr.  Baker  has  traced  for  you  the  develop- 
ment of  the  teeth  of  children,  pointing  out  the 
necessity  of  furnishing  abundant  calcium  to 
the  pregnant  woman  by  at  least  the  75th 
day  of  prenatal  life.  I’m  certain  we  all  know 
that  the  most  assimilable  form  of  calcium  is 
found  in  milk  and  that  of  the  other  available 
compounds  calcium  gluconate  and  dicaleium 
phosphate  are  doubtless  the  best.  One  should 
not  forget  the  importance  of  vitamin  D in  the 
assimilation  of  calcium.  He  has  told  you  how 
important  it  is  to  keep  the  deciduous  teeth 
in  the  mouth  until  the  first  permanent  molors 
have  interlocked,  thus  forming  the  foundation 
of  the  dental  arch.  Further  important  thoughts 
in  this  connection  would  include  the  need  for 
maintaining  a fully  formed  arch  to  prevent 
malocclusion.  This  does  not  say  that  deciduous 
teeth  should  not  be  extracted.  There  are  sev- 
eral rules  to  guide  us  and  I think  all  of  us  are 
agreed  upon  them.  They  are: 

Extract  deciduous  teeth 

1.  When  the  child’s  general  health  is  far 
below  normal. 

2.  In  the  presence  of  rheumatic  fever  or 
rheumatic  heart  disease  (with  adequate 
preliminary  medication). 

3.  Where  heart  lesions  exist  and  bacterial 
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endocarditis  might  result  from  the  in- 
fection. (Also  ■with  adeijuate  i)relimi- 
nary  medication.) 

4.  In  young  diabetics. 

I’arents  need  great  and  prolonged  instruc- 
tion still,  today,  in  the  recognition  of  the  first 
permanent  molor,  of  the  necessity  of  keejiing 
it  in  the  mouth,  and  of  having  deciduous 
teeth  filled.  The  entire  future  development  of 
the  child's  face  is  completely  contingent  upon 
the  contour  of  the  dental  arch.  ^loreover,  con- 
tinued efforts  should  he  made  by  jJiysicians 
and  dentists  alike  to  drive  home  the  ill  effects 
of  lip  habits,  pillowing,  finger-sucking,  and 
the  like,  all  of  which  are  precursors  of  the 
case  of  orthodontia. 

Dr.  Hoopes  has  ably  outlined  .some  of  the 
more  common  gingival  i)athological  entities 
with  which  we  are  faced  today.  He  has  told 
you  that  all  cases  of  mouth  infection  are  not 
lyvorrhea  and  I would  like  to  add,  as  a means 
again  of  presenting  it  forcibly  to  your  atten- 
tion, that  necrotic  gingivitis  or  Vincent's  in- 
fection or  trench  mouth,  whatever  you  wish  to 
call  it,  is  a constantly  recurring  disease,  once 
])oor  oral  hygiene  ])ermits  its  onset.  Injec- 
tions of  ])enicillin  are  specific  for  fhe  or- 
ganisms seen  in  the  infection.  But  the  under- 
lying cause — the  j)oor  oral  health — cannot 
be  cured  by  ])enicillin.  It  takes  sealing,  the 
removal  of  calculus  and  necrotis  debris,  and 
it  takes  a lot  of  hard,  tiring  work  to  get  the 
tissues  back  to  normal.  Acute  infections  will 
be  aided  immeasurably  with  iienicillin  given 
hyi)odermicalIy — not  nearly  so  well  with 
lozenges  or  oral  tablets — but  the  cure  is  af- 
fected by  cleaning  u]>  the  mouth.  It  is  a 
dental  i)roblem,  not  a medical  one.  Dr.  Hoopes 
has  also  told  you  of  the  great  need  i)atients 
have  for  certain  vitamins  and,  to  repeat,  their 
especial  needs  to  maintain  gingival  health  are 
vitamin  A,  C,  and  B com])lex.  He  also  con- 
veyed to  you  the  latest  thought  in  relation  to 
bruxism — the  psychiatric  approach. 

Drs.  McAllister  and  Brown  discu.ssed  some 
of  the  imi)ortant  controls  of  caries,  as  we 
attempt  to  manage  that  problem  today.  We 
are  certainly  not  agreed  that  the  ammonia 
ion  is  the  great  :inswer  to  all  of  the  unsolved 
problems.  The  American  Dental  Association 
does  not  give  approval  and  the  literature  is 
very  sparse,  indeed,  to  i)rove  its  merits.  Possi- 


bly the  best  evidence  that  urea  (which  pro- 
duces the  XH3  ion  I is  of  advantage  was  con- 
tained in  the  i>aper  by  Dr.  Goodfriend,  i)re- 
viously  cited,  and  over  a period  of  eight  years, 
with  a prescribed  mouth  wash  containing  urea 
and  sodium  alkyl  aryl  sulfonate  he  was  able 
to  show  improvement  in  one  group  over  an- 
other of  75%  . This  was  in  private  practice  and 
reasonably  well  controlled.  But — his  patients 
used  the  wash  religiously  after  meals.  Do  you 
know  many  jiatients  that  would  rinse  their 
mouth  aftei-  every  meal?  Time  will  tell  more 
al)Out  the  ammonia  ion. 

We  are  fully  convinced,  on  the  basis  of 
much  work  done  throughout  the  country  that 
fluorine  will  reduce  dental  caries,  if  ])roperly 
applied  at  the  ])roper  ages,  from  25%  to 
40%.  (Jottleih  had  advanced  a theory  of  pro- 
tecting the  teeth  against  decay  by  impreg- 
nating them  with  potassium  ferroeyanide  and 
zinc  chloride.  This  is  a very  dangerous  chemi- 
cal and,  hence,  few  men  have  felt  willing  to 
venture  far  with  its  application  as  a routine 
measure.  There  is  also  little  experimental 
II roof  to  i)i‘ove  the  claims  of  its  followers. 

I shoidd  like  to  add  a w’ord  or  two  about 
some  of  the  more  common  things  of  dentistry, 
and  especially  the  condemnation  by  many 
lieople  examining  mouths  of  the  gold'crowm. 
There  are  many  very  tine  gold  crowns  today 
holding  bridges  and  .serving  to  provide  mas- 
ticatory surface  where  a tooth  has  been  se- 
verely injured.  X-ray  evidence  of  disease 
should  be  the  deciding  factor  in  ordering 
them  removed.  The  same  is  true  of  pulpless 
teeth.  Unle-ss  the  ])atient  is  suffering  from 
disease,  the  cause  of  which  cannot  be  deter- 
mined, it  seems  a great  ])ity  to  have  pulple.ss 
teeth  extracted,  just  because  they  are  pulj)- 
less.  If  negative  to  radiographic  examination, 
great  thought  should  be  given  to  the  problem. 
There  is  little  evidence  to  prove  that  all  ar- 
thritis, for  instance,  is  improved  by  the  extrac- 
tion of  teeth.  Of  course,  there  are  those  who 
say  take  out  all  “dead  teeth. “ Well!  These 
])uli)less  teeth  aren't  dead!  The  tissues  all 
around  them  are  (piite  alive.  And  no  arti- 
ficial one  can  do  the  work  of  the  non-vital 
one.  It  is  a matter  for  common  sense  and  con- 
sultation, rather  than  one  of  rnle,  when  a 
decision  is  to  be  made  in  these  matters. 

There  has  been  little  change  in  the  matter 
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of  repairing-  teeth  in  the  past  few  years,  with 
one  exception.  Within  the  past  several  months 
a new  filling  material  for  anterior  teeth  has 
been  made  available.  It  is  a jilastie  and  some 
of  us  who  have  used  the  material  have  found 
it  to  have  many  virtues.  Especially,  it  is  tol- 
erant of  mouth  fluids  and  does  not  wash 
away.  It  is  strong  enough  to  withstand  normal 
biting  stress  and  is  manufactured  in  a variety 
of  shades  to  match  tooth  color.  We  have  fond 
hopes  that  it  will  measure  up  to  the  claims 
made  for  it  and  evidence  is  rapidly  accumu- 
lating that  this  will  be  true. 

Gold  inlays  still  represent  the  best  way  to 
restore  posterior  teeth  and  silver  amalgam  is 
still  a satisfactory  substitute  and  cheaper. 
Fixed  bridges  and  removable  bridges  are  both 
satisfactory  and  have  their  proper  places  in 
dentistry.  It  is  not  a matter  of  choice,  ne- 
cessarily, but  a matter  of  selection  of  the 
proiier  jilace  for  either  one.  Two  abutments, 
at  least,  are  essential  for  the  good  fixed  bridge. 
Vitallium,  an  alloy,  is  rapidly  replacing  gold 
for  removable  brigework.  It  is  cheaper,  just 
as  strong,  tissues  tolerate  it  admirably,  but  it 
is  a bit  more  difficult  to  repair.  The  porce- 
lain jacket  crown  (baked  porcelain)  is  the 
ideal  for  anterior  teeth  and  bicuspids  where 
extensive  tooth  structure  is  lost.  It  can  be  our 
most  beautiful  restoration. 

As  one  of  your  chiefs,  I wish  to  extend  my 
thanks  to  the  members  of  the  staff  for  their 
invitation  to  our  department  to  present  this 
evening’s  program  and  I trust  we  have 
brought  you  some  information  which  you  can 
take  along  with  you  in  your  every-day 
practise. 

604  Medical  Arts  Building. 


BACILLARY  DYSENTERY  AND 
GASTROENTERITIS 

Diagnosis  and  Treatment  of  18  Cases'^ 

E.  G.  Scott,  M.  T.,  ASCP,** 
Wilmington,  Del. 

The  enteric  bacteria  include  a large  num- 
ber of  gram-negative,  non-sporulating  rods 
whose  natural  habitat  is  most  frequently  the 
gastro-intestinal  tract  of  man  and  animals. 
Some,  e.  g.  the  eoliform  bacilli,  apparently 

’From  the  Medical  and  Pediatric  Services  of  the  Dela- 
ware Hospital. 

* ’Bacteriologist,  Department  of  Pathology,  Delaware 
Hospital. 


live  as  saprophytes  in  the  intestinal  tract,  but 
may  cause  pathologic  processes  in  other  parts 
of  the  body.  Others  however,  are  definitely 
pathogenic  for  man,  and  cause  various  types 
of  enteric  disease.  Of  these,  Salmonella  ty- 
phosa  (typhoid  fever),  the  gastro-intestinal 
salmonella  and  the  shigella  (bacillary  dysen- 
tery) are  by  far  the  most  important.  This 
paper  will  report  an  unusually  high  incidence 
of  enteric  disease  admitted  to  the  hospital 
during  1949,  the  chief  symptoms  of  these  pa- 
tients and  the  technics  used  in  the  isolation  of 
the  bacillary  agents  involved. 

In  the  past  year,  eighteen  patients  with 
baeteriologically  proven  enteric  disease  have 
been  admitted  to  the  Delaware  Hospital. 
Twelve  of  these  ranged  in  age  from  4 months 
to  9 years,  and  six  from  24  to  70  years.  The 
chief  comiilaint  of  the  majority  of  patients 
were  fever,  diarrhea,  and  abdominal  pain,  with 
average  symptom  onset  of  48  hours  in  the 
pediatric  group,  and  4 days  in  the  adult  group. 
The  organisms  isolated  fell  into  three  main 
grouiJS,  viz,  8 cases  of  bacillary  dysentery  due 
to  Shigella  sonnei,  7 cases  of  gastro-enteritis 
due  to  Salmonella  ft/phimurium,  Salmonella 
Oregon,  Salmonella  panama  and  Salmonella  st. 
panl  and  3 cases  of  typhoid  fever  due  to  Sal- 
monella typhosa.  8everal  of  the  salmonella 
cases  i>resented  diagnostic  problems,  which 
were  solved  in  large  i>art  by  the  bacteriologi- 
cal findings.  It  will  be  noted  that  8 cases  of 
shigella  infection  were  diagnosed  during  the 
months  of  September  and  October,  suggesting 
a possible  epidemic  pattern.  However  a sur- 
vey of  the  homes  represented  indicated  no  par- 
ticular area  involved  in  these,  or  any  of  the 
other  cases,  excepting  cases  10  and  12,  who 
wei'e  sisters  living  in  the  same  house.  Sulfa- 
diazine appeared  to  be  the  drug  of  choice  in 
the  treatment  of  bacillary  dysentery,  while 
Chloromycetin  proved  effective  in  the  salmo- 
nella and  typhoid  infections. 

In  the  pediatric  patient,  sulfadiazine  was 
given  in  a dosage  of  1-1V2  grains  per  pound 
jier  day  for  5-7  days^ ; while  chloromycetiiG 
was  generally  administered  in  an  adult  dosage 
of  1-2  grams  ]ier  day,  continued  for  5 days 
after  normal  temperatures  were  reached. 
There  were  no  fatalities  among  the  18  cases, 
and  no  complications  developed  during  hos- 
pitalization. 
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Case 

Age 

Sex 

Chief  Complaint 

Hospitalizatior  Bacteriology 

Specific  TherapyOutcome 

Comment 

1 

8 

M 

Fever,  chills,  diarrhea  of  4 days 

U 12-2.' 12 

Sal.  typhosa 
(blood  & feces) 

AM,  SM,  SD* 

’Imp. 

2 

4 mo. 

F 

Fever,  cough,  loose  stool  of  1 day 

1 13-1/29 

Sal.  Oregon 

SD 

Imp. 

3 

23  mo. 

F 

Fever,  cough,  diarrhea,  vomiting 
of  2 days 

9 '2-9/25 

Sal.  typhimur- 
ium 

PN,  AM,  CM 

Imp. 

Carrier  to 
11/26 

4 

10  mo. 

F 

Fever,  vomiting,  diarrhea  of  1 
day 

9 12-9/18 

Sal.  panama 

PN,  SD 

Imp. 

5 

6 

F 

Fever,  diarrhea  of  1 day 

9/23-10/1 

Sal.  typhimur- 
ium 

PN,  CM 

Imp. 

6 

17  mo. 

F 

Upper  respiratory  infection,  fe- 
ver, loose  stool  of  1 day 

9 26-10/9 

Sh.  sonnei 

PN,  SD 

Imp. 

7 

3 

M 

Abdominal  pain,  diarrhea,  list- 
lessness of  6 days 

10/7-10/28 

Sh.  sonnei 
(Asc.  lumbr.) 

SD.  Hexylre- 
sorcinol 

Imp. 

8 

18  mo. 

M 

Fever,  convulsions,  upper  res- 
piratory infection  of  7 days 

10/15-10/24 

Sh.  sonnei 

PN 

Imp. 

1st  stool  -1- 
on  day  of 
discharge 

9 

9 

F 

Abdominal  pain,  loose  stools  of 
1 day 

10  18-11/2 

Sh.  sonnei 
(Ent.  vermic.) 

SD 

Imp. 

Append- 
dectomy 
on  admiss. 

10 

9 

F 

Fever,  loose  stool,  abdominal 
pain,  headache  of  1 day 

10  19-11/2 

Sh.  sonnei 

SD 

Imp. 

11 

6 

F 

Fever,  diarrhea  of  3 days 

10/29-11/9 

Sh.  sonnei 

PN,  SD 

Imp. 

12 

8 

F 

Diarrhea  of  2 days 

1019-10/28 

(OPD) 

Sh.  sonnei 

SD 

Imp. 

Sister  of 
Case  10 

13 

70 

M 

Pain  in  leg  and  chest,  fever 

6/2-7/21 

Sal.  St.  Paul 
(blood) 

PN,  SM,  AM 

Imp. 

Patient  in 

Memorial 

Hospital 

14 

52 

F 

Chills  and  fever  of  5 days 

7/27-8/24 

Sal.  typhosa 

CM 

Imp. 

15 

50 

F 

Fever,  headache,  delirium  of 
1 day 

8/15-9/2 

Sal.  typhimur- 
ium 

CM 

Imp. 

16 

42 

F 

Fever,  chills,  dysuria  of  8 days 

9/9-9/17 

Sal.  typhosa 
(blood) 

Symptomatic 

Imp. 

Blood  cul- 
ture 4-  on 
day  of  dis. 

17 

33 

F 

Abdominal  pain,  NVD  of  4 days 

10  12-10/21 

Sh.  sonnei 

Symptomatic 

Imp. 

18 

24 

M Fever,  abdominal  pain,  NVD  of 

4 days 

*SD — Sulfadiazine 
AM — Aureomycin 
SM — Streptomycin 

11/9-11/16 

Sal.  typhimur-  Symptomatic 

ium 

PN — Penicillin 

CM — Chloromycetin 

Imp. — Improved  on  Discharge 

Imp. 

The  bacteriological  procedures  used  were  as 
follows : 

(a)  Fecal  specimens  or  rectal  swabs  were 
taken  as  soon  as  enteric  infection  was 
suspected,  and  promptly  submitted 
to  the  bacteriological  laboratory. 

(b)  On  receipt  of  same,  the  material  was 
streaked  with  a swab  to  one  Difco  SS 
agar  j^late,  and  the  swab  shaken  out  in 
5 ml.  Difco  tetratbionate  broth.  Plate 
and  broth  are  incubated  at  37°  C. 
overnight. 

(c)  On  the  following  morning,  the  origi- 
nal SS  agar  plate  was  examined  for 
non-lactose  fermenting  colonies,  which 
if  present,  were  streaked  and  stabbed 
to  single  tubes  of  BBL  triple  sugar 
iron  agar  slants.  At  the  same  time, 
a loopful  of  the  well  shaken  tetra- 
thionate  broth  was  streaked  to  a sec- 
ond SS  agar  plate  and  an  eosin 
methylene  blue  agar.  All  media  were 
again  incubated  overnight  at  37°  C. 

(d)  On  the  next  morning  the  triple  sugar 
iron  agar  slants  were  examined,  by 
appearance  and  odor,  for  typical  reac- 
tions of  the  enteric  ])atbogen  group. 
Any  suspected  growths  were  slide  ag- 
glutinated with  T^ederle  anti-shigella. 


anti-salmonella  and  anti-typhoid  sera. 
Those  showing  macroscopic  agglutina- 
tion were  submitted  to  biochemical 
studies,  including  reactions  on  carbo- 
hydrate broths,  and  reactions  on  in- 
dol,  urea,  citrate  and  motility  media. 
Any  cultures  (except  Sal.  fyphosa  or 
sliujdUi)  having  the  characteristic  re- 
actions of  a salmonella  sjiecies  were 
then  submitted  to  Dr.  Erich  Selig- 
mann,  Director  of  the  National  Sal- 
monella Center,  New  York  City, 
whose  identifications  of  the  salmonella 
in  cases  3,  5,  13,  15  and  18  is  hereby 
gratefully  acknowledged. 

Summary 

(1)  The  occurrence  of  18  hacteriologically 
jiroven  cases  of  enteric  infection  in  the  Dela- 
ware Hospital  during  1949  is  jirescnted. 

(2)  The  chief  symjitoms  of  the  patients, 
their  days  of  hospitalization,  and  the  specific 
theraiiy  used  are  described. 

(3)  The  bacteriological  technics  used  in 
the  isolation  and  identification  of  the  etiologi- 
cal agents  are  outlined. 
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CLINICOPATHOLOGIC  CASE  RECORD 

Alfred  E.  Bacon,  Jr.  M.  D.,* 

AND 

Park  W.  Huntington,  Jr.  M.  D.,* 
Wilmington,  Del. 

Presentation  of  Case** 

Dr.  Bacon : 

The  first  Delaware  Hospital  admission  for 
this  77  year  old  white  woman  was  on  Decem- 
ber 7,  194:7  for  pain  in  the  right  upper  quad- 
rant of  the  abdomen  radiating  to  the  back 
between  the  scapulae.  She  presented  a history 
of  three  such  episodes  in  the  five  years  prior 
to  admission.  She  denied  jaundice  and  change 
in  the  color  of  the  stool. 

Physical  examination  was  negative  except 
for  cardiac  enlargement  and  an  apical  mur- 
mur which  was  not  transmitted. 

Routine  laboratory  studies  at  that  time 
were  essentially  normal.  The  hemoglobin  was 
13.4  gms  (86%).  She  improved  on  a conserva- 
tive medical  regimen. 

The  second  admission  to  Delaware  Hospital 
was  on  November  12,  1948.  At  this  time  the 
patient  gave  a history  of  marked  generalized 
weakness  coming  on  gradually  over  a period 
of  5 to  6 months,  numbness  in  both  legs,  and 
loss  in  confidence  in  her  walking  ability.  She 
described  periods  of  epigastric  distress  but 
had  had  no  nausea  or  vomiting.  She  had  ex- 
perienced exertional  dyspnea  for  several  years 
prior  to  admission.  There  had  been  a recent 
weight  loss  of  about  20  pounds,  dark  almost 
tarry  stools  with  no  history  of  iron  medication, 
and  urinary  frequency  and  urgency.  The  pa- 
tient thought  she  might  have  had  slight  swell- 
ing of  the  ankles  at  times  prior  to  admission. 

Physical  examination  at  that  time  revealed 
a slightly  obese,  elderly  white  woman  with  a 
pale,  sallow,  yellow  skin.  Dyspnea  on  slight 
exertion  was  noted.  The  temperature  was 
98.8°  F. ; pulse  100 ; respirations  36 ; and 
blood  pressure  198/88.  The  conjunctiva  was 
very  pale.  The  tongue  was  coated,  rough  and 
pale  in  color.  An  occasional  wheeze  was 
heard  over  both  lung  fields.  The  heart  was 
said  to  be  enlarged  and  an  apical  systolic  mur- 
mur was  heard.  No  abnormalities  were  found 
on  examination  of  the  abdomen.  No  ankle 
edema  was  noted.  The  biceps,  triceps  and 

•Internes,  Delaware  Hospital 

••Delaware  Hospital  Case  No.  150725,  presented  at  Staff 
Clinical-Pathological  Conference. 


patellar  reflexes  were  present  and  equal.  The 
Achilles  reflexes  were  absent  bilaterally.  Vi- 
bratory sense  was  absent  in  both  lower  ex- 
tremities. 

Laboratory  data : Red  blood  count  1.9  mil- 
lion; hemoglobin  6.2  gms  (40%)  ; color  index 
1.05 ; mean  corpuscular  volume  126  cubic  mi- 
crons ; mean  corpuscular  hemoglobin  concen- 
tration 25.8% ; reticulocyte  count  0.6%.  The 
white  count  and  differential  were  normal.  Uri- 
nalysis showed  no  abnormalities.  The  urine 
was  negative  for  bile  and  contained  a normal 
amount  of  urobilinogen.  Serum  albumin  was 
4.18  gms.% ; serum  globulin  1.36  gms.% ; 
total  serum  protein  5.54  gms.%;  icterus  in- 
dex was  10.  On  four  occasions  the  stool  was 
strongly  positive  for  occult  blood.  Gastric 
analysis  was  negative  for  free  HCL  after  al- 
cohol gavage. 

Upper  gastro-intestinal  serial  x-rays  showed 
a normal  stomach  and  duodenal  cap.  Two 
large  duodenal  diverticule,  one  near  the  am- 
pulla of  Vater,  the  other  in  the  third  portion 
of  the  duodenum  were  visualized.  Both  were 
inside  the  duodenal  loop.  There  was  no  reten- 
tion of  contrast  material  in  the  diverticulae. 
Also  noted  was  an  oval  shaped  zone  of  calci- 
fication measuring  approximately  1 x II/2  cm. 
overlying  the  region  of  the  left  kidney  pelvis. 
This  area  had  a rather  dense  laminated  ap- 
pearance with  a relatively  translucent  center. 

Barium  enema  showed  numerous  small  di- 
verticulae thru-out  the  descending  and  sig- 
moid colon  but  no  other  abnormalities.  Chest 
film  showed  moderate  calcification  of  the  aor- 
tic arch  but  no  cardiac  enlargement  or  other 
abnormalities. 

The  electrocardiogram  was  not  abnormal. 

Course  during  this  admission  was  unre- 
markable. She  was  digitalized  and  given  liver, 
iron  and  blood  transfusions.  Maximum  reticu- 
locyte response  was  1.3%  on  the  2nd  day  of 
liver  therapy.  Bone  marrow  aspiration  after 
therapy  showed  essentially  normal  marrow 
with  erythroblastic  maturation.  She  was  fol- 
lowed in  G.  I.  Clinic  until  the  present  admis- 
sion, receiving  weekly  liver  injections,  and  a 
maintenance  dose  of  digitalis. 

The  third  and  last  admission  to  the  Dela- 
ware Hospital  was  on  April  23,  1949  at  which 
time  the  patient  complained  of  anorexia,  fatty 
food  intolerance,  bloating  and  belching  for 
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one  week  jirior  to  admission,  nausea  and  vom- 
itinjii'.  and  right  upper  quadrant  pain  radiat- 
ing to  the  right  eostal  margin  ])osteriorly.  The 
pain  was  said  to  appear  at  any  time  and  to 
have  no  relation  to  meals.  There  was  no  his- 
tory of  jaundice,  dark  urine,  or  clay  colored 
stools.  The  stools  had  been  lilack,  appearing 
almost  tarry.  The  jiatient  had,  however,  been 
receiving  iron  and  liver  thera])y  since  her 
jirevious  admission.  There  had  been  obsti- 
pation of  2 to  3 years  duration.  In  the  past 
there  had  been  attacks  of  bronchial  asthma 
])Ut  none  had  occurred  during  the  previous  six 
months.  The  patient  had  been  on  a mainte- 
nance dose  of  digitalis  since  her  previous  ad- 
mi.ssion.  Review  of  systems  was  essentially  neg- 
ative at  that  time. 

Family  history  was  non-contributory. 

The  positive  physical  findings  at  the  time 
of  the  third  admission  were  as  follows:  Tem- 
]ierature  99°F ; pulse  SO ; respirations  20 ; 
blood  pressure  108/64.  The  selerae  were 
slightly  icteric.  The  heart  was  enlarged  to  the 
anterior  axillary  line  at  the  apex.  There  was 
a slightly  apical  systolic  murmur.  The  liver 
edge  was  palpable  2 to  3 cm.,  below  the  right 
costal  margin.  Extending  below  the  liver  edge 
and  seemingly  attached  to  it  was  a jialpable 
mass  % cm.  in  diameter. 

Laboratory  data  : Red  blood  count  3.0  mil- 
lion ; hemoglobin  9.8  gms.  (62%)  color  index 
1.03;  white  blood  count  5,500;  polys  seg.  70%  ; 
lym])hocytes  24%  ; monocytes  3% ; eosino- 
])hiles  2%;  basophiles  1%;  12.8 

mgm%  ; icterus  index  IS  bilirubin  0.1  mg.%  ; 
eephalin  flocculation  negative;  iirothrombin 
83%  ; total  serum  jirotein  5.78  gms.%  ; albu- 
min 3.74  gms.%  ; globulin  2.04  gms.%  ; jilas- 
ma  chloride  620  mgm%.  i\razzini  negative. 
Trine  was  alkaline,  turbid;  siiecific  gravity 
1.010;  .sugar,  acetone  and  albumin  negative. 
Sediment  showing  15-20  white  blood  cells  jier 
high  ])Ower  field  and  much  amoi’phous  ma- 
terial. 

Tholecystogram  showed  no  definite  con- 
centration of  dye  in  the  gall  bladder,  which 
conld  never  be  visualized.  Diagnosis;  Xon- 
functioning  gall  bladder. 

Electro-cardiogram  showed  definite  myo- 
cardial damage  manifested  by  low  T waves 
and  slurring  of  t^RS  com])lexes.  This  was 
thought  not  abnormal  for  the  patient’s  age. 


The  tracing  showed  no  evidence  of  infarction. 

The  entire  course  in  the  hospital  was  rela- 
tively afebrile.  The  jiatient  was  out  of  bed 
frequently  for  the  first  week  but  gradually 
became  bed  fast  as  nausea  and  vomiting  be- 
came i>rogre.ssively  worse,  although  partially 
alleviated  by  suction  drainage  through  a Le- 
vine tube.  The  patient  was  ])re.sented  at  surgi- 
cal conference.  Opinions  as  to  the  nature  of 
the  abdominal  mass  varied  from  liver,  to  gall 
bladder,  to  kidney.  Exploratory  laparotomy 
was  voted  down.  Two  weeks  after  admission 
the  patient  suddenly  developed  purple  red 
mottling  and  edema  of  the  left  lower  leg;  with 
absence  of  dorsalis  pedis  and  posterior  tibial 
I)idsations,  and  decrease  in  skin  temperature. 
Pain  was  minimal.  Va.sopre.s.sers  and  anticoag- 
nlents  caused  a slight  improvement  in  color 
and  increase  in  skin  temperature.  The  patient 
died  in  her  sleep  about  48  hours  later. 

1 )ifferential  Diagnosis 

1 )r.  Huntington : 

This  case  presents  a picture  of  disease  man- 
ifest in  three  main  systems;  cardiovascular, 
hemoiioietic,  and  gastro-intestinal. 

Considering  the  cardiovascular  system  the 
])atient,  being  .seventy-nine  years  of  age,  can 
be  exiiected  to  show  some  arteriosclerotic 
disease  and  its  concomitant  effects.  The  sys- 
tolic hypertension,  cardiac  enlargement  and 
occasional  attacks  of  beginning  cardiac  failure 
are  probably  on  this  basis  and  therefore  not 
the  ])rime  considerations  in  this  case. 

Disease  of  the  hemopoietic  system  appears 
as  a macrocytic  hypochromic  anemia  as  shown 
by  the  low  red  blood  cell  count  and  hemoglo- 
bin, increased  mean  corpuscular  volume,  and 
decreased  mean  corpuscular  hemoglobin  con- 
centration. There  was  also  generalized  weak- 
ne.ss,  yellow  ])allor  of  the  skin,  pallor  of  the 
conjunctiva,  lack  of  hydrochloride  acid  in  the 
gastric  contents,  and  a coated  rough  tongue. 
Symptoms  and  .signs  of  subacute  combined 
degeneration  of  the  sjiinal  cord  as  seen  in 
jirimary  iiernicious  anemia  were  elicited  as 
numbness  of  the  legs,  ataxia,  and  loss  of  vi- 
bratory sense. 

The  ])atienf  showed  a progre.ssive  course  of 
symptoms  through  her  hospital  admissions 
involving  chiefly  jiain  and  tumor  in  the  right 
ui)])er  (piadrant.  This  pain  in  the  right  upper 
(piandrant  leads  thought  toward  iicjific  ulcer. 
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carcinoma  of  the  stomach,  chronic  inissive 
hepatic  congestion,  liver  abscess,  carcinoma  of 
the  hepatic  tlexnre  of  the  colon,  pancreatic 
cyst  or  neoplasm,  and  gall  bladder  disease. 

Inability  to  visualize  an  ulcer  crater  or  gas- 
tric filling  defect  by  x-ray,  the  lack  of  febrile 
toxemia  and  absence  of  an  obstructive  type  of 
colicky  abdominal  jiain  must  be  considered  in 
making  the  diagnosis.  Tumor  in  the  right  up- 
per quadrant  could  be  he]iatic : cirrhosis,  liver 
abscess,  hydatid  disease,  congestive  failure, 
leukemia  and  metastic  or  primary  malignancy. 
Other  possibilities  are  renal  tumor,  pancreatic 
cyst  or  neoplasm,  carcinoma  of  the  hepatic 
flexure  of  the  colon,  and  hydrops,  inflamma- 
tion, or  carcinoma  of  the  gall  bladder. 

The  immediate  cause  of  death  probably  was 
due  to  a pulmonary  embolus  emanating  from 
a venous  thrombosis  in  the  left  leg.  The  de- 
scription of  the  clinical  picture  is  suggestive 
of  this  phenomenon.  This  does  not  explain 
the  chronic  pi’ogressive  disease  which  is  of 
chief  importance  here.  The  ease  can  best  be 
exiilained  on  the  basis  of  malignancy  involv- 
ing the  gall  bladder.  This  has  been  considered 
because  of  the  age  of  the  patient,  the  late  de- 
velopment, character  and  location  of  the  symp- 
toms, the  blood  picture,  the  failure  to  visual- 
ize the  gall  bladder  by  choleeystogram  and 
the  palpable  mass  in  the  right  upper  quad- 
rant. 

The  blood  picture  findings  are  probably  re- 
lated to  abnormalities  of  the  digestive  tract. 
The  macrocytic  hypochromic  anemia  could 
have  been  the  result  of  liver  damage  through 
malignant  spread,  and  therefore  lack  of  pro- 
duction of  the  factor  for  erythrocytic  matura- 
tion. Chronic  blood  loss  is  probably  an  im- 
portant factor  in  the  blood  picture.  The  stools 
were  tarry  and  ]iositive  for  occult  blood 
on  several  occasions.  The  (juestion  of  the  source 
of  bleeding  naturally  presents  itself,  klalig- 
nancy  of  the  stomach,  duodenal  ulcer,  esopha- 
geal varices  and  inflammation  of  the  stomach 
must  be  considered  in  this  resiiect. 

Summary 

This  concerns  an  elderly  woman  who  over 
a period  of  years  has  shown  a history  concern- 
ing pain  and  tumor  in  the  right  upper  quad- 
rant of  the  abdomen  associated  with  a marked 
anemia.  Malignancy  seems  to  be  the  most 


likely  pathological  process,  and  the  gall  blad- 
der the  site  of  origin. 

Cecil  \Yatson  states,  “Carcinoma  of  the 
gall  bladder  is  usually  associated  with  chole- 
lithiasis and  is  frequently  seen  in  females. 
It  may  originate  in  any  ])art  of  the  organ.  If 
primary  in  the  fundus,  direct  extension  to  the 
liver  is  common.  Tumors  of  the  body  often 
invade  the  bile  ducts.  The  place  of  origin  is 
important  with  respect  to  the  presence  or 
absence  of  icterus  and  the  ability  to  palpate  a 
mass.  ’ ’ 

Dr.  Huntington's  Dvtgno.ns : Primary  Car- 
cinoma of  Gall  Bladder. 

Dr.  Edgar  R.  Miller.**”^  I wish  to  thank  Dr. 
Huntington  for  his  splendid  discussion.  The 
first  point  of  interest  is  of  what  did  the 
liatient  die.  It  is  reasonable  to  believe  since 
there  was  a purplish-red  mottling  and  edema 
of  the  left  lower  leg  that  an  embolic  phenom- 
enon was  present  or  possibly  a thrombosis.  The 
most  likely  cause  would  be  a pulmonary  em- 
bolus from  a venous  thrombosis  of  the  leg  or 
possible  a thrombus  from  the  right  heart  to 
the  lung.  Again,  a thrombus  to  the  arterial 
circulation  must  lie  considered  to  the  leg  or 
the  left  heart. 

However,  beside  the  cardiovascular  system 
being  at  fault,  we  have  two  other  systems, 
(tne  is  the  hemopoietic,  the  other  the  gastro- 
intestinal. The  macrocytic  hypochromic  ane- 
mia could  lie  from  blood  loss,  in  view  of  the 
fact  that  there  have  been  numerous  tarry 
stools.  I think  pernicious  anemia  could  be 
ruled  out  because  of  the  hypochromia  and  the 
results  of  the  bone  marrow  study.  Purther- 
more,  there  was  a poor  response  to  liver  ther- 
a])y  as  far  as  the  reticulocytes  were  concerned. 
Liver  destruction  apparently  was  minimal  in 
view  of  the  fact  that  liver  function  tests  were 
normal.  There  was  slight  icterus,  but  this 
could  either  come  from  some  obstruction  in 
the  common  duct,  or  hemolysis  following  pul- 
monary embolus. 

The  last  and  most  important  system  that 
was  responsible  for  the  most  important  ill- 
ness in  this  case  is  the  ga.stro-intestinal  tract. 
The  melena  must  be  explained,  perhaps  from 
carcinoma  of  the  stomach  which  sometimes 
is  not  revealed  by  gastro-intestinal  x-ray. 

’••Attending  Chief,  Division  of  Medicine. 
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However,  I am  more  inclined  to  tliink  the 
divertienli  in  the  duodenum  might  liave  un- 
dergone ulceration  with  malignant  change. 
This  could  easily  account  for  the  patient's 
marked  jiain  in  the  upper  right  (luadrant. 

I realize  this  is  stepping  out  on  a limb; 
nevertheless,  it  has  been  definitely  demonstra- 
ted by  Dr.  Bockus  and  Dr.  Spriggs  that  duo- 
denal divertienli  may  cause  .symptoms  in  50% 
of  the  cases.  These  .symiitoms  may  resemble 
ulcer  or  even  gall  bladder  disease.  They  may 
have  the  comiilications  of  ulcer;  namely, 
hemorrhage,  obstruction,  ])erforation  and  may 
undergo  malignant  changes. 

I would  not  be  surprised  to  find  some  cal- 
culi in  the  gall  bladder.  It  is  re])orted  that 
malignancy  of  the  gall  bladder  occurs  in 
5%  of  the  cases.  If  I were  to  choose  between 
malignancy  of  the  gall  bladder  and  ulcerative 
changes  in  the  duodenum  with  malignancy,  I 
would  choose  the  latter  in  view  of  the  fact 
that  it  would  better  exi>lain  the  tarry  stools. 

Finally,  we  have  to  exiilain  the  ring-like 
calculi.  It  is  in  the  epigastrium,  more  or  less 
in  the  ui)i)er  left  quadrant.  As  one  reviews 
the  films,  they  certainly  look  like  gallstones 
that  have  escaped  from  the  gall  bladder;  yet, 
there  is  no  history  to  support  this.  The  next 
likely  diagnosis  is  calcified  lymph  glands. 

In  summary  I would  like  to  .say  the  patient 
died  of  a pulmonary  embolus;  second,  ulcera- 
tive changes  of  the  duodenal  divertienli  with 
po.ssibly  malignant  degeneration ; thirdly,  an 
anemia  secondary  to  blood  loss  over  a long 
period  of  time  and  also  malnutrition.  Indeed, 
this  has  been  a most  interesting  and  ]ierplex- 
ing  case. 

Pathological  Diagnosis 

Primarji  Carcinonut  of  Gall  Bladder,  ndtli 
('holeliihiasis 

Balmonar]!  Em  holism 

Secondarji  Varcinooia  of  Duodenum  with 
rUeration 

Secondarn  (Utreinoma  of  Liver,  Mesenteric 
Xodes 

Left  Th  rom  ho  ph  leh  it  is 

Arteriosclerosis,  Mj/ocardiol  Fihrosis 

(Udeified  Mesenteric  Tjpmph  Xodes 


DERMOID  OF  THE  CONUS  MEDULLARIS 
(Urogenital  Complications) 

Brice  S.  Vallett,  ]M.  I).* 
Wilmington,  Del. 

It  is  common  knowledge  that  in  many  in- 
juries and  tumors  of  the  spinal  cord  careful 
supervision  of  urinary  function  becomes  man- 
datory. 

In  March,  1947  a young  man  recently  dis- 
charged from  the  Service,  having  spent  some 
time  in  the  South  Pacific  theatre,  was  referred 
for  the  treatment  of  iirostatis,  urethritis,  and 
enuresis.  The  enuresis  began  in  1941  subse- 
quent to  a football  injury  to  the  lumbosacral 
region.  While  in  the  Service  he  developed  a 
urethral  discharge  with  fever  and  was  treated 
for  i>rostatitis  at  Bainbridge,  ^Maryland.  From 
here  he  was  referred  to  the  hospital  at  Bethes- 
da  for  further  study  and  possible  neck  resec- 
tion, but  was  discharged  without  further  treat- 
ment. Upon  his  arrival  in  Wilmington  he  was 
hospitalized  and  cysto.sco])y  revealed  marked 
trabeculation  and  .sacculation  of  the  bladder, 
relaxation  of  the  internal  sphinctor,  dimin- 
ished sen.sation  and  a hy))otonic  bladder.  It 
was  our  imiire.ssion  that  the  old  football  in- 
jury was  responsible  for  the  neurological  blad- 
der signs  and  symptoms.  Drugs  for  parasym- 
pathetic nerve  stimulation  were  given  and 
attempts  made  to  acidify  the  urine.  The  sex- 
ual function  was  not  disturbed,  erection  and 
ejaculation  being  considered  normal  by  the 
patient.  A s])erm  count  was  low,  but  siierm 
forms  were  normal,  with  good  motility. 

He  continued  with  his  .studies  at  the  Uni- 
versity of  Delaware,  but  in  the  summer  of 
1948  began  to  experience  difficulty  in  moving 
his  bowels  and  fully  emptying  his  bladder. 
Despite  this  progression  of  .symptoms  the  idea 
of  a spinal  cord  lesion  did  not  occur  to  me. 
Dr.  Edmund  (t.  Laird  and  Dr.  Kenneth  !M. 
Forrin  were  asked  to  see  the  patient  and  con- 
curred in  the  diagnosis  of  a lesion  of  the  conus 
medullaris,  jirobably  tumor.  The  ])atient  was 
referred  to  Dr.  Frank  Otenasek,  of  Baltimore, 
who  iierformed  a laminectomy.  In  his  words 
“the  le.sion  is  practically  a medical  curiosity 
for  it  was  a congenital  teratoma  arising  within 
the  conus  medullaris.  The  tumor  contained 
bone  and  epithelial  tissue  and  even  hair  of  the 

•Director,  Urology  Division,  Delaware  Hospital. 


January,  1950 


Delaware  State  Medical  Journal 


15 


same  color  as  the  patient's.  It  was  just  about 
as  large  as  a plum.  Only  two-thirds  of  it 
could  be  removed  without  fear  of  giving  him 
permanent  paralysis.  It  seems  likely  that  the 
tumor  has  destroyed  the  conus  medullaris  and 
for  this  reason  I would  hardly  expect  recov- 
ery of  bladder  function.  The  tumor  will  recur, 
but  it  is  so  slow  growing  that  it  will  probably 
be  many  years  before  paralysis  occurs,  if 
ever.”  (Dr.  Otenasek  later  called  the  tumor 
a dermoid). 

Shortly  after  his  return  from  Baltimore  the 
patient  was  readmitted  to  the  Delaware  Hos- 
pital with  chills,  fever  and  urinary  retention, 
the  residual  urine  measuring  lOOOcc.  A high 
cystostomy  was  performed  and  a #30P  De- 
Pezzar  tube  placed  in  situ.  For  the  next  three 
months  he  was  afebrile  and  attended  his  daily 
classes  at  the  University.  His  appetite  was 
good  and  he  carried  on  normally  even  to  the 
extent  of  attending  and  participating  in  a 
sciuare  dance.  At  the  end  of  three  months  the 
suprapubic  tube  was  removed  but  after  a few 
weeks  without  the  tube  he  was  again  admitted 
to  the  hospital  with  fever  and  a residual  of 
lOOOcc  urine.  The  suprapubic  scar  was  healed, 
the  blood  urea  nitrogen  w^as  9.6  mg.  Hemo- 
globin 88.,  white  blood  corpuscles  11,000.  The 
urine  had  a neutral  reaction,  albumin  plus 
four,  pus  cells  too  numerous  to  count,  red 
blood  cells  15-25. 

Endoscopic  vesical  neck  resection  was  car- 
ried out  in  April,  1949.  During  convalescence 
the  patient,  while  talking  to  friends  in  the 
hospital  corridor,  sat  on  a hot  radiator  and 
lacking  sensation  in  this  area  received  third 
degree  bums  of  both  buttocks.  These  were 
successfully  skin  grafted  by  Dr.  Edmund 
Laird. 

Eight  months  later  the  patient  is  ambula- 
tory, afebrile,  with  spontaneous  satisfactory 
voiding  and  satisfactory  bowel  movements. 
He  has  attended  his  classes  regularly  and  takes 
a keen  interest  in  life.  He  continues  to  take 
urecholeine  by  mouth.  The  sexual  status  is  un- 
satisfactory. Before  Operation  there  was  pene- 
tration and  ejaculation,  but  erection  now  is 
but  momentary  before  ejaculation  occurs. 

Discussion 

As  there  is  a definite  cortical  influence  on 
both  the  acts  of  urination  and  ejaculation,  in 
the  presence  of  nerve  loss  the  most  intense 


voluntary  effort  may  be  futile  in  preventing 
jiremature  ejaculation.  Following  spinal  in- 
juries three  stages  in  the  recovery  process  of 
bladder  function  are  recognized.  Preceding 
these  three  stages  the  immediate  status  is 
spoken  of  as  “spinal  shock.”  Here  we  have 
an  immediate  but  usually  temporary  suppres- 
sion of  all  reflexes  caudal  to  the  injured  seg- 
ment (Prather). 

In  the  first  stage  of  recovery  the  bladder 
is  atonic  and  there  is  loss  of  reflex  contractions 
of  tlie  detrusor  muscle.  Overflow  incontinence 
may  occur  from  the  distended  bladder.  This 
stage  may  last  from  24  hours  to  18  months 
(Thompson-Walker ) (Prather) . 

In  the  second  stage  of  recovery  there  is  a 
return  of  mild  reflex  activity  of  the  bladder, 
it  becomes  smaller  and  intravesical  pressure 
is  increased.  Munro  believes  that  some  of  the 
reflex  contractions  arise  wholly  within  the 
bladder  wall  and  consequently  this  stage  has 
been  given  the  name  “autonomous  cord  blad- 
der” and  is  manifested  clinically  by  overflow 
incontinence.  Prather  cites  several  authors 
(Lewis,  Nesbit,  Gordon,  Munro)  who  state  that 
this  may  be  the  final  stage  of  recovery  in  cases 
which  have  had  complete  transection  at  the 
level  of  the  sacral  segments  of  cauda  eciuina. 
In  the  third  stage  of  recovery  the  patient  with 
complete  transection  is  expected  to  progress 
to  a final  stage  where  micturition  becomes 
periodic,  involuntary,  forceful  and  efficient 
(Prather).  There  is  no  voluntary  control  over 
voidings  but  the  patient  is  dry  between  them. 
The  term  “automatic  reflex  bladder”  is  used 
also  to  describe  this  stage.  Some  patients  do 
not  attain  this  stage,  remaining  in  the  first 
or  second  stage. 

Patients  may  manifest  voluntary  contrac- 
tions and  control  where  there  is  partial  tran- 
section. These  may  finally  acquire  voluntary 
micturition  and  adequately  empty  the  bladder. 
In  the  case  herein  reported  manual  pressure 
and  contraction  of  the  abdominal  muscles  was 
employed  before  endoscopic  vesical  neck  re- 
section was  performed.  Patients  witli  com- 
jilete  lesions  above  the  lumbar  segments  are 
more  apt  to  develop  automatic  voiding  than 
where  the  lesion  is  below  these  segments. 

In  caring  for  these  individuals  they  must 
be  protected  from  the  excoriating  effect  of 
urine.  Infection  must  be  combated  at  every 
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turn.  Ambulation  as  early  as  ])ossihle  is  de- 
sirable. Intermittent  catheterization  carries  a 
higher  mortality  than  any  known  method  and 
is  mentioned  here  only  to  he  condemned. 
There  are  some  advocates  of  a non-drainage 
program.  This  i)rogram  does  not  wholly  pre- 
vent infection  and  is  not  applicable  in  the 
l)resence  of  infection.  It  reiiuires  manual 
massage  of  the  bladder  every  four  hom-s.  Our 
preference  is  for  constant  drainage.  In  young 
men  we  pi'efer  .suprapubic  drainage,  our  main 
object  being  to  avoid  iirethral  sepsis  with  sec- 
ondary e])ididymitis.  In  older  men  not  con- 
cerned with  reproduction,  bilateral  vasectomy 
and  an  iidying  catheter  is  satisfactory.  Tidal 
drainage  as  i)opularized  by  Munro  seems  to 
l)e  an  advantage  and  may  be  employed  with 
both  supi'a pubic  tiibe  and  inlying  urethral 
catheter.  This  closed  system  of  drainage  would 
seem  sui)crior  to  periodic  manual  irrigations. 

The  bedfast  jjatient  nmst  have  a large  fluid 
intake.  Among  the  drugs  used  to  combat  cal- 
culus formation  may  be  mentioned  the  alumi- 
num hydroxide  gels,  sodium  acid  phosphate, 
dilute  hydrochloric  acid.  Estrogens,  vitamins, 
and  S])ecial  diets  are  abso  em])loyed. 

Cystometric  studies  are  valuable  in  plotting 
the  status  of  bladder  tone,  excretory  urogra- 
phy gives  infoiTiiation  concerning  the  up])er 
urinary  tract,  while  urinary  cultures  should 
be  taken  fre(iuently.  When  all  bladder  drain- 
age is  abandoned  urinary  antise]>tics  mu.st  be 
u.sed  judiciously.  A thorough  attempt  to  es- 
tabli.sh  either  voluntary  voiding  or  an  auto- 
matic reflex  bladder  should  be  made  before 
endoscopic  vesical  neck  resection  is  employed. 

BLUE  CROSS  PROTECTS  THE  PEOPLE— 
WHO  PROTECTS  BLUE  CROSS? 

Paul  R.  IIaweey,  IM.l).** 

Chicago,  111. 

Blue  Cross  is  a child  of  the  hospitals  of 
America.  Bike  all  children,  inevitably  it  is 
growing  up.  Parents  often  try  to  keep  their 
children  from  growing  u]> — .sometimes  with 
disastrous  I'esults. 

It  is  the  wise  fanuly  which  realizes  that 
there  is  a time  in  the  life  of  every  child  when 
the  relationship  between  j>arent  and  child 

•Read  before  Maryland-District  of  Columbia-Delaware 
Hospital  Association,  Wilmington,  November  14,  1949. 

••Chief  Executive  Officer,  Blue  Cross  - Blue  Shield 
Commissions. 


should  be  altered  from  one  of  strict  authority 
and  uiKpie.stioning  obedience  to  one  of  com- 
panionship and  mutual  devotion  to  the  family 
interest. 

There  may  be,  I regret  to  say,  an  occasional 
Blue  Cross  Plan  which  has  not  developed  this 
feeling  of  family  loyalty.  At  the  other  ex- 
treme, there  are  a few  Blue  Cross  Plans  which 
appear  to  be  maintained  largely  as  servants 
of  the  parents  rather  than  as  partners  in  the 
family  unit.  I do  not  know  which  of  these 
extremes  is  worse.  I only  know  that  both 
are  bad. 

Blue  Cross  cannot  exist  five  minutes  with- 
out the  su])port  and  co-operation  of  its  mem- 
ber hospitals.  On  the  other  hand.  Blue  Cross 
is  becoming  so  rapidly  a most  important  fac- 
tor in  the  economy  of  hospitals  that  it  may 
well  be  the  foundation  upon  which  the  future 
of  the  voluntary  hospital  system  must  rest. 
Blue  Cross  will  pay  the  hospitals  of  America 
api)roximately  million  in  the  year  of 

1949.  This  is  about  ‘27  i>ercent  of  the  total  in- 
come derived  from  patients. 

Along  the  Atlantic  Seaboard,  the  propor- 
tion of  Blue  Cross  payments  to  the  total  pa- 
tient payments  to  hospitals  is  much  higher, 
reaching  SO  ifercent  in  some  areas.  As  Blue 
Cross  grows,  so  will  hospitals  look  to  it  more 
and  more  for  ])ayment  for  their  services. 

It  is,  therefore,  high  time  that  we  reach  a 
firm  family  agreement  ui)on  the  principles 
which  will  determine  family  policy  in  the  fu- 
ture— not  one  policy  for  hospitals  and  another 
policy  for  Blue  Cross. 

I think  we  can  start  from  two  premises.  The 
first  is  that  Blue  Cro.ss  is  a public  service,  de- 
voted to  the  ])ublic  interest.  It  is  just  as  im- 
portant to  the  public  welfare  that  hospitals 
are  economically  secure  as  it  is  that  the  i)ul)lic 
obtain  hosi)ital  care  at  the  lowest  cost  consis- 
tent with  high  quality.  The  value  of  Blue 
Cross  ])rotection  depends  in  large  measure 
upon  the  ({uality  of  care  it  affords.  So,  the 
security  of  voluntary  hosi)itals  must  always 
be  a matter  of  great  concern  to  Blue  Cross. 

The  other  premise  is  that  the  i)ublic  will  not 
long  support  Blue  Cross  if  the  Blue  Cross  sub- 
scriber is  being  exploited  in  an  effort  to  sub- 
sidize hospital  o])erations  in  which  he  does  not 
])rofit  to  a degree  commensurate  with  his  ]>ay- 
ments,  or  if  he  is  re(|uired  to  carry  the  cost  of 
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extravagant  or  inefficient  administration.  To 
be  permanent  and  successful,  any  policy  struc- 
ture we  erect  must  rest  etiually  upon  these 
two  premises. 

We  are  a luxury-loving  people.  We  demand 
not  only  the  ultimate  in  comfort  but,  often  in 
addition,  considerable  decorations  which  flat- 
ter our  ego  without  adding  to  our  comfort. 
We  have  .just  passed  through  a period  of  full 
employment  at  war-time  wages  with  the  cost 
of  living  controlled.  People  had  money,  and 
they  spent  money.  The  demand  for  hospital 
care  strained  the  capacity  of  onr  hospital  sys- 
tem. For  the  first  time,  many  people  could 
afford  luxury  and  they  revelled  in  it.  The 
number  of  hospital  em])loyees  per  patient  in- 
creased out  of  all  proportion  to  the  lessened 
hours  of  work  j)er  employee. 

All  this  made  for  more  accurate  administra- 
tion and  more  luxurious  service;  but  where, 
if  at  all,  did  the  law  of  diminishing  returns 
begin  to  operate  for  the  average  patient? 

No  one  woidd  dispute  that  the  Cadillac  cal- 
ls a finer  ear  than  the  Chevrolet.  I have  no 
doubt  but  that,  could  they  afford  it,  almost 
all  people  would  purchase  Cadillacs  in  pre- 
ference to  Chevrolets.  However,  when  com- 
pared solely  as  a means  of  getting  from  one 
place  to  another,  the  Cadillac  holds  no  advan- 
tage over  the  Chevrolet.  Each  is  capable  of 
more  speed  than  safety  permits.  Each  is  a 
reliable  piece  of  machinery.  The  greater  cost 
of  the  Cadillac  is  never  amortized  through 
longer  life  and  less  maintenance — it  is  charge- 
able only  to  luxury. 

What  would  be  the  effect  upo)i  the  general 
welfare  of  our  people  if  all  automobile  manu- 
facturers decided  to  prodime  ears  in  the  Cad- 
illac class?  Would  this  add  to  or  detract  from 
their  efficiency  as  well  as  their  comfort  and 
I)leasure.  What  I am  trying  to  say  is  that,  re- 
gardless of  the  cost  of  production  of  an  article, 
it  is  easy  to  price  it  out  of  a large  part  of  its 
market;  and  that  there  is  a point  in  every 
kind  of  production  and  in  every  kind  of  ser- 
vice at  which  further  increase  in  cost  adds 
nothing  to  utilitarian  quality.  No  health  ser- 
vice can  afford  to  fix  its  eyes  upon  the  carriage 
trade. 

Now,  I know  that  luxurious  service,  as  dis- 
tinguished from  adequate  service,  is  not  re- 
s])onsible  for  the  increased  cost  of  hospital 


care.  1 do  not  know  that  it  is  responsible  for 
any  appreciable  part  of  the  increase.  Bnt  I 
do  know  that  it  is  a real  danger,  and  one 
which  must  be  controlled,  if  not  wholly  elim- 
inated, if  inedical  care  is  to  survive  upon  a 
voluntary  basis. 

A much  greater  part  of  the  increaased  cost 
of  hospital  care  is  chargeable  to  changing  pat- 
terns both  of  medical  care  itself  and  of  the 
economics  of  medical  care.  It  is  not  necessary 
to  recount  the  great  advances  in  medical  and 
hospital  care  which,  while  immeasural)ly  im- 
proving the  health  of  the  nation,  have  also 
added  to  the  cost.  This  effect  cannot  be  avoid- 
ed, and  no  one  would  advocate  a return  to  the 
standard  of  medical  care  of  even  25  yeai's  ago. 

It  is,  rather,  to  the  changed  pattern  of  the 
economics  of  hospital  operation  that  I would 
address  myself.  The.se  changes  have  been  rel- 
atively slow  and  insidious.  It  is  probable  that 
they  coidd  have  been  prevented,  in  whole  or  in 
large  part,  by  vigorous,  concerted  action  as 
soon  as  their  effects  were  recognized.  But 
they  were  associated  with  a steady  rise  in  the 
incomes  of  the  consumers  of  medical  care,  and 
the  latter  factor  was  used  as  a palliative  to 
the  former,  rather  than  an  effort  l>eing  made 
to  halt  rising  co.sts. 

The  first  of  these  changes  in  the  economic 
pattern  of  ho.spital  support  was,  perhaps,  the 
drying  up  of  the  sources  of  private  philan- 
thropy through  increasing  rates  of  taxation 
and  the  depreciation  of  endowments  by  the 
lowering  of  interest  rates  as  the  result  of  the 
deficit  financing  of  the  Government.  There 
was  a time  when  it  was  not  difficult  to  meet 
hos])ital  deficits  by  annual  drives  for  funds. 
In  those  days,  many  hospitals  charged  less 
than  cost  for  hospital  care,  even  for  private 
rooms.  The  public  never  realized  this  fully, 
and  had  an  erroneous  idea  of  the  cost  of  hos- 
pital care. 

Thus,  more  and  more  of  the  cost  of  the  hos- 
l)ital  was  shifted  to  the  patient  until,  today, 
many  hospitals  have  no  other  source  of  in- 
come. To  add  to  this  burden,  government — 
State  and  local — has  failed  to  increase  ]>ay- 
ment  for  welfare  cases  in  keeping  with  rising- 
costs ; and.  in  many  i)laces,  hospitals  are  car- 
ing for  public  ])atients  at  a loss  which  can  only 
be  charged  against  the  paying  patient — Bine 
Cross  ]>atients  as  well  as  the  noninsnred. 
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Then,  practically  all  of  the  trainiug'  done  in 
hospitals  has  become  a financial  liability  rath- 
er than  a financial  asset.  Training  is  still  a 
great  quality  asset,  but  one  in  the  red  on  the 
ledgeiN.  Training,  especially  that  of  interns 
and  residents,  is  not  only  expensive  as  regards 
the  direct  cost,  but,  in  too  many  places,  is  par- 
ticularly expensive  for  Blue  Cross  patients. 

Everyone,  who  has  been  an  intern  or  a res- 
ident, is  fully  aware  of  the  embarrassment 
caused  by  <iuestions  asked  by  the  attending 
physician  or  visiting  staff  which  cannot  be 
answered.  For  this  reason,  too  often  the 
house  staff  orders  every  conceivable  test  and 
roentgenograi)hy  from  the  scalp  to  tlie  toes, 
in  order  to  be  able  to  answer  any  question — 
whether  pertinent  or  not.  When  a jiatient 
carries  no  insurance  and  must  pay  out  of 
pocket  for  such  examinations,  due  caution  is 
usually  exercised.  But  the  Blue  Cross  patient 
is  fair  game.  There  is  that  curious  defect  in 
I>id)lic  morality  which  makes  it  no  crime  to 
gouge  an  insurance  comiiany.  Alany  iieople, 
who  would  be  horrified  at  the  very  thought  of 
.stealing  one  ])enny  from  a fellow-man.  have 
not  the  slightest  compunction  about  taking- 
money  under  false  pretenses  from  an  insur- 
ance comjiany. 

It  is  because  of  this  curious  blind  spot  that, 
to  exist,  every  kind  of  insurance,  excei)t  health 
insui-ance,  is  jirotected  by  law.  Fire  insur- 
ance could  not  exist  for  one  week  if  there  were 
no  law  against  auson — if,  after  an  unfortun- 
ate afternoon  at  the  race  track,  a policy-holder 
could  strike  a match  to  his  house  in  order  to 
re{)leni.sh  his  jmrse.  IMarine  insurance  could 
not  exist  if  barratry  were  not  a crime.  But  it 
is  obviously  impossible  to  enact  laws  against 
unnecessary  utilization  of  medical  care. 

It  has  been  said  that  Lloyd's  of  London  will 
insure  against  any  conceivable  kind  of  hazard 
except  a moral  risk.  This  is  not  a very  flatter- 
ing commentary  upon  human  nature,  but 
nevertheless  it  is  one  which  we  must  accejit 
with  as  good  grace  as  jiossible. 

Who,  then,  will  ])i‘oteet  Blue  Cross?  Blue 
Cro.ss  is  wholly  at  the  mercy  of  hospitals  and 
doctoi-s — largely  the  latter — and  must  rely 
upon  only  them  for  protection  against  abuses. 
It  is  ordinarily  the  doctor  who  .says  when  the 
patient  goes  to  the  hospital,  what  services  shall 


be  given  him  while  he  is  there,  and  when  he 
shall  leave  the  hospital. 

No  one  realizes  more  clearly  than  I how  dif- 
ficult this  responsibility  can  become.  The 
Blue  Ciuss  patient,  aware  of  his  protection, 
may  demand  hospitalization  as  a luxury  rather 
than  a nece.ssity.  Upon  the  excuse  that  the 
home  is  being  renovated,  or  that  the  cook  will 
not  return  for  several  days,  he  may  demand 
to  remain  in  the  hospital  beyond  the  time  that 
hos])ital  care  is  neces.sary.  It  is  not  easy  for 
the  physician  to  pit  his  own  .sense  of  right  and 
wrong  against  a capricious  desire  of  the  pa- 
tient. We  must  make  it  easier  for  him  by  ed- 
ucating Blue  Cross  members  that  each  day  of 
unnecessary  utilization  of  their  benefits  must 
be  {>aid  for  by  increased  cost  of  their  own  {iro- 
tection  as  well  as  that  of  all  other  Blue  Cro.ss 
members. 

However,  there  is  one  field  in  which  the 
physician  can  enforce  justifiable  economy 
without  much  oiiposition  from  the  patient. 
This  is  in  the  matter  of  what  .sendees  are  or- 
dered for  the  patient  during  his  stay.  Blue 
Cross  earnestly  desires  that  eveiw  member  be 
given  necessary  service  in  the  hospital — and 
perhaps  even  a little  more.  But,  unless  whol- 
ly unnecessary  abuses  are  curbed.  Blue  Cross 
may  be  jiriced  out  of  its  most  important  mar- 
ket. It  seems  significant  to  me  that,  -svhereas 
the  cost  of  room  and  board  in  hospitals  has 
doubled  in  the  jiast  few  years,  the  cost  of  rugs 
and  dressings  for  Blue  Cross  membei*s  has 
<|uadrupled  in  the  .same  period.  Blue  Cross 
members  seem  to  be  esiiecially  susceptible  to 
avitaminosis  from  the  tons  of  vitamin  pills 
that  Blue  Cross  is  called  upon  to  pay  for. 

So,  in  summary  I would  impress  upon  you 
that  Blue  Cross  must  be  protected  to  the  full- 
est possible  degree  against  the  danger  of  pric- 
ing it  out  of  the  market — and  once  Blue  Cross 
is  ])i‘iced  out  of  the  market,  we  shall  have  com- 
pulsory  health  insurance.  Never  doubt  that 
for  one  minute ! 

I would  suggest  that  Blue  Cross  can  be  pro- 
tected in  many  ways — none  of  them  giving 
full  protection  but  all  of  them  together  afford- 
ing a high  degree  of  i>rotection, 

1.  Re-evaluation  of  hospital  care,  and  elim- 
ination of  services  which  are  purely  luxuries 
and  which  do  not  contribute  significantly  to 
the  recovery  of  iiatients. 
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2.  Insistence  upon  adequate  reimburse- 
ment for  public  services  of  hospitals,  such  as 
in  the  care  of  the  indigent,  the  operation  of 
emergency  rooms,  and  the  training  of  doctors, 
nurses  and  technicians.  There  are  already 
areas  in  which  the  full  cost  of  the  care  of  pub- 
lic cases  is  met  from  public  funds.  We  must 
make  this  the  rule  rather  than  the  exception. 
Acceptance  of  public  responsibility  for  the 
educational  programs  in  hospitals  is  another 
matter,  however;  and  we  must  initiate  a cam- 
paign for  this. 

3.  Education  of  doctors,  hospitals  and  the 
public  that  abuses  of  health  insurance  only 
raise  the  cost  of  this  protection,  and  that  this 
cost  can  be  kept  low  only  by  restricting  its 
use  to  necessities. 

In  conclusion,  I would  remind  you  again 
that  we  are  a family  in  this  health  field,  wheth- 
er we  agree  or  not.  We  can  make  this  a strong 
and  a happy  family,  with  each  member  de- 
voted to  the  interests  of  the  others ; or  we  can 
be  a family  of  selfish  individuals.  If  we  elect 
the  latter,  the  Government  is  sure  to  step  in 
and  brand  us  as  incorrigibles  who,  for  the 
protection  of  the  public,  must  be  controlled  by 
the  Government. 

Hospitals  nmst  be  kept  in  a healthy  con- 
dition. So  must  Blue  Cross.  The  disease  of 
excessive  cost  is  highly  contagious.  If  one 
member  of  the  family  contracts  it,  the  other 
is  sure  to  get  it.  And,  if  both  of  us  get  it,  you 
may  be  sure  we  shall  be  quarantined  forever 
by  the  Federal  Security  Agency. 

425  N.  Michigan  Avenue. 


MISCELLANEOUS 

Polio 

To  the  Editor: 

There  have  been  many  inquiries  recently 
regarding  the  arrangements  for  covering  the 
cost  of  care  for  poliomyelitis  patients.  There 
are  a number  of  factors  which  will  be  of  in- 
terest to  your  readers. 

During  1949  a poliomyelitis  incidence  of 
unprecedented  size  (more  than  37,000  strick- 
en since  January  1 ) has  put  serious  financial 
strain  upon  the  National  Foundation  for  In- 
fantile Paralysis.  For  the  first  time  in  its 
eleven  year  history  it  was  necessary  to  con- 
duct a Polio  Epidemic  Emergency  Drive 
w'hich  although  very  helpful  did  not  entirely 
meet  current  needs. 

In  its  avowed  purpose  to  lead,  direct  and 


unify  the  national  fight  against  infantile  para- 
lysis the  National  Foundation  undertook  sup- 
port of  research  and  education,  for  in  these 
areas  lie  the  ultimate  hope  for  eradication 
of  ijoliomyelitis.  These  programs  are  not  to 
be  comiiromised  in  any  way. 

The  greatest  cost  to  the  National  Founda- 
tion, however,  is  payment  for  medical  care 
to  patients.  It  is  urgent  for  all  physicians 
to  assist  in  the  institution  of  measures  which 
will  reduce  costs  without  prejudice  to  pa- 
tients. The  chief  costs  are  for  hospitaliza- 
tion. Many  poliomyelitis  patients  are  hos- 
pitalized when  they  can  be  cared  for  at  home 
at  a reduced  cost. 

Our  experience  in  this  year's  epidemic 
which  has  spared  virtually  no  part  of  the 
country  suggests  the  following : 

1.  Abortive,  nonparalytic  and  mildly 
paralytic  poliomyelitis  patients  are  being  hos- 
pitalized in  the  mistaken  idea  that  the  stated 
period  of  isolation  must  be  spent  in  the  hos- 
pital. 

2.  Overly  prolonged  hospitalization  is  fre- 
quent. This  is  particularly  true  of  the  para- 
lytic patient  who  has  achieved  maximum  im- 
provements from  daily  physical  therapy. 
Home  care  with  periodic  office  or  clinic  visits 
is  then  in  order. 

3.  There  still  exists  in  some  places  a gen- 
eral attitude  that  poliomyelitis  is  a bizarre 
disease  which  only  a few  physicians  can  man- 
age. This  is  not  so.  It  is  disturbing,  for 
example,  to  find  physicians  leaning  so  heavily 
upon  the  guidance  of  physical  therapists  and 
nurses.  The  physician’s  assessment  of  the 
total  patient  is  the  best  index  in  determining 
when  a patient  shall  leave  hospital  to  receive 
home,  office  or  clinic  care. 

4.  Patients  hospitalized  on  general  ward 
services  are  not  charged  medical  fees  ordi- 
narily. When  patients  are  hospitalized  on 
isolation  wards  for  poliomyelitis,  however, 
bills  for  medical  fees  are  at  times  submitted. 
Payment  is  frequently  made  by  the  local 
chapters  of  the  National  Foundation  whose 
treasuries  are  now  generally  depleted. 

It  is  hoped  that  your  readers  will  under- 
stand clearly  how  urgent  is  our  need  for  co- 
operation from  all  practicing  physicians  in 
the  matters  mentioned  above. 

Sincerely  yours. 

Hart  E.  Van  Riper,  IM.  D. 

Medical  Director 
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Stanley  Worden.  Dover 
William  Marshall,  Jr.,  Milford 
C.  M.  Moyer,  Laurel 

Medical  Ecoxo.mics 
Stanley  Worden,  Dover 

F.  A.  Bowdle,  Wilmington 
J.  W.  Lynch,  Seaford 

Medical  Service  and 
Public  Rklation.s 
E.  K.  ilayerberg,  Wilmington 
L.  C.  McGee,  Wilmington 

B.  M.  Allen,  Wilmington 
W.  ().  LaMatte.  Wilmington 

C.  L.  Munson,  Wilmington 
,T.  S.  McDaniel,  Dover 

H.  V.  P.  Wilson,  Dover 
J.  W.  Lynch,  Seaford 
O,  A.  .James,  Milford 

Yoc.ational  Reh.abilitation 
James  Beebe,  Lewes 
Xr.  A.  Beatty,  Wilmington 

I.  il.  Flinn,  Wilmington 

T.  B.  Strange,  Wilmington 
W.  C.  J’ritchard,  Smyrna 

National  E.meroency  Medical 
Service 

V.  D.  Washburn,  Wilmington 
.1.  R.  Beck,  Wilmington 
C.  L.  Munson,  Wilmington 

W.  F.  Preston,  Wilmington 

S.  H.  Stradley,  Wilmington 
Rur.al  Medical  Service 

J.  R.  Downes,  Newark 
C.  R.  Donoho,  Newark 
J.  D.  Niles,  Middletown 
C.  J.  Prickett,  Smyrna 

H.  W.  Smith,  Harrington 
Bruce  Barnes,  Seaford 
H.  S.  Riggin,  Seaford 

WOMAN  S AUXILIARY 
Leland  Fox,  President, 

Mrs. 

Mrs. 


SPECIAL  COMMITTEES 

Industri.il  Health 

G.  H.  Gehrmann,  Wilmington 
L.  C.  McGee,  Wilmington 

H.  L.  Springer,  Wilmington 
E.  H.  Mercer,  Dover 

H.  V’P  Wilson,  Dover 

D.  L.  Bice,  Seaford 

A.  C.  Smoot,  Georgetown 

He-irt  Disease 

E.  R.  Miller,  Wilmin^on 

A.  H.  Clagett,  Jr.,  Wilmington 

E.  M.  Krieger,  Wilmington 

F.  R.  Everett,  Dover 

R.  L.  Klingel,  Lewes 

Di.abetes 

Ij.  B.  Flinn,  Wilmington 

•J.  R.  Durham,  Jr.,  Wilmington 

Charles  Levy,  Wilmington. 

J.  R.  Caldwell.  Dover 
L.  L.  Fitchett,  Milford 

Arthritis 

A.  R.  Shands,  Wilmington 

I.  M.  Flinn,  Wilmington 
A.  J.  Heather,  Wilmington 
C.  C.  Fooks,  Milford 

O.  A.  James,  Milford 

Hospitals  and  Practice 
OF  Medicine 
C.  E.  Wagner,  Wilmington 

G.  A.  Beatty,  Wilmington 
L.  B.  Flinn,  Wilmington 

J. _  W.  Howard,  Wilmington 
W.  0.  LaMotte,  Wilmington 
J.  S.  McDaniel,  Dover 

J.  B.  Waples,  Georgetown 

C.\RE  OF  Colored  People 

S.  G.  Elbert.  Jr.,  Wilmington 
Conwell  Banton,  Wilmington 
Sidney  Stat,  Wilmington 
Catherine  Gray,  Bridgeville 

H.  G.  Neese,  Wyoming 


Grievance  Board 

I.  L.  Chiinnan,  Wilmington 
G.  W.  K.  Forrest.  Wilmington 
.J.  D.  Niles,  iliddletown 

I.  J.  JIac  Collum,  Wyoming 
James  Beebe,  Lewes 


Corrcsiiondiiiij  Secretary,  I,aurel 
Treasurer.  Wilmington 


Mrs.  j. 

Mrs.  ,J.  M.  ilESslCK,  P reside }d-elect,  Wilmington 
Mrs.  a.  M.  Gehret,  Ilecording  Secretary,  Wilmington 


Seaford 
C.  M.  Moyer, 
S.  W.  Rennie, 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

Meets  Third  Tuesday 
It.  O.  Y.  W.irren,  President 

V.  I).  Washburn,  President-elect 
J.  A.  Gile.s,  Tice  President 

.1.  K.  Durha.m,  Secretary 
C.  il.  Bancroft,  Treasurer 

Councilors  (1952)  : L.  C.  McGee,  J. 
C.  Pierson,  H.  T.  McGuire. 

Delegates  (1950)  : C.  IV.  Bancroft, 
N.  Ij.  (.'annon,  I.  L.  Chipman,  .J.  A. 
Giles,  A.  L.  Heck,  .J.  W.  Hooker,  C.  T. 
Lawrence,  Charles  Levy,  C.  L.  Munson, 
M.  B.  Pennington,  J.  C.  Pierson,  S.  H. 
Stradley. 

Alternates  (1950):  J.  W.  Barnhart, 

W.  W.  Briggs,  T.  J.  Bulger,  C.  R. 
Donoho,  S.  (J.  Elbert,  Jr.,  F.  A.  Jones, 
W.  O.  LaMotte,  Jr.,  W.  H.  Lee,  J.  W. 
Maroney,  F.  J’.  Rovitti,  Alex  Smith, 
H.  P.  Sortman. 

Delegates  (1951):  E.  M.  Bohan,  Ira 
Burns,  A.  1).  King,  E.  G.  Laird,  W.  O. 
LaMotte,  Sr..  C.  E.  Maroney.  E.  R. 
Mayerberg,  E.  S.  Parvis,  W.  M.  Pier- 
son, O.  N.  Stern,  il.  A.  Tarumianz,  C. 
E.  Wagner.  K.  O.  Y.  Warren. 

.Alternates  (1951)  : S.  W.  Bartoshesky, 

J.  R.  Beck,  A.  J.  Fleming,  Mildred 
Forman,  1).  ,1.  King,  A.  G.  Lessey, 
W.  I,.  McLane,  R.  D.  Sanders,  P.  A. 
Shaw,  11.  11.  .Stroud,  11.  A.  Tarrant, 
R.  B.  Thomas. 

MEDICAL  COUNCIL  OF  DELAWARE 
Hon.  Charles  S.  Richards,  President; 
•Joseph  S.  McDaniel,  M.  D.,  Secretary ; 
Wallace  M.  Johnson. 

BOARD  OF  MEDICAL  EXAMINERS 

J.  S.  McDaniel,  President-Secretaryj 
Wm.  Marshall,  Assistant  Secretary;  W. 
E.  IJird,  J.  E.  Marvil,  h.  J.  Jones. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  First  W ednesday 
H.  A'.  P.  AVilson,  President,  Dover. 
W.  C.  J'ritchari),  Vice-President, 
Smyrna. 

R.  R.  Layton,  Secretary-Treasurer, 
Dover. 

Councilors:  William  Marshall,  Alii- 

ford;  Stanley  AVorden,  Dover. 

Delegates:  I.  .1.  MacCollum,  AA'y- 

oming,  and  H.  A'.  P.  AVilson,  Dover. 

Alternates:  J.  S.  McDaniel,  Dover, 

and  H,  AV.  Smith,  Harrington. 

DELAWARE  ACADEMY  OF 
MEDICINE 

Open  10  A.M.  to  5 P.M. 

Gerald  A.  Beatty,  President. 

B.  M.  Allen,  First  Vice-President. 
Robert  R.  AATer,  Second  Vice-Presi- 
dent. 

Andrew  AI.  Gehret,  Secretary. 

IRA'INE  AI.  Flinn,  Jr.,  Treasurer. 

DELAAVARE  PHARAIACEUTICAL 
SOCIETY 

AA'alter  a.  Schueler,  President,  AATl- 
mington. 

Harry  C.  Helji,  First  Vice-President, 
Dover. 

Earl  Hastings,  Second  Vice-President, 
Selbyville. 

AValter  E.  Brown,  Third  Vice-Presi- 
dent, Holly  Oak. 

J.  AA'allace  AA'.atson,  Secretary,  Edge 
Aloor. 

Albert  Dougherty,  Treasurer,  AVil-  ■ 
raington. 


SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Second  Thursday 
J.  E.  AIarvil.  I’resident,  Laurel. 

Ij.  L.  Fitchett,  Vice-President,  Milford. 
T.  J.  Tobin,  Secretary-Treasurer, 
Alilton. 

Councilors:  J.  AA".  Lynch,  Seaford; 
A.  ('.  Smoot,  Georgetown. 

Delegates:  Bruce  Barnes,  Seaford; 

D.  L.  Bice,  Seaford:  C.  M.  Aloyer, 

Laurel:  G.  AI.  A'an  A’alkenburgh, 

Georgetown. 

Alternates:  AA'.  G.  Hume,  Selbyville; 

R.  L.  Klingel.  Rehoboth : A.  C.  .Smoot, 
Georgetown  : E.  Ij.  Stamhaugh,  Lewes. 

DEL.AWARE  STATE  DENTAL 
SOCIETY 

Clyde  Cox.  President.  Newark. 
.Jo.sKPH  .Mack.  1st  I'.  P.,  Seaford. 

J.  F.  AI.cguire.  2nd  F.  AA'ilmington. 
Lewis  Kreshtool,  Secretary,  AA'il- 
mington. 

Harry  Kurfirst.  Treasurer,  AA'il- 
mington. 

P.  E.  AIusselman,  Delegate  A.D.A., 
Newark. 

Clyde  Nelson,  Alternate  A.D.A.,  Alil- 
ford. 

DELAAVARE  ST.ATE  BOARD  OF 
HEALTH 

.1.  1).  Niles,  AI.  D..  President . Aliddle- 
town  ; 1.  I.  AlacCollum.  Vice-President. 
AA’yoming:  C.  E.  Aloore,  D.  1).  S.,  Secre- 
tary. Seaford : Bruce  Barnes,  AI.  D.. 

Seaford:  Airs.  C.  AI.  Dillon.  AA'ilming- 
ton: Airs.  .Alden  Keene.  Middletown, 

Rl;  E.  R.  Alayerberg,  AI.  1)..  AA'ilming- 
ton: Airs.  N.  AA'.  A'oss.  AVilmington: 

Floyd  I.  Hudson,  AI.  D.,  Fxecutirc 
Secretary.  Dover. 
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Good  Manners 

Now  that  we  are  starting  a new  year,  after 
])resumably  turning  over  a new  leaf,  wouldn’t 
it  be  nice  if  we  would  all  resolve  to  improve 
our  manners  in  1950?  Politeness  costs  noth- 
ing, but  pays  big  dividends.  Courtesy  never 
made  an  enemy,  but  has  made  a lot  of  friends 
for  the  man  who  exhibited  it. 

The  thing  that  brings  this  question  of  good 
manners  to  our  mind  is  the  telephone,  where 
people  frequently  show  themselves  up  at  their 
worst.  You  are  all  familiar  with  Doctor  Doe 
who  says:  “Miss  Roe  get  me  Doctor  Blank.” 
She  does  so,  and  Doctor  Blank  waits — and 
waits  — and  waits, — and  finally  Doctor  Doe 
picks  up  his  phone.  He  didn’t  mean  to  be 
rude,  but  he  lun.s,  grossly  so.  His  time  is  no 
more  valuable  to  him  than  Doctor  Blank’s 
time  is  to  Doctor  Blank.  Why  do  normally 
polite  people  act  so  churlishly  in  this  matter 
of  telephone  calls?  In  the  good  old  days  Doc- 
tor Doe  called  Doctor  Blank  and  hung  on  to 


the  wire  himself  until  Doctor  Blank  answered. 
For  a very,  very,  very  busy  man  that  sort  of 
“horse  and  buggy  manners”  may  be  too  slow, 
but  it’s  still  good  manners!  In  fact,  when 
have  good  manners  ever  been  out  of  date? 
And  who  is  so  very,  very,  very  busy  ? 


The  January  Supplement 
As  usual  for  January  and  July,  this  issue 
is  labeled  on  the  front  cover  as  the  “Delaware 
Hospital  Number.”  By  an  old  rule  of  the 
Publication  Committee  Ave  thus  credit  an  in- 
stitution or  a society  on  the  front  cover,  pro- 
vided it  supplies  75%  of  the  scientific  materi- 
al in  that  issue. 

With  this  January  isssue  there  also  comes  a 
Supplement  containing  some  historical  notes 
Avhose  publication  has  been  delayed,  together 
with  a roster  of  members  of  the  Society.  AYe 
know  there  will  be  errors  in  this  roster,  and 
we  would  appreciate  it  very  much  if  all  Avho 
detect  errors  or  omissions  will  advise  us  of 
them  promptly,  in  writing. 


NCCAIS  100  Years  Old 
The  N.C.C.AI.S.  was  at  least  100  years  old 
in  1949.  It  is  possible  it  may  have  been  form- 
ed in  1848,  or  even  earlier,  though  not  likely. 
The  earliest  criterion  available  is  the  record  of 
the  AAIA  Conventions.  Data  in  this  connec- 
tion will  be  found  in  the  historical  notes  re- 
ferred to  above. 

Due  to  the  stress  of  urgent  business  at  the 
December  meeting  of  the  N.C.C.M.8.  there 
Avas  no  time  for  any  celebration  of  this  centen- 
ary CA^ent.  Sic  transit  gloria  mundi. 


Neav  By-Laws 

The  ncAV  By-LaAVS  adopted  by  the  Aledieal 
Society  of  DehiAvare  at  the  last  tAvo  meetings 
of  the  House  of  Delegates  are  being  printed 
in  booklet  form.  One  copy  Avill  be  mailed  to 
each  member  of  I’ecord.  The  ncAv  state  By- 
LaAvs  Avill  necessitate  each  of  the  three  county 
societies  revising  their  own  county  By-LaAvs 
Avithin  the  next  fcAV  months,  in  order  that 
there  Avill  be  no  conflict. 


I )KhA\VAi{K  State  Medu'ai,  .lorKXAE 


•Iaxi'arv,  19.j0 


PCBLIC  FoKI'M 

Tlio  forum  for  the  puljlic-  on  ‘‘The  l’eo|)le 
Talk  Al)out  IMediral  and  Hospital  Harep’  held 
at  the  Delawai’e  Academy  of  IMedieine,  Wil- 
mington, on  l)eeeml)er  15.  1!)49,  was  attended 
by  an  over-tlow  audience.  Delawareans  are 
hy  now  familiar  with  much  that  was  said, 
since  the  newspapers  gave  considerable  space 
to  these  transactions,  and  the  wire  recording 
was  ])artly  broadcast  over  stations  WDHH 
and  WIIAI. 

Doctors  and  hospitals  were  criticized  by  the 
])ublic,  but  ill  a restrained  manner.  Likewise, 
the  public  learned  .something  about  medical 
and  hospital  problems  that  they  did  not  know 
before.  .Meetings  such  as  this  do  much  good 
in  promoting  good  relationship  between  ])ub- 
lic  and  ])rofession. 

.\nother  step  forward  for  our  Society  in 
connection  with  PH — Public  Relations — is 
the  information  of  a (irievaiice  Board,  con- 
.sisting  of  5 past  presidents  of  the  Society.  If 
this  Board  functioiis  as  well  as  that  in  Col- 
orado and  other  states  it  will  be  rendering 
both  public  and  profession  a new  and  distinct 
service.  We  have  just  received  a letter  from 
AMA  heaihiiiarters  congratulating  us  upon 
this  stej),  and  asking  for  details  of  its  setup, 
])rocedure,  etc.  Due  thing  is  certain:  We 

should  encourage  any  and  every  facility  that 
promotes  “a  meeting  of  minds”  of  physician 
and  patient. 


"Get  Into  Politics" 

.\o  matter  what  the  Washington  jilannei’s 
say,  tlie  comimlsory  sickness  insurance  jiro- 
|)osal  now  before  Congress  means  “nationali- 
zation of  American  medicine  down  to  the  last 
bottle  of  as])irin,”  Rej).  L.  C.  Arends  (Reji., 
III.)  of  .Melvin,  Illinois,  told  the  Illinois  State 
.Medical  Society  at  its  recent  convention. 

Rep.  .\ rends,  who  is  the  Republican  whip 
of  the  lowei-  house,  was  keynote  speaker  at  an 
all-day  conference  called  by  the  Society  in  the 
LaSalle  Hotel  here  to  discuss  the  “big  ])U.sh” 
the  administration  is  ex|)ect»*d  to  make  this 
winter  to  put  over  the  comi)ulsoi'y  sickness 
insui'ance  pi'oposals  embodied  in  S.  I(i79. 
Repi-esentatives  of  most  of  the  ill  county 
medical  socicPies  in  Illinois  were  present  to-  . 


gether  with  spokesmen  for  many  other  groui)s 
opposing  socialized  medicine.  Percy  E.  Iloj)- 
kius,  .M.  1).,  of  Chicago  was  in  charge  of  the 
meeting,  while  Walter  Stevenson,  i\I.  D.,  of 
(Quincy,  president  of  the  Illinois  State  IMedieal 
Society,  acted  as  chairman. 

Rep.  Areiuls  called  on  the  medical  and 
other  ])rofe.ssions  represented  to  get  into  poli- 
tics actively  and  aggressively  as  the  only  way 
to  di.sinfect  the  national  government  of  the 
socialist  contagion. 

“When  an  American  citizen  is  sick  or  in- 
firm,” Rep.  Arends  told  the  medical  men, 
“he  wants  to  consult  a doctor  of  medicine, 
not  a doctor  of  philosophy  in  the  Social  Secur- 
ity Board,  or  a doctor  of  law  in  the  Federal 
Security  Admini.stratiou,  or  yet  a doctor  of 
political  science,  or  a doctor  of  civil  admin- 
istration. 

“The  i)roi)osals  for  socialized  medicine  now 
l)efore  Congress  seek  the  nationalization  of 
American  medicine  down  to  the  last  bottle  of 
aspirin,  with  Washington  in  complete  direc- 
tion and  control  of  every  hospital,  every  medi- 
cal school,  every  research  laboratory,  every 
physician,  every  dentist,  every  nurse  and 
every  hos]>ital  technician  in  the  land. 

“To  my  mind,  this  issue  reaches  to  the  very 
roots  of  American  constitutional  government. 
Foi-  1 believe  firmly  that,  if  this  plague  of 
■socialized  medicine  can  be  fastened  upon  the 
l>eople  of  the  United  States  by  adroit  govern- 
ment propaganda,  then  it  will  not  be  long 
before  the  last  vestige  of  freedom  under  law 
will  disap])ear  in  every  other  relationship  of 
life. 

“For,  if  American  medicine  can  be  taken 
over  by  the  Washington  bureaucracy,  it  will 
be  only  a matter  of  time  until  education  will 
be  taken  over,  then  insui’ance,  then  ])ublica- 
tions  and  ])ublic  intelligence,  finally  all  en- 
terfainmenf  and  cultural  expression.  The 
handwriting  is  on  the  wall. 

“That,  at  least,  is  the  history  of  national 
socialism  in  modein  times.  It  must  be  com- 
plete and  total.  For,  so  long  as  men  and 
women  are  fi'ee  in  one  sidiere  of  life,  they 
will  ])ush  and  struggle  for  freedom  in  wider 
s])heres.  At  length  only  the  lU’oven  measures 
of  the  ])olice  state  can  re])re.ss  the  human  in- 
stinct for  frc'cdom.” 
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That  "You"  Look 

Properly  developed,  that  You 
Look  is  always  a new  look 
because  if  there  is  one  qual- 
ity which  does  not  pall  or 
grow  old  it  is  naturalness. 
Look  your  best  with  cosme- 
tics selected  to  suit  your  in- 
dividual requirements  and 
preferences.  Cultivate  that 
"You"  Look. 


*pc«tc 

Are  Disty’ibuted  in  Delatvare  By: 

META  MITCHELL 

701  West  10th  Street  Phone:  2-2502  Wilmington  16,  Delaware 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

^61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only.  . . . Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 

BRITTINGHAM'S 

PHARMACY 

Medical  Arts  Bidg.  Del.  Trust  Bldg. 


ormulas 


with  DEXTRI-MALTOSE 


simple  to  prescribe... simple  to  prepare 
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In  the  Beginning 

Unless  one  understands  the  meaning  and 
the  17th  century  usage  of  the  term  “barber” 
or  “barber-surgeon”^  there  will  be  confusion 
as  to  whether  a doctor  was  or  was  not  pres- 
ent on  the  various  expeditions  to  the  colonies. 
In  view  of  the  facts  that  sickness  among  the 
crew  was  common,  and  that  women  and  ehil- 
dren  also  were  sent  along  as  colonists,  no 
expedition,  at  least  from  England,  Sweden, 
or  Holland,  came  to  these  shores  without  at 
least  one  of  these  “barber-surgeons”  on  ship- 
board as  the  “doctor.”  Sometimes  he  re- 
mained a few  years  in  the  colony ; sometimes 
he  merely  made  the  round  trip  on  the  ship ; 
sometimes  he  remained  permanently.  The 
doctor  thus  referred  to  represented  that 

“Presidential  Address  delivered  in  part  before  the  Medi- 
cal Society  of  Delaware,  Wilmington,  October  15,  1947. 
An  abridgement,  edited  by  H.  Clay  Reed,  Ph.  D.,  Professor 
of  History,  University  of  Delaware,  was  published  as  Chap. 
43,  Vol.  II,  pp.  737-761  in  Reed:  Delaware,  a History  of 

the  First  State,  by  the  Lewis  Historical  Publishing  Com- 
pany, New  York,  Nov.  1947;  3 vols.,  $42.50  the  set.  Our 
thanks  to  them  for  permission  to  reprint  their  copyrighted 
portions.  Several  sections  of  the  ms.  have  been  brought  up 
to  date. 

““Editor,  Delaware  State  Medical  Journal. 


branch  of  European  medicine  that  sprang 
from  the  “surgeons  of  the  short  robe”  who, 
while  not  graduates  of  a medical  school,  had 
developed  a guild  of  practitioners  who  by 
diligent  study,  prolonged  apprenticeship,  and 
exclusive  restrictions  had  become  especially 
skilled*  in  minor  surgery,  such  as  the  setting 
of  bones,  extraction  of  teeth,  lancing  of  boils, 
cupping,  leching,  etc.,  and  in  the  treatment 
of  sundry  illnesses.  They  corresponded  to 
the  general  practitioner  of  today,  and  were 
respected  and  patronized  by  the  masses  gen- 
erally. Only  the  upper  classes  secured  the 
services  of  the  academic  physicians. 

Thus,  at  that  time,  the  term  “barber” 
meant  not  a mere  cutter  of  hair,  but  a prac- 
titioner of  the  healing  arts,  and  a compara- 
tively competent  one  at  that.  The  result  of 
their  training  was,  that  for  manual  dexterity 
and  therapeutic  practicality,  these  “barbers” 
or  “barber-surgeons”  generally  rendered  to 
the  people  a professional  service  superior  to 
that  rendered  by  their  more  educated  and 
dignified  “surgeons  of  the  long  robe”,  or 
even  by  the  pompous  graduate  physicians  of 
that  dayt-  They  were  addressed  and  referred 
to  as  “Mister”,  short  for  “heelmeester”  or 
“heilmeister”,  a master  of  healing.  The  cus- 
tom of  referring  to  the  surgeon  as  “Mister” 
persists  in  England  even  today,  although  the 
surgeon  of  today  is,  like  the  physician,  a 


*Radbill2  translates  a German  poem  about  them 
as  follows: 

I am  called  on  many  a behalf. 

Can  make  many  a curative  salve; 

Can  heal  fresh  wounds  with  right  good  grace, 
And  old  hurts  too,  as  well  as  bone  bi’eaks; 
Heal  the  French  pox  and  needle  a cataract. 
Quench  Anthony’s  Fire  and  teeth  extract; 
Likewise  shave,  massage  and  trirn. 

And  open  veins  at  anybody’s  whim. 

From:  Der  Arzt  und  die  Heilkundst  in  der 

deutschen  Vergangenheit.  Leipzig:  Herman  Peters, 
1900,  P.  78. 

tThe  first  Swedish  Medical  School,  the  Medical  Facul- 
tv  of  Stockholm,  was  not  organized  till  1663.  The  Barber- 
Surgeons  School  at  Stockholm  was  reorganized  in  1685  as 
the  “Societas  Chirurgica.” 
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graduate  of  a medical  school.  Toner®  says 
that  the  term  “doctor”,  meaning  a graduate 
of  a medical  school,  was  not  employed  in  the 
American  colonies  before  1769.  The  Medical 
Department  of  the  University  of  Pennsyl- 
vania, the  first  in  the  United  States,  was 
opened  in  1765,  and  its  first  diploma,  that  of 
M.  B.  (Bachelor  of  Medicine),  was  awarded  to 
John  Archer,  of  Belair,  Maryland,  in  1768. 
Eeed^  says  the  word  “doctor”,  meaning  phy- 
sician, was  used  as  early  as  1690  in  New  Jer- 
sey, and  that  in  Delaware  Timen  StiddeiU 
was  referred  to  as  “doctor”  as  early  as  1677, 
though  he  was  frequently  also  referred  to  as 
‘ ‘ mister.  ’ ’ 

Contrary  to  the  generally  accepted  belief 
that  the  first  white  doctor  in  Delaware  was 
Timen  Stidden*,  a barber-surgeon  of  Ham- 
mal,  Sweden,  arriving  in  1641  and  again  in 
1654,  there  is  almost  conclusive  evidence  to 
show  that  the  first  doctor  was  one  Hans 
(Hanns)  Janeke,’^*^  a barber-surgeon  of  Koe- 
nigsburg,  East  Prussia,  who  apparently  ar- 
rived in  1638  on  the  first  ship  to  New  Sweden, 
the  Kalmar  Nychel.  For  the  first  Swedish  ex- 
pedition two  barber-surgeons  were  hired  at 
Amsterdam®.  The  first  page  of  the  Journal 
of  the  New  Sweden  Company,  giving  items 
of  expense  connected  with  this  first  expedi- 
tion, records  that  ten  Riksdaler  (about 
$12.00)  was  paid  to  “Dr.  Hanns”  and  8.40 
Riksdaler  went  for  medicaments.  Radbill” 
states  that  the  late  Amandus  Johnson®,  the 
best  authority  on  the  early  Swedish  settle- 
ments, infox’med  him  that  he  was  satisfied  that 
the  “Dr.  Hanns”  listed  was  Hans  Janeke, 
and  that  he  actually  was  a member  of  the 
first  expedition. 

Ari’iving  at  Fort  Christina  (The  Rocks)  on 
or  about  March  29,  1638,  Janeke  evidently 
was  not  only  the  first  doctor  in  New  Sweden 
but  was  also  the  first  to  appear  in  the  Dela- 
ware (South)  River  Valley,  antedating  Jan 
Pieterson,  who  was  stationed  further  up  the 
river  at  Fort  Nassau,  near  the  present  site 
of  Gloucester,  New  Jersey,  by  at  least  three 
months.  Pieterson  was  appointed  surgeon  at 
the  Dutch  colony  on  the  South  River  on  June 
3,  1638,  but  his  term  of  service  did  not  begin 

^Variously  spelled,  as  Timen,  Tymen,  Tymon,  etc.,  and 
Stiddem,  Steddin,  Stedham,  Stidhem,  Stidham,  etc. 

**Variously  spelled,  as  Jannche,  Janeche,  Janecke,  Jah- 
neche,  etc. 


till  July  10,  1638,  at  the  stipulated  salary  of 
ten  fiorins  ($4.00)  per  month,  and  lasted  un- 
til his  death  two  years  later. 

We  have  no  record  to  indicate  who  was 
the  second  barber-surgeon  hired  to  accom- 
pany the  first  expedition;  the  indications  are 
there  was  only  one  who  actually  sailed.  If 
there  was  a second  one  it  could  have  been 
Timen  Stidden,  in  which  case  he  probably 
sailed  here  on  the  other  ship,  the  Fogel  Gnp, 
and  sailed  away  in  June,  1638,  along  with 
Gov.  Minuit.  The  available  records  make  no 
mention  of  him  in  this  connection.  This  ad- 
venturous soul  made  three  efforts  to  reach 
the  colony  and  succeeded  twice. 

The  attached  chart  of  the  expeditions  to 
New  Sweden,  which  is  as  accurate  as  avail- 
able data  permit,  shows  that  Janeke  stayed 
until  1641,  w’hen  he  was  relieved  by  Stidden, 
who  came  out  on  the  third  trip  of  the  Kalmar 
Nyckel.  Stidden  remained  this  time  till  1644, 
when  he  in  turn  was  relieved  by  Janeke,  who 
arrived  on  the  Kama  for  his  second  tour  of 
duty  here.  This  stay  lasted  ten  years  and 
ended  in  1654,  when  Janeke  was  relieved  once 
more  by  Stidden,  who  had  arrived  on  the 
Omen. 

Stidden  had  sailed  on  the  Katten  in  1649 
which  was  wrecked  six  weeks  later  at  Porto 
Rico,  and  he  was  not  able  to  return  to  Sweden 
until  1651.  Stidden 's  activities  here  then 
lasted  from  1654  until  his  death  in  the  spring 
of  1686.  He  owned  considerable  land  in  what 
is  now  the  northwest  section  of  Wilmington, 
including  the  land  ixpon  which  the  building 
of  the  Delaware  Academy  of  Medicine  now 
stands. 

Janeke,  whose  backgroxmd  is  unknown  ex- 
cept for  the  fact  that  he  was  a “barber”  from 
Koenigsburg  and  presumably  a German,  and 
hence  his  correct  name  x'l’obably  Jahneche, 
made  a third  trip  to  the  colony  on  the  Me- 
carim,  which  landed  not  at  I'ort  Christina 
but  at  Marcus  Hook,  in  1656,  because  the 
Swedish  colony  had  been  taken  over  by  the 
Dutch  the  year  before.  The  Dutch  ordered 
the  Mecurius  to  Manhattan  but,  rounding  the 
Delaware  Capes,  she  refused  to  sail  there,  and 
i-etunied  to  Sweden,  arriving  in  the  fall  of 
1656.  Janeke  sailed  on  her,  and  thereafter 
all  trace  of  him  is  lost. 

All  the  early  barber-surgeons  who  came  out 
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for  the  New  Sweden  Company  received  sub- 
stantially the  same  pay,  180  Riksdaler  (about 
$216)  per  year,  which  compares  favorably 
with  the  colonial  salary  of  the  Rev.  Cam- 
panius.  which  in  1643  was  120  Riksdaler 
(about  $144),  or  with  that  of  the  Professor 
of  Physic,  in  the  University  of  Cambridge®, 
which  in  1626  was  £40  (about  $200).  How- 
ever, the  purchasing  power  of  money  in  the 
17th  century  is  said  to  have  been  some  seven 
or  eight  times  what  it  was  before  World  War 
II,  and  some  ten  or  twelve  times  what  it  is 
today. 

These  transmigrations  and  permutations  of 
Janeke  and  Stidden  indicate  that  perhaps  they 
had  known  each  other  before  the  first  expe- 
dition, and  that  they  planned  to  rotate  on  a 
three  year  basis,  the  schedule  being  broken 
up  only  by  the  force  of  circumstances.  There 
was  nothing  new  or  unusual  in  tlie  inter- 
nationalism or  the  polyglottism  of  the  situa- 
tion wherein  Janeke  the  Prussian  and  Stidden 
the  Swede  signed  up  in  Holland  to  make  a 
colonizing  trip  from  Sweden  to  America ; for 
Heniy  Hudson,  an  Englishman,  sailing  for 
the  Dutch,  had  discovered  the  very  river 
(South)  in  America  these  doctors  were  sail- 
ing for  just  six  days  before  he  discovered  the 
river  (North)  that  now  bears  his  name.  Fur- 
thermore, the  governor  of  the  first  Swedish 
expedition  to  America,  sailing  on  the  same 
ship  with  Janeke  the  Prussian  was  the  Dutch- 
man, Peter  Minuit,  all  of  which  goes  to  show 
that  adventurers  are  adventurers,  regardless 
of  country  or  creed  or  eentuiy. 

Fom  the  standjioint  of  medicine  the  im- 
jiortant  thing  is  that  these  two  professional 
])ioneers  must  have  rendered  acceptable  ser- 
vices to  the  ])eople.  Had  Janeke  not  been 
satisfactory  the  first  time,  he  would  not  have 
been  jiermitted  to  sail  a second  time,  and 
having  arrived  a second  time  in  1644,  for 
unsatisfactory  service  he  would  have  been 
shipped  back  on  the  Gylhne  Ilajen  in  1647 
or  on  the  Svanen  in  1648.  Instead,  he  re- 
mained till  1654,  comideting  a sendee  of  thir- 
teen years,  1638-41  and  1644-54.  Had  Stid- 
den, likewise,  been  unsatisfactory  he  could 
never  have  practiced  here  for  thirty-five  years, 
1641-44  and  1654-86,  and  become  a man  of 
comparative  affluence,  whose  death  was  gen- 
erally mourned. 


Medical  Societies 
(Medical  Society  of  Delaware 
The  usual  date  given  for  the  founding  of 
the  (Medical  Society  of  Delaware  is  February 
3,  1789.  This,  however,  represents  the  date 
of  the  incorporation  of  the  Society,  under  the 
legal  title  of  “The  President  and  Fellows 
of  the  Medical  Society  of  Delaware.”  The 
incorporators  were  the  following  twenty- 
seven  physicians : 

(Matthew  Wilson 
Joseph  Hall 
John  (Marsh 
John  Polk 
John  Stephens  Hill 


John  McKinley 
Ndcholas  Way 
Jonas  Preston 
Ebenezer  Smith 
George  !Monro 


Thomas  (VIcDonough  Julius  Augustus  Jackson 


Joshua  Clayton 
Ezekiel  Needham 
James  Tilton 
William  Molleston 
Edward  Miller 
James  Sykes 
Nathaniel  Luff 
Robert  Cook  ' 


William  McMechen 
Henry  Latimer 
James  (McCalmont 
Jo.seph  Capelle 
Archibald  Alexander 
Henry  Peterson 
Levariiis  Hooker  Lee 


There  is  good  evidence  that  a society  liad 
been  in  existence  for  some  years  prior  to  this 
date.  Toner®,  working  in  the  United  States 
Bureau  of  Education*,  with  exceptional  ac- 
cess to  source  material,  especially  early  medi- 
cal Americana,  in  1873  tabulated  the  medical 
societies  then  in  the  Lhiited  States  and  listed 
tlie  “Delaware  State  (Medical  Society”'  as 
having  been  founded  in  1776.  The  title  given, 
“Delaware  State  Medical  Society”,  indicates 
that  the  Society  was  organized  in  1776,  but 
subseiiuent  to  the  formation  of  the  Delaware 
State,  which  took  ])lace  at  New  Castle  on  Sep- 
tember 20,  1776.  Not  following  the  pattern 
set  by  the  New  Jersey  physicians  who  in 
1766  founded  the  “Medical  Society  of  New 
Jer.sey, ” the  Delaware  doctors,  proud  of  their 
brand  new  State,  probably  did  organize  them- 
selves as  the  “Delaware  State  (Medical  So- 
ciety.” Toner's  listing  was  primarily  to 
record  that  there  was  a statewide  (Medical  So- 
ciety here,  organized  in  1776.  Toner  gives  no 
information  concerning  the  officers,  meetings 
and  activities  of  this  Society.  When  the  time 

•Joseph  Meredith  Toner,  M.  D.  (1825-1896),  a trustee 
of  the  Smithsonian  Institution,  President  of  the  American 
Medical  Association  in  1873,  and  President  of  the  American 
Public  Health  Association  in  1874,  was  the  leading  medical 
historian  of  his  day. 
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came  to  incorporate,  twelve  and  a half  years 
later,  the  Delaware  doctors  did  emulate  their 
New  Jersey  confreres  in  the  selection  of  their 
legal  title,  viz : Medical  Society  of  Delaware. 

It  is  interesting  to  note  that  the  first  Presi- 
dent of  the  ‘ ‘ Delaware  State  ’ ’,  after  the  adop- 
tion of  the  State  constitution  in  1777,  was  a 
doctor,  one  of  the  original  Fellows,  John 
McKinley,  who  served  from  February  till 
September,  1777,  when  he  was  captured  by 
the  British  at  the  Battle  of  the  Brandywine 
and  held  prisoner  till  the  end  of  the  war.  It 
is  of  further  interest  that  the  last  President 
of  the  “Delaware  State”  and  first  Governor 
of  the  State  of  Delaware  was  another  original 
Fellow,  Dr.  Joshua  Clayton,  who  governed 
from  1789  till  1792. 

Toner’s  date,  1776,  would  thus  make  Dela- 
ware the  second  oldest  state  medical  society 
in  the  United  States,  both  in  founding  and 
incorporating,  yielding  rank  only  to  the  Medi- 
cal Society  of  New  Jersey,  which  was  both 
founded  and  incorporated  in  1766.  The  state 
societies  organized  in  this  country  up  to 
1800  are: 


Founded  Incorporated 


New  Jersey  

. . 1766 

1766 

Delaware  

..  1776 

1789 

Alassachusetts  . . . . 

..  1781 

Alaryland  

..  1789 

1799 

South  Carolina  . . . 

..  1789 

New  Hampshire  . . 

..  1791 

Connecticut  

. . 1792 

The  first  meeting  of  the  newly  incorporated 
Society  was  held  at  Dover  on  May  12,  1789, 
and  the  following  officers  were  elected : 
President : James  Tilton 

Secretary:  Edward  Miller 

Vice-President : Jonas  Preston 

Trea.siirer:  James  Sykes 
The  Transactions  and  biographic  sketches 
of  the  Pre.sidents,  from  1789  to  1939,  are  best 
outlined  by  Meredith  I.  SamueP'’,  M.  D.,  in 
his  sesciuicentennial  volume.  Many  of  the 
Fellows  of  the  Society  have  been  prominent  in 
the  i)rofes.sional  and  civic  life  of  the  state 
and  nation.  Their  biogi'aphies  may  be  found 
in  the  standard  histories  of  Delaware,  such 
as  Scharf  (1889),  Conrad  (1908),  Bevan 
(1929),  and  in  James  Thaeher’s  American 
Medical  Biography,  2 vol.,  Boston,  1828. 
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Honors  in  the  American  Medical  Associa- 
tion, the  national  body  of  medical  men,  have 
come  to  two  of  these  Presidents.  James 
Couper,  who  was  President  of  the  State  So- 
ciety from  1835  to  1841  and  again  from  1843 
to  1845,  was  Vice-President  of  the  American 
Medical  Association  in  1863.  Henry  F.  As- 
kew, who  was  President  of  the  State  Society 
from  1851  to  1855  and  again  from  1875  to 
1876,  was  Vice-President  of  the  American 
Medical  Association  in  1859  and  was  Presi- 
dent in  1867,  the  only  Delaware  physician  to 
achieve  this  honor. 

The  Society  holds  an  Annual  Session,  the 
Sessions  and  the  Presidents,  since  1921,  ro- 
tating in  the  counties  as  follows : New  Castle 
— Kent — New  Castle — Sussex.  At  these  Ses- 
sions many  of  the  country’s  leading  medical 
men  have  made  addresses  or  read  scientific 
papers.  Its  Transactions  are  published  in 
the  Delaware  State  Medical  Journal.  The 
membership  as  of  December  31,  1949,  totals 
307. 

The  officers  for  1949  are : 

President,  M.  A.  Tarumianz,  Faruhurst. 

1st  Vice-President,  Henry  V’P.  Wilson, 
Dover. 

2nd  Vice-President,  Ervin  L.  Stambaugh, 
Lewes. 

Secretary,  Gerald  A.  Beatty,  Wilmington. 

Treasurer,  Winfield  W.  I^attomus,  Wilmiug- 
ton. 

Executive  Secretary,  W.  Edwin  Bird,  Wil- 
mington. 

The  officers  for  1950  will  be : 

President,  Carl  B.  Scull,  Dover. 

President-elect,  Charles  E.  Wagner,  Wil- 
mington. 

Vice-President,  Lawrence  L.  Fitchett, 
Milford. 

Secretary,  Andrew  M.  Gehret,  AVilmington. 

Treasurer,  Joseph  M.  Messick,  AA^ilmington. 

Executive  Secretary,  W.  Edwin  Bird,  AVil- 
mington. 


AA’’oman ’s  Auxii.iary 

The  Woman’s  Auxiliary  to  the  IMedical  So- 
ciety of  Delaware  was  organized  at  Faru- 
hurst on  December  10,  1929,  with  the  fol- 
lowing officers : 

President,  Airs.  Robert  AV.  Tomlinson,  AVil- 
mington. 
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PRESIDENTS  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE 


1789-1822 — James  Tilton  Dover 

1822- 1823 — James  Sykes  Dover 

1823- 1824— Arnold  Naudain  Leipsic 

1824- 1828 — Allen  McLane  Wilmington 

1828- 1829 — Arnold  Naudain  Leipsic 

1829- 1830 — Allen  McLane  Wilmington 

1830- 1832 — Janies  P.  Lofland  Milford 

1832-1834 — William  W.  Morris Dover 

1834- 1835 — Joshua  F.  Vaughan  Wilmington 

1835- 1841 — James  Couper,  Jr New  Castle 

1841-1843 — James  W.  Thompson  Wilmington 

1843-1845 — James  Couper,  Jr New  Castle 

1845-1849 — William  W.  Morris  Dover 

1849-1851 — John  D.  Perkins  Smyrna 

1851-1855— Henrv  F.  Askew  Wilmington 

1855- 1856— James  R.  Mitchell  Milford 

1856- 1857— John  Merritt  Middletown 

1857- 1858 — Isaac  N.  Jump Dover 

1858- 1859 — Robert  R.  Porter Wilmington 

1859- 1860 — Edward  D.  Dailey  Smyrna 

1860- 1861 — Lewis  P.  Bush  Wilmington 

1861- 1862 — Gove  Saulsbury  Dover 

1862- 1863 — James  F.  Wilson Wilmington 

1863- 1864 — William  Hamilton Odessa 

1864- 1865 — James  Couper,  Jr New  Castle 

1865- 1866 — Albert  Whiteley  Frederica 

1866- 1867 — James  A.  Draper Wilmington 

1867- 1868 — Charles  H.  Richards  Georgetowm 

1868- 1869 — John  W.  Sharp  Camden 

1869- 1870 — William  Marshall  Georgetown 

1870- 1871 — Irving  S.  Vallandigham St.  Georges 

1871- 1872 — James  E.  Clawson  Smyrna 

1872- 1873 — Robert  G.  Ellegood  Concord 

1873- 1874 — Swithin  Chandler  Hockessin 

1874- 1875 — Nathan  Pratt Milford 

1875- 1876 — Henry  F.  Askew  Wilmington 

1876- 1877 — John  J.  Black New-  Castle 

1877- 1878 — William  T.  Collins  Smyrna 

1878- 1879 — Hiram  R.  Burton Lewies 

1879- 1880 — John  K.  Kane  Wilmington 

1880- 1881 — Ezekiel  Daw'son  Frederica 

1881- 1882 — David  Hall  Lewes 

1882- 1883 — How^ard  Ogle Wilmington 

1883- 1884 — Robert  W.  Hargadine  Felton 

1884- 1885 — Charles  H.  Richards  Georgetown 

1885- 1886 — Read  J.  McKay  Wilmington 

1886- 1887 — George  W.  Marshall  Georgetown 

1887- 1888 — James  A.  Hopkins  Milton 

1888- 1889 — William  T.  Skinner  Glasgow 

1889- 1890 — James  H.  Wilson  Dover 

1890- 1892 — Joshua  A.  Ellegood  Wilmington 

1892- 189.3 — Joseph  H.  Chandler  Centerville 

1893- 1894 — Ezekiel  W.  Cooper  Camden 

1894- 1895 — Joseph  B.  Waples  Georgetowm 

1895- 1896 — Frank  Belville Delaware  City 

♦Living,  December,  1949. 


1896- 1897 — William  P.  Orr,  Jr Lewes 

1897- 1898 — Peter  W.  Tomlinson  Wilmington 

1898- 1899 — Beniah  L.  Lewis  Laurel 

1899- 1900 — O.  D.  Robinson  Georgetown 

1900- 1901 — Willard  Springer  Wilmington 

1901- 1902 — Edw^ard  S.  Dwight  Smyrna 

1902- 1903 — Robert  B.  Hopkins  Milton 

1903- 1904— Henry  G.  M.  Kollock  Newark 

1904- 1905 — Alexander  Lowber  Wilmington 

1905- 1906 — John  Palmer,  Jr Wilmington 

1906- 1907 — John  W.  Clifton  Smyrna 

1907- 1908 — Joseph  K.  Frame  Millsboro 

1908- 1909 — Henry  J.  Stubbs  Wilmington 

1909- 1910 — Presley  S.  Downs  Dover 

1910- 1911 — G.  Frank  Jones  Georgetown 

1911- 1912 — Francis  L.  Springer  Christiana 

1912- 1913 — L.  Augustus  H.  Bishop  Dover 

1913- 1914— William  P.  Orr,  Jr Lewes 

1914- 1915 — Henry  W.  Briggs Wilmington 

1915- 1916 — George  I.  McKelway  Dover 

*1916-1917 — James  Beebe  Lewes 

*1917-1918 — George  W.  K.  Forrest  Wilmington 

1918-1919 — Luther  S.  Conwell  Camden 

*1919-1920 — Harrison  M.  Manning  Seaford 

1920- 1921 — Joseph  W.  Bastian  Wilmington 

1921- 1922 — John  W.  James  Dov^er 

*1922-1923 — Dorsey  W.  Lewis  Middletown 

*1924 — J.  Roscoe  Elliott  Laurel 

1925 —  Joseph  P.  Wales  Wilmington 

1926 —  John  B.  Derrickson  Frederica 

*1927 — Harold  L.  Springer Wilmington 

1928 — Willie  T.  Jones Laurel 

*1929 — W.  Oscar  LaMotte  Wilmington 

*1930 — Isaac  J.  MacCollum  Wyoming 

1931 — George  C.  McElfatrick  Wilmington 

*1932 — Ulysses  W.  Hocker  T Lewes 

1933 — William  H.  Speer  Wilmington 

*1934 — Joseph  S.  McDaniel  Dover 

*1935 — Jerome  D.  Niles  Townsend 

*1936 — Joseph  B.  Waples,  Jr Georgetown 

1937 — Charles  P.  White  Wilmington 

*1938 — Clarence  J.  Prickett  Smyrna 

*1939 — Meredith  I.  Samuel  Wilmington 

*1940 — Bruce  Barnes  Seaford 

*1941 — Emil  R.  Mayerberg  Wilmington 

*1942 — William  Marshall,  Jr Milford 

*1943 — Lawrence  J.  Jones  Wilmington 

*1944 — Richard  C.  Beebe  Lewes 

*1945 — I.  Lewis  Chipman  Wilmington 

*1946 — Walter  C.  Deakyne  Smyrna 

*1947 — W.  Edwin  Bird  Wilmington 

*1948 — Howard  S.  Riggin  Seaford 

*1949 — M.  A.  Tarumianz  Farnhurst 

*1950 — Carl  B.  Scull,  Jr Dover 

*1951 — Charles  E.  Wagner  Wilmington 


Vice-Pre.sideiit,  J\lr.s.  Joseph  S.  McDaniel, 
Dover. 

Vice-President,  Mrs.  William  P.  Orr,  Jr., 
Lewes. 

Secretaiy,  iVlrs.  Lawrence  J.  Jones,  Wil- 
mington. 

Treasurer,  l\lrs.  M.  A.  Tarumianz,  Farn- 
hurst. 

At  tlie  end  of  the  first  year  the  member- 
shij)  was  seventy,  and  they  had  a delegate  to 
the  National  Auxiliary.  iVlrs.  Tomlinson,  the 
first  Pre.sident  of  the  State  Auxiliary,  was 
President  of  the  National  Auxiliary  (organ- 
ized in  Texas  in  1923)  in  1934-1935.  Com- 


ponent County  Auxiliaries  are  organized  in 
New  Castle  County,  with  Mrs.  Roger  B. 
Thomas,  Wilmington,  as  President  and  151 
members,  and  in  Sussex  County,  with  i\Irs. 
George  i\I.  Van  Valkenburg,  Seaford,  as 
President  and  25  members.  Kent  County  is 
not  organized,  but  has  9 members  at  large. 

Today  the  Auxiliary  has  185  members,  and 
the  officers  for  1949-50  are : 

President,  l\lrs.  J.  Leland  Fox,  Seaford. 

President-elect,  i\[rs.  Joseph  i\I.  i\Iessick, 
Wilmington. 

Recording  Secretary,  i\lrs.  Andrew  ]M.  Geh- 
ret,  Wilmington. 
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CoiTesponding  Secretary,  Mrs.  Charles  M. 
Moyer,  Laurel. 

Treasurer,  Mrs.  Sylvester  W.  Eennie,  Wil- 
mington. 


New  Castle  County 
Medicai.  Society 

It  is  not  clear  just  when  the  physicians 
of  Wilmington  or  New  Castle  County  or- 
ganized a society  on  a city  or  county  basis. 
The  earliest  records  available  to  us  concern- 
ing this  point  are  the  Transactions  of  the 
American  Medical  Association  which  was 
founded  in  1847  and  which  held  its  first  con- 
vention in  1848.  These  Transactions,  Volume 
1,  1848,  show  that  delegates  from  Delaware 
were  seated  representing  the  Medical  Society 
of  Delaware  and  the  “Medical  Association  of 
Wilmington”.  Volume  2,  1849,  includes  dele- 
gates from  the  Medical  Society  of  Delaware, 
the  Medical  Association  of  Wilmington,  and 
the  “New  Castle  County  Medical  Society.” 

Hence,  at  that  time  there  were  two  medical 
societies  in  New  Castle  County,  one  presum- 
ably for  the  physicians  within  the  city  limits 
and  the  other  for  those  without.  The  date 
of  organization,  officers,  meetings,  etc.,  of 
neither  of  these  is  available.  From  the  first 
A.  IM.  A.  convention  of  1848  to  that  of  1860,  in- 
clusive, the  Medical  Society  of  Delaware  was 
represented  every  year  except  1854,  1856, 
and  1857,  or  ten  times.  During  this  same 
period  the  Medical  Association  of  Wilming- 
ton was  represented  nine  times,  while  the 
New  Castle  County  Medical  Society  was 
represented  six  times.  Thus,  even  before  the 
founding  of  the  national  society,  this  county 
had  two  societies,  both  apparently  very  much 
alive.  We  are  unable  to  learn  just  when  the 
city  Association  was  merged  with  the  County 
Society. 

We  republish^^  herewith  a Fee  Bill  adopted 
by  the  “Medical  Association  of  Wilmington, 
Delaware.”  This  fee  bill  is  not  dated,  but  is 
probably  about  1850,  and  we  believe  that  it 
antedates  the  Fee  Bill,  also  herewdth  repub- 
lished^\  of  the  Kent  County  Medical  Society, 
which  is  dated,  August  2,  1854,  and  for  the 
following  reasons ; 

First,  a Fee  Bill  is  more  likely  to  originate 
in  a metropolitan  area  than  in  a rural  one. 
Second,  the  pioneer  Bill  in  this  state,  which 


this  one  probably  is,  could  very  well  be  un- 
dated— they  simply  did  not  think  of  that. 
Third,  the  Bill  does  not  contain  the  names  of 
the  members;  that  idea  probably  came  later. 
Fourth,  the  operation  for  “hare”  lip  is  spell- 
ed “hair,”  and  was  corrected  when  the  Kent 
Bill  was  printed  later.  Finally,  it  does  not 
contain  the  imprint  of  the  printer.  Further 
trace  of  this  “Medical  Association  of  AVil- 
mington,  Delaware”  is  lost  beyond  the  year 
1860. 

The  onset  of  the  Civil  War  caused  the  aban- 
donment of  the  national  conventions  of  1861 
and  1862,  but  they  were  resumed  in  1863,  in 
which  year  Delaware  was  represented  solely 
by  the  Medical  Society  of  Delaware.  Thus, 
from  1860  on,  no  county  or  city  societies  were 
represented,  and  a few  years  later  the  Ameri- 
can Medical  Association  revamped  its  consti- 
tution so  that  only  the  state  societies  sent 
representatives  to  its  House  of  Delegates, 
which  system  is  still  in  effect. 

The  County  Society  had  an  up-and-down 
existence  from  1860  till  1880,  when  it  became 
more  active  for  a decade,  then  quiescent  for 
another  decade.  Finally,  in  the  autumn  of 
1901  it  was  reorganized,  with  Dr.  Willard 
Springer  as  President,  and  Dr.  Joseph  W. 
Bastian  as  Secretary,  and  a roster  of  forty- 
five  members.  This  Society  was  incorporated 
on  November  4,  1921.  It  meets  monthly  in 
the  building  of  the  Delaware  Academy  of 
Medicine,  Wilmington,  and  now  has  a mem- 
bership of  241.  The  1949  officers,  all  of  AVil- 
mington,  are ; 

President,  C.  Leith  Munson. 

President-Elect,  Robert  0.  Y.  Warren. 

Vice-President,  Allen  D.  King. 

Secretary,  Dana  D.  Burch. 

Treasurer,  Charles  Levy. 


Kent  County  Medical  Society 
Tlie  Kent  County  Medical  Society,  as  stated 
above,  was  old  enough  in  1854  to  have  set 
up  a Fee  Bill.  Its  exact  date  of  founding  is 
not  known,  but  at  the  time  of  the  Fee  Bill  it 
had  enrolled  thirty  members.  It  sent  dele- 
gates to  the  conventions  of  the  American 
IMedical  Association  in  1855  and  1858.  It 
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meets  monthly,  in  Dover,  and  has  a roster 
of  2J  members.  The  1949  officers  are : 
President,  Stanley  Worden,  Dover. 
Vice-President,  Kobert  K.  Layton,  Dover. 
Secretary-Treasurer,  Clarence  J.  Prickett, 
Smyrna. 


Sussex  County  INIedical  Society 
The  Sus.sex  County  ^Medical  Society  was 
organized  at  Georgetown,  December  15,  1863, 
with  Dr.  William  II.  Wolfe,  of  Milton,  as 
President,  and  Dr.  William  IMarshall,  of  Mil- 
ford, as  Secretary.  The  Society  meets  month- 
ly and  today  it  enrolls  42  physicians.  Its 
1949  officers  are; 


President,  John  W.  Lynch,  Seaford. 
Vice-President,  James  E.  IMarvil,  Laurel. 
Secretary-Treasurer,  Leslie  i\I.  Dobson,  Mil- 
ford. 


Homeopathic  IMedical  Society  of 
Delaware  and  the  Peninsula 
Homeopathy  was  introduced  in  Delaware 
in  1839  by  Dr.  J.  C.  Gosewich.  This  school, 
founded  (cir.  1810)  by  Christian  Friederick 
Samuel  Hahnemann  (1755-1843)  in  Germany, 
and  based  on  the  doctrines  of  “similia  simili- 
bus  curantiir”  and  “high  potency”,*  had  a 

♦Hahnemann’s  real  contribution  to  medicine  was  the 
introduction  of  the  small  dose. 
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A copy  of  this  original  print  is  preserved  in  the  library  of  the 
Delawiore  Academy  of  Medicine,  Wilmington. 

enrolls  30  memliers.  The  officers  for  1949-50 


vicarious  existence  tliere  and  by  1850  had 
passed  its  peak  in  the  land  of  its  birth.  It 
was  introduced  in  tlie  United  States  in  the 
early  1800's,  and  Irad  a struggle  for  recog- 
nition till  the  Civil  AVar,  wlien  it  made  a very 
creditable  sliowing  and  became  accepted 
throughout  the  United  States  sliortly  there- 
after. In  1876  there  were  in  Delaware  aliout 
twenty  homeopathic  physicians.  In  1883, 
after  two  unsuccessful  attempts,  the  Homeo- 
])athie  Aledical  Society  of  Delaware  and  the 
Penimsida  was  organized.  It  holds  an  annual 
meeting  in  AVilmington.  Today  the  Society 


are:  President,  ALartin  B.  Pennington. 

Secretary,  A'ictor  D.  AAmshhurn. 

Treasurer,  A.  King  Lotz. 

Del.wv.vrk  Ac.ade.aiv  of  AIedicine 
For  the  tirst  twenty-five  years  after  the 
I urn  of  the  eeidury,  witli  the  increase  in  the 
number  ot  physicians  in  and  around  AVil- 
mington,  the  need  tor  a central  meeting  place, 
and  esjiecially  for  an  adequate  medical  li- 
brary, was  felt  more  and  more.  The  move- 
ment to  ])rocure  such  facilities  led  to  the  in- 
corporating, in  Feliruary,  1930,  of  the  Dela- 
ware Academy  of  AIedicine. 
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Prominent  in  the  founding  of  the  Academy 
were  the  following  sixteen  physicians : 


Julian  Adair 
Olin  A.  Allen 
floseph  Barsky 
AV.  Edwin  Bird 
J.  Draper  Brown 
Lewis  (.L  Flinn 
Leorge  W.  K.  Forrest 
William  II.  Kraemer 


W.  Oscar  LaMotte 
Emil  R.  Alayerberg 
John  II.  Mullin 
W.  Morris  Pierson 
James  G.  Si)ackman 
Albert  J.  Strikol 
Charles  E.  Wagner 
Victor  I ).  AVashbnrn 


Not  long  after  the  Academy  was  organized 
a group  of  public-si)inted  citizens,  led  by 
Airs.  Henry  B.  Thompson  and  Mrs.  Ernest 
du  Pont,  became  interested  in  preserving  the 
old  Bank  of  Delaware  building  at  Sixth  and 
Market  Streets,  founded  in  1795  and  built  in 
1815,  and  the  second  oldest  bank  building  in 
the  United  States  in  continuous  usage,  which 
was  about  to  be  razed  to  make  room  for  the 
new  building  of  the  Delaware  Power  and 
Light  Company.  The  Bank  was  absorbed  by 
the  Security  Trust  Company  in  1929.  To  do 
this  the  “Old  Bank  Building  Association” 
wa.s  formed,  whose  sole  purpose  was  to  re- 
move the  old  bank  to  its  present  site,  at 
Lovering  Avenue  and  LTnion  Street,  rebuild 
it,  and  present  it  with  a clear  title  to  the  Acad- 
emy. This  was  done,  with  the  exception  of 
a few  minor  interior  alterations.  The  orig- 
inal hand-hewn  rafters  joined  with  wooden 
pegs,  the  staircase,  floors  and  trim,  and  the 
railing  surrounding  the  building  have  been 
])re.sei-ved  and  appear  as  they  were  in  1815, 
a classical  example  of  Georgian  architecture. 
The  Academy  contains  the  only  well-equipped 
medical  and  dental  library  in  Delaware,  the 
bound  volumes  being  in  excess  of  2500,  and 
the  current  periodicals,  domestic  and  foreign, 
in  excess  of  135,  together  with  several  thou- 
sand unbound  pamphlets  and  reprints.  In 
addition,  there  is  an  inter-library  loan  service, 
both  domestic  and  foreign,  which  makes  avail- 
able the  whole  of  medical  and  dental  litera- 
ture. The  Academy  is  conservatively  valued 
at  $80,000,  and  has  an  endowment  of  $30,000. 
Its  roster  .shows  as  members  153  physicians 
and  25  dentists.  The  present  offlcers,  all  of 
Wilmington,  are: 

President,  Bartholomew  M.  Allen,  M.  D. 

1st  Vice-I^resident,  W.  Alorris  Pierson, 

Al.  I). 


2nd  Vice-President,  Robert  R.  Wier, 
1).  D.  S. 

Secretary,  Andrew  Al.  Gehret,  AI.  D. 
Treasurer,  Irvine  AI.  Flinn,  AI.  D. 
Librarian,  E.  C.  Skyrowatka,  LL.  I). 


AIedical  Licensure 

Aledical  licensure  in  Delaware  was  not  sub- 
ject to  legislative  control  until  1819.  Prior 
to  that  time  physicians  either  graduated  from 
a recognized  medical  school  authorized  to 
grant  the  degree  of  doctor  of  medicine,  or 
they  “read  medicine”  in  the  office  of  a phy- 
sician preceptor  for  a term  of  three  years, 
and  if  their  character  and  education  were 
deemed  satisfactoiy  by  said  preceptor  the 
young  candidate  began  his  practice. 

On  January  29,  1819,  an  act  of  the  legisla- 
ture entitled ; ‘ ‘ An  Act  to  Regulate  the  Prac- 
tice of  Aledicine  and  Surgery  in  this  State”, 
named  five  physicians  from  each  of  the  three 
counties  and  stated  that  “they  hereby  ap- 
jiointed  and  constituted  a board  of  examiners 
to  be  denominated  the  Aledical  Board  of  Ex- 
aminers for  the  State  of  Delaware,  to  hold 
said  appointment  for  the  space  of  three  years.” 
Vacancies  and  reappointments  were  to  be 
made  by  the  General  Assembly.  The  act 
further  provided  that  “they  shall  have  the 
])ower  of  granting  licenses  for  the  practice 
of  medicine  and  surgeiy  within  this  state, 
and  they  are  hereby  authorized  and  required 
to  grant  such  licenses  under  the  hand  and  seal 
of  the  President  and  Secretary  of  said  board, 
to  any  person  or  persons  applying  for  the 
same,  who  shall,  on  the  production  of  a di- 
ploma from  some  reputable  college  of  medi- 
cine, or  from  a full,  strict,  and  impartial 
examination  be  deemed  adequate  to  the  prac- 
tice of  medicine  and  surgery.” 

The  Act  still  further  provided  “that  it 
shall  be  lawful  for  any  three  members  of  the 
aforesaid  board  of  examiners  for  the  time 
being,  ui)on  application  to  them,  of  any  per- 
son whose  design  it  may  be  to  commence  the 
jiractice  of  medicine  and  surgery  within  the 
state,  to  grant  such  person,  so  applying  as 
aforesaid,  a certificate  permitting  such  ap- 
l>licant  to  jiraetice  medicine  and  surgery  until 
the  next  annual  meeting  of  the  board  and  no 
longer.  Provided  that  no  such  certificate  be 
granted  to  the  same  person  more  than  once.”* 
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This  Act  became  known  as  the  “Medical  Prac- 
tice Act  ’ and  its  successors  and  amendments 
are  still  cited  under  that  title. 

This  original  Act  was  repealed  February  4, 
1822  and  was  replaced  by  a new  Act  which 
authorized  the  Society  to  appoint  the  mem- 
bers of  the  Board,  in  whatever  numbers  the 
Society  should  determine.  The  other  provi- 
sions were  substantially  the  same  as  in  the 
original  Act.  The  law  then  underwent  fur- 
ther amendments  in  1835,  1843,  1845,  and 
1847. 

On  April  19,  1883  a new  Act  appeared, 
apparently  repealing  all  previous  Acts.  The 
important  change  made  in  the  new  law  was 
that  only  graduates  of  a reputable  medical 
college  were  allowed  to  practice.  This  brought 
an  end  to  the  old  practice  of  “reading  medi- 
cine” in  a preceptor’s  office. 

On  April  18,  1895  an  entirely  new  medical 
law  was  enacted,  creating  two  Boards  of 
Medical  Examiners,  one  to  represent  the 
“President  and  Fellows  of  the  Medical  So- 
ciety of  Delaware  ’ ’,  the  other  to  represent  the 
“Homeopathic  Medical  Society  of  Delaware 
and  the  Peninsula”.  Each  Board  was  com- 
posed of  five  members  appointed  by  the  Gov- 
ernor, for  twm  year  terms,  from  the  lists  of 
members  submitted  to  him  by  the  respective 
societies.  The  respective  Boards  conduct  the 
examinations  and  recommend  the  licensing  of 
successful  applicants  to  the  Medical  Council, 
which  is  composed  of  the  President  of  the 
Regular  Board,  the  President  of  the  Homeo- 
pathic Board,  and  the  Chief  Justice  of  the 
state.  The  actual  licensing  body,  then,  is  the 
Medical  Council,  which  issues  to  the  applicant 
a warrant  for  a license,  which  is  then  pre- 
sented to  the  Clerk  of  the  Peace  in  the  county 
where  the  physician  proposes  to  practice,  the 
Clerk  then  issuing  the  actual  definitive  license, 
which  must  be  registered  annually. 

On  March  25,  1907  the  Act  was  amended 
to  provide  for  the  examination  and  licensing 
of  osteopaths.  The  osteopaths  had  to  conform 
to  the  requirements  exacted  of  regular  prac- 
titioners with  respect  to  general  education, 
and  had  to  be  graduates  of  a school  of  oste- 
opathy approved  by  the  Medical  Council.  The 
osteopaths  are  examined  by  the  Regular 
Board  in  all  subjects  except  osteopathic  ther- 
apeutics, which  examination  is  given  by  a 


member  of  their  own  school,  selected  by  the 
Council. 

The  amendments  of  1907  also  included  a 
broad  and  comprehensive  definition  of  the 
term  ‘ ‘ practice  of  medicine  ’ ’ which  definition* 
is  still  considered  by  Legal  Department  of 
the  American  Medical  Association  to  be  one 
of  the  best  in  the  United  States. 

Other  amendments  were  made  in  1925, 
1933,  1937,  1939,  and  1943,  chiefiy  concerning 
details  of  application,  examination,  proce- 
dure, etc. 

Excepting  during  the  emergency  of  World 
War  II,  examinations  are  held  twice  a year, 
in  January  and  in  July;  in  the  following  sub- 
jects: anatomy,  physiology,  hygiene,  chemis- 
try, surgery,  obstetrics  and  gynecology,  pa- 
thology, diagnosis,  practice  of  medicine,  and 
materia  medica  and  therapeutics.  The  pass- 
ing grade  is  75  in  each  subject. 

The  present  officials  are : 

Medical  Council — President,  Hon.  Charles 
S.  Richards,  Georgetown;  Secretary,  Joseph 

^Revised  Code  of  Delaware,  1947,  Chapter  27, 
Section  18:  For  the  purpose  of  this  Chapter,  the 

words  “practice  of  medicine  or  surgery’’  shall 
mean  to  open  an  office  for  such  purpose,  or  to 
announce  to  the  public  or  to  any  individual,  in 
any  way,  a desire  or  willingness  or  readiness  to 
treat  the  sick  or  afflicted  in  any  County  in  the 
State  of  Delaware,  or  to  investigate  or  diagnosti- 
cate, or  to  offer  to  investigate  or  diagnosticate  any 
physical  or  mental  ailment,  or  disease  or  disease 
of  any  person,  or  to  give  surgical  assistance  to, 
or  to  suggest,  recommend,  prescribe  or  direct  for 
the  use  of  any  person  any  drug,  medicine,  appli- 
ance or  other  agency,  whether  material  or  not 
material,  for  the  cure,  relief  or  palliation  of  any 
ailment  or  disease  of  the  mind  or  body,  or  for 
the  cure  or  relief  of  any  wound,  fracture,  or 
bodily  injury,  or  deformity,  after  having  received 
or  with  intent  of  receiving  therefor,  either  directly 
or  indirectly,  any  money,  gift,  or  any  other  form 
of  compensation.  It  shall  also  be  regarded  as 
practicing  medicine  within  the  meaning  of  this 
Chapter  if  anyone  shall  use  in  connection  with 
his  or  her  name,  the  words  or  letters  Dr.,  Doctor, 
Professor,  M.  D.,  M.  B.,  or  Healer,  or  any  other 
title,  word,  letter  or  other  designation  which  may 
imply  or  designate  him  or  her  as  a practitioner  of 
medicine,  or  surgery,  in  any  of  its  branches;  pro- 
vided that  nothing  in  this  Chaiffer  shall  be  con- 
strued to  apply  to  the  administration  of  domestic 
or  family  remedies  in  cases  of  emergency,  or  to 
dentists  or  dental  surgeons  in  the  practice  of 
dentistry,  or  to  surgeons  of  the  United  States 
Army  or  Navy  in  the  discharge  of  their  official 
duties,  or  to  prevent  the  mechanical  application 
of  glasses;  and  provided  further  that  nothing  con- 
tained in  this  Chapter  shall  prevent  opticians  for 
preparing  eyes  for  testing  or  testing  eyes  and 
fitting  glasses  to  correct  vision,  or  to  prevent  drug- 
gists practicing  pharmacy  according  to  the  exist- 
ing laws,  or  to  prevent  the  treatment  of  corns 
or  bunions  or  the  business  of  maincuring  or  the 
practice  of  massage. 
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S.  31cDaniel,  Dover;  Wallace  51.  Johnson, 
Newark. 

Regular  Board — Joseph  S.  51cl)aniel,  Do- 
ver; William  51ai-shall,  Jr..  51ilford ; W.  Ed- 
win Bird,  Wilmington;  James  E.  5Iarvil, 
Laurel;  Lawrence  J.  Jones,  Wilmington. 

Homeopathic  Board — Wallace  51.  Johnson, 
Newark ; A.  King  Lotz,  5Vilmington ; John 
('.  Piei.son,  Wilmington;  F.  Earl  Spencer, 
Wilmington;  11.  Wendell  Dray,  Wilmington. 


5Iedicai.  Jourxai.ism 

It  was  a Delaware  doctor,  Edward  51iller 
of  Dover,  one  of  the  incorporators  of  the 
51edical  Society  of  Delaware  and  its  first  sec- 
I'Ctary,  who  moved  to  New  York  City  in  179(j 
and  in  1797,  in  collaboration  with  Drs. 
Samuel  I.  51itchill  and  Elihu  Smith,  e.stablish- 
ed  the  Medical  R e posit  or  yj,  (1797-1824)  the 
first  medical  journal  to  be  published  in  the 
Fnited  States. 

5ledical  journalism  in  Delaware  began  in 
1798  when  there  appeared  the  Wilmvigton 
Mercury,  “p^iblished  occasionally  and  de- 
livered gratis  to  the  patrons  of  the  Delaware 
Gazette,  by  Smith.”  This  was  a one-page 
leaflet  supplement  and  recorded  chiefiy  the 
deaths  from  the  smallpox,  an  epidemic  of 
which  was  then  raging  here,  along  with  other 
j)ertinent  medical  news.  Just  when  this  Mer- 
cury began  and  ended  is  not  certain,  but  seven 
issues,  extending  from  Sei)tember  20,  1798 
to  October  22,  1798  are  extant^-. 

Next  come  the  Transactions  (or  Proceed- 

i) igs)  of  the  Medical  Society  of  Delaicare, 
together  with  many  of  the  Presidential  Ad- 
di-esses,  in  booklet  form.  For  the  ]ieriod  from 
1789  to  1899  less  than  half  of  these  Trans- 
actions are  extant^-,  a regrettable  historical 
loss.  The  51edical  Society  of  New  Jersey  has 

j) ublished  its  Transactions  from  17(16  to  date, 
without  a single  gap. 

In  September,  1899  there  a])peared  the  first 
issue  of  the  Bidletin  of  the  Pathological  and 
Dacteriological  Laboratory  of  the  Delaware 
State  Board  of  Health,  then  located  at  New- 
ark, with  Dr.  Albert  Robin  as  editor.  This 
Ityilletin  was  issued  monthly  in  booklet  form. 
Dr.  Robin  re.signed  as  editor  at  the  end  of 
1903  and  was  succeeded  by  Herbert  J.  5Vat- 
.son,  till  the  end  of  1912,  after  which  it  was 
api)arently  discontimied,  the  archives  of  the 


State  Board  of  Health  showing  no  issues  after 
that  date. 

The  next  effort  in  medical  journalism  was 
the  Journal  of  the  New  Castle  County  Medical 
Society.  The  first  issue,  in  November,  1908, 
was  merely  a notice  of  a meeting,  in  pamphlet 
form,  and  so  5'olume  1,  Number  2,  issued  as 
a sixteen  page  booklet  in  February,  1909, 
was,  according  to  the  editorial,  “their  initial 
bow”  as  a county  journal.  This  publication, 
a few  issues  of  which  have  been  preserved, 
was  continued  till  December,  1909,  with  Dr. 
Harold  L.  Si)ringer  as  editor,  and  Di-.  Albert 
Robin  as  assistant  editor. 

In  the  meantime,  October  11,  1909,  the 
5Iedical  Society  of  Delaware  determined  to 
establish  an  official  organ,  to  be  knowm  as  the 
Jounuil  of  the  Delaware  State  Medical  So- 
ciety. It  was  further  decided  to  print  the 
Proceedings  of  the  1909  Session  in  the  new 
Journal,  replacing  the  usual  separate  booklet. 
However,  instead  of  calling  it  incorrectly  (the 
Society  is  legally  the  51edical  Society  of  Del- 
aware), as  the  resolution  provided  for,  it  was 
given  the  title  of  Delaware  State  Medical 
Jounud,  reverting  inadvertently  to  the  ter- 
minology of  1776.  The  infant  Journal  of  the 
Xew  Castle  County  Medical  Society  was  ab- 
sorbed, and  Dr.  Harold  L.  Springer  was  ap- 
])ointed  the  fii-st  editor,  with  Dr.  Joseph  5V. 
Bastian  as  bu.siness  manager.  This  Journal, 
no  copies  of  which  are  available  till  that  of 
September,  1915,  fii*st  appeared  in  January, 
1910,  and  was  a monthly  of  12-16  pages.  Dr. 
Springer  continued  as  etlitor  until  the  end 
of  1911,  when  Dr.  Albert  Robin  was  made 
editor  and  served  in  that  capacity  to  the  end 
of  1915.  By  this  time  the  Journal  had  grown 
to  16-20  pages,  but  still  retained  its  booklet 
size. 

In  January,  1916,  the  present  editor,  Dr. 
W.  Edwin  Bird,  began  his  term  of  service, 
which  has  now  extended  over  a period  of 
thirty-four  years,  and  is  exceeded  in  the  field 
of  state  medical  jounialism  only  by  Dr.  Clar- 
ence A.  Smith,  of  Xorthwest  Medicine  (5Vash- 
ington,  Oregon.  Idaho  and  Alaska),  who  has 
served  for  forty-six  years.  5Ve  had  luncheon 
with  Dr.  Smith  in  Chicago  in  November,  1948. 
and  rejoiced  to  find  him  still  hale  and  hearty 
at  85. 

During  the  5Vorld  5Var  I ])eriod  the  Jour- 
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nal  was  published  as  a booklet-sized  quarterly 
from  January,  1918  to  December,  1922.  Fol- 
lowing this  the  Delaware  State  Medical  Jour- 
nal was  combined  with  the  Pennsylvania 
Medical  Journal  in  January,  1923,  and  pub- 
lished again  as  a monthly  under  the  title  of 
file  Atlantic  Medical  Journal,  of  standard 
size,  with  Dr.  Frank  C.  Hammond,  of  Phil- 
adelphia, as  editor,  and  Dr.  Bird  as  assistant 
editor.  The  business  details  were  conducted 
by  our  Pennsylvania  confreres  entirely.  Dr. 
Bastian  resigning  as  business  manager  in  De- 
cember, 1922.  The  hopes  of  the  two  states 
in  merging  their  journals — that  the  Atlantic 
might  become  the  organ  of  several  nearby 
states,  similar  to  Northwest  Medicine — did 
not  materialize,  and  the  arrangement  was  can- 
celled with  the  issue  of  September  1928,  each 
state  having  decided  to  resume  publication 
of  its  own  journal  under  its  original  title. 

Thus  a New'  Series  of  the  Delaware  State 
Medical  Journal  began  in  January,  1929,  with 
Dr.  Bird  as  editor  and  Dr.  M.  A.  Tarumianz 
as  business  manager.  The  arrangement,  style, 
and  format  of  the  new  Journal  is  similar  to 
that  of  the  other  state  medical  journals,  and 
contains  a page  whose  type  face  is  6 x 9 
inches.  Illustrations  are  frequently  used.  The 
Journal  now  runs  52-60  pages  per  issue,  and 
is  supported  by  the  advertisements  and  a per 
capita  assessment  on  the  members  of  the  So- 
ciety. Volume  21  of  the  New  Series  began 
with  the  issue  of  January,  1949. 

The  Journal  w'as  also  the  official  organ  of 
the  Delaware  Pharmaceutical  Society  from 
April,  1929  till  December,  1932,  when  the 
Delaware  druggists  affiliated  wdth  the  Mary- 
land Pharmacist,  an  organ  more  akin  to  their 
interests. 

Despite  the  facts  that  Delaware  is  a small 
state  and  has  no  medical  school,  its  Journal, 
which  goes  to  the  leading  medical  schools  and 
libraries  in  America  and  in  several  foreign 
countries,  evidently  enjoys  an  excellent  repu- 
tation, as  is  indicated  by  the  number  of  re- 
cpiests  that  come  from  all  over  the  world  for 
reprints  of  articles  published  therein. 

Doctors  at  War 

World  War  I found  Delaware  with  ap- 
proximately 265  doctors,  25  of  wdiom  were 
over  65  years  of  age  or  physically  incapaci- 
tated. Of  the  remaining  240,  37  physicians. 


or  fifteen  per  cent  of  those  in  practice,  entered 
tlie  services.  Fortunately,  there  were  no 
deaths  among  these,  and  they  all  returned  to 
their  civilian  practices.  In  addition  to  these, 
67  physicians  served  at  home  on  the  various 
examining  boards.  In  this  war  the  Dehuvare 
profession,  by  comparison  with  the  records 
of  other  states,  contributed  sliglitly  more  than 
the  average  state,  medically. 

World  War  II  found  Delaware  with  344 
physicians,  39  of  whom  were  over  65  years 
of  age  or  physically  incapacitated.  Of  the 
remaining  305,  109  entered  the  sendees,  or 
35  per  cent  of  those  in  practice.  At  this 
writing  we  know  of  no  other  state  that  ex- 
ceeded this  percentage.  In  addition  to  these, 
89  physicians  served  at  liome  on  the  various 
examining  boards. 

The  active  response  of  the  Delaware  doctors 
to  the  call  of  duty  in  the  services  in  World 
W ar  II  has  been  a matter  of  official  commen- 
dation. All  over  the  country  the  professional 
groups  out-volunteered  the  lay  groups,  and 
the  medical  profession  did  appreciably  better 
than  any  other  professional  group,  the  aver- 
age medical  response  by  states,  being  126  per 
cent  of  its  ciuota;  Delaware's  re.sponse  w'as 
152  per  cent.  In  the  six  months  from  March 
to  September,  1942,  Delaware  had  thus  con- 
tributed enough  doctors  to  supply  its  quota 
for  the  rest  of  1942  and  for  the  entire  year 
of  1943.  By  the  early  part  of  1944,  eight 
of  the  largest  states,  with  an  average  deficit 
of  2000  each,  that  had  been  slow  to  meet  their 
requirements,  finally  did  so,  bringing  the 
numljer  of  physicians  in  the  services  up  to 
the  total  then  required.  Thus,  except  for 
requests  tor  five  or  six  doctors  to  make  certain 
replacements,  which  requests  were  refused  by 
the  Delaware  Procurement  and  Assignment 
Service,  Delaware  was  not  called  on  to  con- 
tribute any  more  iihysieians  to  the  services 
during  the  war. 

Of  Delaware's  109  physicians  in  the  ser- 
vices, 22  or  apiiroximately  20  per  cent,  re- 
cieved  25  decorations  for  gallantry  in  action 
or  for  bravery  in  the  performance  of  duty,  or 
were  commended  for  outstanding  professional 
skill  or  devotion  to  duty.  This  amazing  record, 
not  surpassed  by  any  state,  is  a matter  of 
deep  pride  on  the  jiart  of  the  Delaware  pro- 
fession. The  honors  awarded  were  as  follows. 
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MEDICAL  CORPS  CASUALTIES  FROM 


tlie  rank  given  being  that  of  the  date  of  cita- 
tion : 

Citations 

SHANDS,  ALFRED  R.,  JR.,  Colonel— Legion  of 
Merit — June,  1944  to  Oct.,  1945 
*BARSKY,  JOSEPH  M.,  Lt.  Colonel— Legion  of 
Merit — February  15,  1942  to  Februai’y  18, 
1943 

STRADLEY',  SHERMER  H.,  JR..  Captain— Legion 
of  Merit — March  13,  1943  to  August  26,  1944 
DAVIDSON,  DOUGLAS  T.,  JR.,  Major— Silver 
Star — June  6,  1944 

**CHEFF,  DONALD  W.,  Captain — Bronze  Star — 
December  13,  1944,  Purple  Heart — Decem- 
ber 31,  1944;  Silver  Star — April  16,  1945 
SORTMAN,  HAROLD  P.,  Captain — Silver  Star — 
July  12,  1943 

ST  AT,  SIDNEY,  Captain— Silver  Star— April  12, 
1945 

HUME,  W.  GARRETT,  II,  Captain— Soldier’s 
Medal — April  9,  1945 

ACKART,  RICHARD  J..  Captain— Bronze  Star- 
August  25,  1944;  Two  Oak  Leaf  Clusters, 
September  7,  1944,  and  February  7,  1945 
BEATTY,  GERALD  A.,  Major— Bronze  Star — 
March  22,  1945  to  May  8,  1945 
KELLEY,  JAMES  W.,  Major — Bronze  Star — 
August  28,  1944  to  May  8,  1945 
MUNSON,  C.  LEITH,  Major— Bronze  Star— Janu- 
ary-February,  1945 

PENNOCK,  THOMAS  H.,  Major — Bronze  Star — 
April  15,  1945  to  May  5,  1945 
STROUD,  HENRY  H.,  Major — Bronze  Star — Jan- 
uary 1945 

•Died  July  31,  1948. 

••Killed  in  Action  April  16.  1945. 


Capt.  Donald  Walker  Cheff 
DELAWARE  IN  WORLD  WAR  II 

SKURA,  FRANK  S.,  Captain — Bronze  Star — Sep- 
tember 8,  1944  to  February  8,  1945 
URIE,  J.  WILLIAM,  Captain — Bronze  Star — June 
14-15,  1945;  Purple  Heart — May  17,  1945 
WASHBURN,  VICTOR  D.,  Colonel — Commenda- 
tion-August 17,  1942  to  September  2,  1945 
WARREN,  ROBERT  O.  Y.,  Colonel — Commenda- 
tion— November  2,  1944 

BRIGGS,  WARD  W.,  Lt.  Commander — Commen- 
dation— November,  1943  to  November,  1944 
MARTIN,  JOHN  P.,  Lt.  Commander — Commenda- 
tion— January  31,  1944  to  February  11,  1944 
POOLE,  GERALD  O.,  Lt.  Commander — Commen- 
dation— June,  1944 

RENNIE,  SYLVESTER  W.,  Major — Commenda- 
tion—January  20,  1943  to  January  27,  1943 


Legion  of  Merit  3 


Silver  Star  4 

Soldier’s  Medal  1 

Bronze  Star  9 

Purple  Heart  2 

Commendation  6 


25 

Tlie  only  doctor  from  Delaware  to  lose  his 
life  in  either  World  War  was  Captain  Donald 
Walker  Cheff.  Captain  Cheff  was  born  in 
1913,  the  son  of  Dr.  Paul  P.  Cheff,  of  Grand 
Kapids,  l\Iichigan,  and  received  his  M.  D. 
degree  from  the  Ihiiversity  of  Nebraska  in 
1937.  He  then  interned  in  the  Delaware  Hos- 
pital, Wilmington,  for  one  year,  following 
which  he  was  resident  jiliysieian  at  Brandy- 
wine Sanatorium,  Marshallton,  for  D/o  years. 
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He  mil  Tried  Miss  Elizabeth  Cline,  of  Waynes- 
boro, Pennsylvania,  who  was  a laboratory 
technician  at  the  Uelaw'are  Hospital. 

Early  in  1940  he  began  private  practice, 
and  was  associated  with  Dr.  Andrew'  M.  Geh- 
ret,  who  also  went  into  the  Army.  At  that 
time  he  was  a member  of  the  staffs  of  the 
Delaware  and  Wilmington  General  Hospitals. 

Captain  Cheff  was  commissioned  in  June, 
1942,  one  of  the  first  Wilmington  physicians 
to  enter  the  service.  He  had  his  initial  train- 
ing with  the  95th  Division,  but  was  transfer- 
red to  the  77th  Division,  famous  “Statue  of 
Liberty  Division,”  before  going  overseas, 
where  he  served  as  a commander  of  the  302nd 
Medical  Battalion.  This  Division  was  ship- 
ped to  the  Pacific  Theatre  of  Operations,  and 
Captain  Cheff  took  part  in  the  invasions  of 
Guam  and  of  Leyte,  where  he  was  awarded 
the  Bronze  Star  medal  for  action  on  Decem- 
ber 13,  1944.  During  the  intense  fighting 
there  his  ti'oops  suffered  so  great  a number 
of  casualties  that  it  was  impossible  for  litter 
bearers  to  evacuate  the  w'ounded  from  the 
battalion  aid  station,  because  all  roads  to  the 
rear  had  been  cut  off.  There  existed  only  a 
road  across  300  yards  of  rice  paddies,  waist 
deep  in  water.  Dr.  Cheff  obtained  an  amphib- 
ious tractor  to  cross  the  paddies,  directed  it 
to  the  aid  station  and  fearlessly  accompanied 
it  to  the  front  lines,  where  not  a man  had 
yet  been  treated. 

After  the  Leyte  action,  with  the  men  of 
the  77th  Division  he  went  to  a small  island 
off  Okinaw'a  on  March  26,  1945,  and  shortly 
thereafter  went  to  Okinawa.  Later  he  w'ent 
with  the  Division  on  to  le  Jima,  wdiere  he 
was  awarded  the  Silver  Star  medal  for  action 
on  April  16,  1945,  the  day  he  lost  his  life. 
His  citation  states  that  he  went  with  the 
])latoon  of  his  collecting  company  25  minutes 
after  H-hour  and  set  up  a collecting  station 
on  the  beach.  He  led  his  litter  bearers  inland 
through  heavy  small  arms  fire  and  then  re- 
turned to  the  beach,  where  he  learned  that 
casualties  were  mounting  fast.  By  that  time 
two  14  ambulances  had  been  landed.  Al- 
though Captain  Cheff  had  been  informed  that 
the  road  to  his  regiment  was  insecure,  heavily 
mined,  and  under  small  arms  fire,  he  led  the 
ambulances  to  the  battalion  aid  station.  He 
evacuated  eight  casualties  to  the  beach  and 


then  led  the  ambulances  back  and  loaded  them 
with  eight  more  casualties.  While  proceeding- 
back  to  the  beach  on  this  second  trip  the  am- 
bulance in  which  he  was  riding  struck  a mine, 
which  killed  all  the  occupants.  Both  the 
Bronze  hStar  and  the  Silver  Star  medals  were 
awarded  posthumously  in  ceremonies  held  in 
Harrisburg,  Pennsylvania,  the  medals  being 
received  by  his  wife  and  two  children. 

Dr.  Cheff  was  buried  on  le  Jima,  there 
being  but  one  grave  intervening  between  his 
and  that  of  Ernie  Pyle*,  the  internationally 
famous  war  correspondent,  who  lost  his  life 
on  the  same  island  just  two  days  after  Cap- 
tain Cheff'  was  killed. 

Dr.  Cheff 's  name  and  services  are  memorial- 
ized by  a rest  camp  named  “Cheff  Hall,”  in 
tlie  Philippines,  built  by  members  of  his 
302nd  Medical  Battalion.  He  will  be  further 
memox'ialized  by  the  “Dr.  Donald  M.  Cheff 
Memorial  Chapel”  in  the  new  Veteran’s  Ad- 
ministration Hospital  at  Oak  Grove.  His  con- 
freres at  home  have  planned  a living  me- 
morial— an  endowment  fund  for  the  educa- 
tion of  his  childi’en.  The  community  he  had 
adopted  as  his  i)rofessional  home  will  always 
remember  the  pleasing  personality,  the  ster- 
ling character,  and  the  profes.sional  pro- 
ficiency of  the  only  Delaware  doctor  to  make 
the  supreme  sacrifice  in  w'ar  in  over  half  a 
century. 

Hospitals 

The  excellent  little  volume  by  Dr.  Samuel,^® 
from  which  w'e  have  borrowed  extensively, 
brought  the  history  of  Delaware’s  hospitals 
up  to  the  summer  of  1939,  consequently  we 
shall  here  mention  the  old  ones  only  if  we 
can  add  a note  of  historical  or  biographical 
interest,  and  then  give  a very  brief  summary 
of  the  new  ones  that  have  come  into  the  pic- 
ture since  1939. 

Tir/roN  Hospital 

On  July  8,  1862,  the  Delaware  State  Asso- 
ciation for  the  Sick  and  \Younded  Soldiers 
was  organized.  An  office  and  repository  were 
0[)ened  in  the  Institute  Building,  Eighth  and 
INIarket  Streets,  Wilmington.  Supplies  of 

•There  was  no  better  soldier  than  he  (Ernie  Pyle).- 
He  sweated  and  suffered  with  infantrymen  and  more  than 
anyone  else  helped  America  understand  the  heroism  and 
sacrifices  of  its  fighting  men.  Hs  was  a little  guy  who  loved 
the  little  guy  and  he  brought  the  front  to  the  front  door 
of  every  American  home. — Bert  Buchwach.  president, 
Honolulu  Press  Club,  at  Pvle’s  reburial  in  Honolulu,  JuW 
4.  1949. 
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money,  elothinii'  and  edililes  were  received. 
Committees  were  sent  to  the  army  camps  and 
hospitals  to  ascertain  the  needs  of  the  sick 
and  wounded.  The  wounded  from  Delaware 
were,  at  that  time,  taken  to  the  military  hos- 
pital, Chester,  Pennsylvania.  Early  in  1863, 
Miss  Anna  Semple,  supervisor  of  military  hos- 
])itals  in  the  state,  uro’ed  that  a suitable  build- 
ino-  be  ac(pured  in  Wilmington  for  hospital 
puriioses.  Croimd  was  secured  at  Ninth  and 
Tatnall  Streets,  and  in  thirty  days  a frame 
building  was  erected  at  a cost  of  $22,500. 
Later  on,  the  entire  block  bounded  by  Ninth 
Street,  Tatnall  Street,  Delaware  Avenue,  and 
West  Street  was  utilized.  Named  for  James 
Tilton,  the  tirst  Snrgeon-General  of  the  Army 
(1813-1815)  and  tirst  President  of  the  Medi- 
cal Society  of  Delaware,  (1789-1822),  it  was 
ready  to  receive  patients  Mai’ch  6,  1863.  The 
staff  included  Drs.  William  R.  Bullock,  Gray, 
Norris,  )Macfarlan,  and  Johnson.  The  mem- 
bers of  the  Association  for  Sick  and  Wounded 
Soldiers  were  ])ermitted  by  Edwin  M.  Stan- 
ton, Secretary  of  War,  to  remove  the  sick 
and  wounded  of  the  Delaware  regiments  from 
the  battlefield  at  Gettysburg.  Dr.  Johnson, 
e.xecutive  officer  of  the  hospital,  reported  that 
the  capacity  was  350  beds,  with  only  78  pa- 
tients in  July  1863.  By  August,  1864  there 
were  380  beds  and  241  patients.  (Samuel,  p. 
173). 

IMrs.  l\larjorie  Bullock  LeBoutillier,  of  Mal- 
vern, Pennsylvania,  through  the  courtesy  of 
Miss  Gertrude  Brinckle,  librarian  of  the  His- 
torical Society  of  Delaware,  gives  us  the  fol- 
lowing new  note : 

“During  the  Civil  War,  the  U.S.  ‘Tilton 
Hospital'  was  at  the  N.  W.  corner  of  Ninth 
and  Tatnall  Streets.  This  was  the  birthplace 
of  my  grandfather,  the  late  Dr.  William  K. 
Itullock.  The  grounds  were  extensive,  and 
when  occupied  as  a hospital  embraced  the 
block  bounded  by  Ninth  St  reet,  Delaware 
Avenue,  Tatnall,  and  West  Streets,  and  took 
in  fields  to  the  west  of  West  Street.  The 
government  occui)ied  it  as  a hospital  for  the 
sick  and  wounded  who  were  brought  there 
fi'om  the  seat  of  war.  The  plot  was  rented 
fi-om  l)i'.  Bullock  and  his  brother  Charles. 
Long  hos|)ital  wards  lettered  from  A to  F 
stietched  across  the  block  and  tents  were 
used  in  the  fields  to  the  west  for  cases  of 


gangrene.  To  celebrate  the  close  of  the  War, 
Dr.  Bullock,  with  the  aid  of  some  of  the 
soldiers,  made  a fine  display  of  fireworks 
which  were  set  off  in  a lot  to  the  north. 

“Previous  to  the  occupancy  by  the  govern- 
ment, this  place  was  occupied  by  Col.  Theo- 
dore Hyatt,  Senior,  as  a IMilitary  School.  It 
was  also  the  home  of  Dr.  Bullock's  father, 
John  Bullock,  who  ran  a ‘Boarding  School 
for  Young  men’,  which  was  subsecpiently  re- 
moved to  Chester,  Pennsylvania,  and  named 
the  Pennsylvania  Military  Academy. 

“The  contract  with  Dr.  Bullock  as  a pri- 
vate i)hysician  was  entered  into  June  3rd, 
1863  at  Philadelphia,  between  himself  and 
Surgeon  W.  S.  King,  IMedical  Director  of  the 
Fnited  States  Army.  I have  that  contract. 
I always  understood  from  my  grandfather 
that  he  did  most  of  the  .surgical  work  at  ‘Til- 
ton’ during  the  entire  Civil  War.  A paper 
giving  his  discharge  at  the  close  of  the  War 
was  dated  July  17,  1865,  and  calls  him  ‘Act- 
ing AssLstant  Surgeon’  of  the  U.  S.  Army.” 

Shortly  after  the  war  ended  this  frame 
hospital  was  torn  dowiP^  to  make  room  for 
rows  of  brick  dwellings,  and  by  1870  no  ves- 
tige of  it  remained. 

The  name  has  been  i)reserved  by  the  C.  S. 
Army,  which  designated  its  medical  plant  at 
Fort  Dix,  New  Jer.sey,  in  World  War  II,  as 
the  “Tilton  General  Hospital.’’  At  the  peak 
of  its  utilization  it  housed  5000  i)atients.  A 
tui'ther  item  of  local  interest  is  that  its  Chap- 
la  in-in-Chief  was  Col.  Park  W.  Huntington, 
pastor  of  St.  Stephen's  Lutheran  Church, 
Wilmington. 

Alfred  I.  duPont  Institute  ok 
THE  Nemours  Foundation 

Under  the  will  of  IMr.  Alfred  I.  duPont, 
who  died  in  1935,  there  was  established  in 
1937  the  Nemours  Foundation,  a charitable 
cor])oration  “for  the  care  and  treatment  of 
crii)])led  children,  but  not  of  incurables”  with 
“first  consideration  being  given  to  residents 
of  Delaware.”  The  original  incorporators 
were  ]\lr.s.  Alfred  I.  duPont,  Elwood  Ball,  Col. 
R.  S.  Huidekoper,  and  the  Florida  National 
Bank. 

Following  the  establishment  of  the  Founda- 
tion, IMrs.  Alfred  I.  duPont  .selected  a ^ledical 
Advisory  Board  consisting  of  Drs.  Thomas 
R.  Brown,  of  Baltimore,  (Chairman)  ; De- 
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Witt  B.  Casler,  of  Baltimore ; AVilliam  Tate 
Graham,  of  Richmond;  IMiehael  Hoke,  of 
Beauford,  Soi^th  Carolina ; Robert  B.  Osgood, 
of  Boston ; Beverly  R.  Tucker  of  Richmond ; 
and  Philip  D.  Wilson,  of  New  York  City. 
This  Board  first  met  in  March,  1937,  and 
forjnulated  the  plans  for  the  building  of  a 
hundred  bed  hospital  and  school  for  criiipled 
children  to  be  named  the  Alfred  I.  duPont 
Institute.  The  institution  was  to  be  located 
on  the  Alfred  I.  duPont  estate,  “Nemours,” 
of  two  hundred  acres,  in  Brandywine  Hun- 
dred, one  mile  north  of  the  city  of  Wilming- 
ton. 

On  July  1st,  1937,  Dr.  Alfred  R.  Shands, 
Jr.,  who  was  then  Associate  Professor  of  Sur- 
gery, in  Charge  of  Orthopedics,  at  the  Duke 
University  School  of  Medicine,  began  his  du- 
ties as  Medical  Director  of  this  Foundation. 
The  planning  and  construction  of  the  Insti- 
tute occupied  three  years.  It  was  dedicated 
on  June  14,  1941,  but  admitted  its  first  pa- 
tients on  July  1,  1940.  Miss  Marie  L.  Des 
Barres,  who  had  been  assistant  superinten- 
dent of  the  Shriners  Hospital  for  Crippled 
Children  in  Montreal,  was  selected  as  the  first 
superintendent.  In  addition  to  Dr.  Shands, 
the  original  staff  included  Drs.  Lee  E.  Parr, 
D.  M.  Angevine,  and  D.  A.  MacFadyen. 

In  the  summer  of  1941  the  Research  Di- 
vision of  the  Institute,  with  laboratories 
equipped  for  pathology,  bacteriology,  bio- 
chemistry and  experimental  surgery,  began 
full  time  operation  with  Dr.  Lee  E.  Parr  from 
the  Rockefeller  Hospital  in  New  York  City 
as  Research  Director.  Drs.  I).  M.  Angevine 
and  D.  A.  MacFadyen  were  added  to  the 
original  staff.  Prior  to  the  beginning  of  this 
activity  in  the  Institute,  the  Foundation,  be- 
tween 1938  and  1941,  had  made  grants  from 
$1,000  to  $2,500  to  universities  and  hospitals 
for  twenty-four  research  fellowships  in  work 
related  to  the  problems  of  the  crippled  child. 

In  1942,  when  the  full-time  Institute  staff 
of  eight  doctors  entered  the  Armed  forces, 
the  Research  Division  discontinued  its  activi- 
ties. It  is  believed  that  no  other  hospital  in 
the  country  gave  every  one  of  its  full-time 
physicians  to  military  service.  The  orthopedic 
work  of  the  Institute,  however,  did  not  suffer, 
as  it  was  taken  over  by  Dr.  A.  Bruce  Gill, 
Professor  Emeritus  of  Orthopedic  Surgeiy, 


of  the  University  of  Pennsylvania.  It  was 
necessary  to  close  two  of  the  four  wards,  and 
the  average  patient  census  dropped  from  65 
to  45. 

During  the  fall  of  1945  Drs.  Shands  and 
Parr  returned  to  the  Institute  after  separ- 
ation from  the  Armed  Forces.  The  compre- 
hensive program  of  hospitalization,  teaching, 
and  research  for  the  crippled  child  was  re- 
establi.shed,  and  bj^  the  fall  of  1947  it  was 
back  to  the  point  where  it  was  when  discon- 
tinued in  the  summer  of  1942. 

Wir.LiAM  L.  Nelson  Memorial 
Hospital 

In  1945  the  New  Castle  County  Medical 
Society  was  instrumental  in  getting  the  Vet- 
erans Administration  to  take  over  certain  bar- 
racks at  the  New  Castle  County  Air  Base, 
near  New  Castle,  for  a temporary  hospital 
of  150  beds  when  that  Base  was  abandoned 
by  the  Air  Force. 

In  April,  1946  the  VA  purchased  32  acres 
on  the  Capital  Trail  at  Oak  Grove  for  a 
new  eight-story  hospital  of  330  beds,  which 
will  be  completed  in  February,  1950  and  dedi- 
cated on  March  12,  1950.  Patients  will  not 
be  admitted  until  next  May  or  June.  The 
magnificent  new  plant,  which  cost  $7,000,000, 
is  named  in  honor  of  Sgt.  William  L.  Nelson, 
of  IMiddletown,  who  was  posthumously  award- 
ed the  Congressional  Medal  of  Honor.  It  will 
lie  managed  by  Dr.  Major  W.  Gasper,  who 
has  been  the  manager  of  the  VA  hospital  at 
the  Airport  for  the  past  two  years. 

An  addition  is  being  built  to  the  hospital 
to  house  the  “Dr.  Donald  M.  Cheff  Memorial 
Chapel,”  adorned  with  an  appropriate  bronze 
plaque.  Dr.  Cheff  was  killed  in  action,  on 
le  Jima  on  April  16,  1945.  (see  p.  36).  This 
will  be  a fitting  tribute  to  the  only  Delaware 
doctor  to  lose  his  life  in  either  World  War 
I or  World  War  II. 

Governor  Bacon  Health  Center 

Named  for  the  Honorable  Walter  C.  Bacon, 
Governor  of  Delaware  from  1941  to  1949, 
is  the  Governor  Bacon  Health  Center  at  Del- 
aware City. 

This  represents  an  idea  that  Dr.  M.  A. 
Tarumianz,  Superintendent  of  the  Delaware 
State  Ho.spital  since  1926,  has  had  for  many 
years  for  a ])lace  where  citizens  in  need  of 
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Hospitals  and  Related  Institutions  — 1946 


INSTITUTION 

Claymont — Woods  Haven  School 
Dover — Kent  General  Hospital 
Farnhurst — Del.  State  Hosp. 
Greenbank — New  Castle  Co. 
W’orkhouse 

Lewes — Beebe  Hospital 
Marshallton — Brandy.  Sanat. 

Edgewood  Sanat. 

Sunnybrook  Cottage 
Middletown — Maternity  Home 
Milford — Milford  Mem.  Hosp. 
Smyrna — Del.  State  Welfare  Home 
Stockley — Del.  Colony 
Wilmington — 

A.  I.  duPont  Institute 
Florence  Crittenton  Mission 
Delaware  Hospital 
Doris  Memorial  Hospital 
Ferris  Indust.  School 
Gross  Private  Hospital 
Memorial  Hospital 
Osteopathic  Hospital 
St.  Francis  Hospital 
Wilmington  General  Hosp. 
Home  of  Merciful  Rest 
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1 —  By  American  Medical  Association  for  training  of  interns 

2 —  By  American  College  of  Surgeons  for  minimum  standard 

3 —  By  State  Board  for  training  of  nurses 

4 —  Exclusive  of  newborn 

■T — Unit  of  Wilmington  General  Hospital 
NPAssn — Non-profit  Association 


Type  of  Service 

Child  — Children 

Chr.  — Chronic 

Gen.  — General 

Inst.  — Institutional 

Isol.  — Isolation 

Mat.  — Maternity 

Me  Def. — Mental  deficiency 

Ment.  — Mental 

Orth.  — Orthopedic 

TB  — Tuberculosis 


certain  help  could  get  such  help  which  our 
existing  institutions  could  not  offer. 

In  the  winter  of  1945  it  became  apparent 
that  h’1.  iluPont  with  its  installations  and  im- 
provements would  he  placed  on  the  Army 
surplus  list,  and  in  January  1946,  it  was 
made  apiiareiit  that  the  Veterans  Adminis- 
tration had  finally  decided  not  to  use  Fort 
duront  tor  a Veterans  Hospital.  Accordingly 
Governor  Bacon,  as  President  ot  the  Delaware 
Post-War  Planning  Commission,  made  over- 
tures to  the  government  to  secure  this  iilant 
for  the  proposed  Health  and  Welfare  Center, 


to  include  eventually  600  beds.  After  due 
consideration  the  government  through  the 
h’ederal  Works  Administrator  then  transfer- 
red this  jiroperty  to  the  state  of  Delaware 
for  health  purposes.  Ownership  of  the  Fort 
duPont  Reservation  was  formally  transferred 
to  the  slate  of  Delaware  by  the  federal  author- 
ities at  a ceremony  in  Legislative  Hall  in 
Dover  on  January  30,  1947. 

When  the  (lovernor  Bacon  Health  Center 
is  in  full  operation  it  will  encompass: 

1.  A department  for  the  care  and  treat- 
ment of  children  between  the  ages  of  four 
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and  sixteen  years,  who  are  either  seriously 
maladjusted  or  mentally  ill,  and  who  are 
amenable  to  modem  care  and  treatment. 

2.  A department  for  the  many  handicap- 
ped or  crippled  children  of  Delaware,  includ- 
ing spastics  and  cardiacs  and  children  afflict- 
ed with  infantile  paralysis. 

3.  A department  for  the  detention  of  chil- 
dren awaiting  trial  in  any  court  of  the  state 
having  jurisdiction  over  dependent,  neglect- 
ed, delinquent  or  maladjusted  children,  for 
social,  psychological  and  psychiatric  study 
and  examination. 

4.  A department  for  children  awaiting 
assignment  to  foster  homes. 

5.  A department  for  men  and  women  of 
all  ages  who  suffer  from  alcoholism,  without 
psychosis. 

G.  A department  for  epileptics  without 
psychosis. 

7.  A department  for  aged  persons  who 
are  bedridden  but  without  frank  psychosis, 
and  who  need  only  nursing  care. 

8.  An  emergency  hospital  unit  containing 
250  beds  for  any  statewide  epidemic  or  major 
disaster. 

The  program  at  the  Health  Center  is  de- 
signed not  to  overlap  with  any  service  given 
anywhere  else  in  the  state  of  Delaware,  nor 
is  it  designed  to  infringe  upon  the  field  of 
any  other  agency  in  the  state. 

The  philosopsy  of  the  Health  Center  is  to 
serve  the  welfare  of  the  people — a preventive 
psychiatric  hospital  that  conserves  human 
welfare. 

It  is  not  a charity  institution.  Those  who 
can  pay  for  services,  will  be  asked  to  pay, 
within  their  ability.  Those  who  can  not  pay 
will  not  be  assessed,  but  the  Trustees  and 
the  Superintendent  of  the  Bacon  Health  Cen- 
ter have  agreed  that  the  same  service,  the 
same  care,  and  the  same  attention  will  be 
given  to  all  who  come  to  it,  regardless  of 
income  or  background. 

The  administration  of  the  Health  Center 
was  assigned  to  the  State  Board  of  Trustees 
of  the  Delaware  State  Hospital.  This  Center 
has  cost  the  Federal  Government  over  a 
period  of  years  over  six  million  dollars  for 
buildings,  sewers,  water-mains,  roads,  pave- 
ments, curbs,  heating  installations,  lighting 


systems,  grading  and  landscaping.  This 
comes  to  Delaware  as  an  outright  gift. 

In  1947  the  General  Assembly  apiu'opri- 
ated  .$875,000  for  the  remodeling  and  oper- 
ation of  the  Health  Center  in  its  formative 
period.  The  Center  is  the  only  institution 
of  its  kind  in  the  United  States.  Its  objective 
is  complete  or  partial  rehabilitation  of  all 
children  and  adults  of  our  community  who 
are  in  need  of  such  care.  The  work  is  to 
be  performed  on  a statewide  basis.  The  Cen- 
ter will  also  be  an  educational  and  training 
center.  It  will  closely  affiliate  with  New 
York  University  and  the  University  of  Penn- 
sylvania, as  Avell  as  the  Alfred  I.  duPont 
Institute,  Delaware  State  Hospital,  and  all 
the  general  hospitals  and  health  agencies  of 
the  state. 

On  October  28,  1948  the  Health  Center 
was  dedicated  in  the  presence  of  a large  audi- 
ence including  many  notables  from  this  and 
many  other  states.  On  November  23,  1948 
the  first  ])atient  was  admitted,  on  November 
30,  1948  the  first  alcoholic  patients  were  ad- 
mitted, and  on  December  8,  1948  the  first 
children  were  admitted. 

Gross  Priv.vte  Hospital 
This  hospital,  located  at  817  West  Street, 
Wilmington,  was  incorporated  under  the  laws 
of  Delaware  in  July,  1934,  by  three  brothers, 
all  physicians,  and  shortly  thereafter  it  was 
opened  for  the  admission  of  jiatients.  It  is 
a private  general  hospital  with  a capacity 
of  fifteen  beds,  and  is  fully  equip])ed  with 
operating  rooms,  x-ray,  maternity,  and  labor- 
atory. It  is  an  active  institutional  member 
in  the  American  Hospital  Association. 

Its  incorporators,  original  staff,  and  pres- 
ent officers  are ; 

President  Abram  J.  Gross 

Vice-President  Elmer  R.  Gross 

Secretary-Treasurer  ....  Benjamin  A.  Gross 
Osteopathic  Hospital 
A general  hosjiital  was  opened  at  1105 
Madison  Street,  Wilmington,  in  1945,  with 
accommodations  for  9 patients.  In  the 
summer  of  1949  the  Sellers  estate  near  Edge- 
moor  was  acquired  and  after  alterations  will 
be  operated  as  a general  hospital  of  50  beds. 

Miscellaneous  Hospitals 
Sunnybrook  Cottage,  established  in  1919  as 
a ])reventorium  for  Delaware  children  who 
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had  been  living  in  eontact  with  pulmonary 
tubereulosis ; was  closed  at  the  end  of  1949. 
The  State  Board  of  Health  and  the  Delaware 
Anti-Tuberculosis  Society,  wlio  have  been 
operating  it  jointly,  find  that  it  has  outlived 
its  i)ur})ose. 

The  Station  Hospital,  Fort  duBont,  located 
in  Delaware  City,  was  closed  by  the  Army 
late  in  1945,  with  the  abandonment  of  the 
Fort  as  a military  installation.  It  had  a bed 
capacity  of  46  at  tbe  time  of  its  closing,  with 
an  average  of  8 patients. 

The  Station  Hospital,  Fort  51iles,  located 
at  Lewes,  was  closed  by  the  Army  on  ^lay 
31,  1946.  At  the  time  of  its  closing  it  had 
a ca])acity  of  125  beds,  with  20  })atieiits. 

There  are  several  nursing  homes  in  the 
state,  and  the  corrective  and  industrial 
schools  and  prisons,  and  the  colleges  have 
infirmaries  with  part-time  medical  service. 

In  1947  a movement  was  begun  to  build  a 
hosi)ital  in  Seaford,  the  pro])o.sal  being  headed 
by  former  State  Senator  Harold  W.  T.  Pur- 
ivell.  This  new  institution  will  be  called  the 
Nanticoke  General  Hospital,  and  constructioii 
on  the  first  unit  of  30  beds  will  l)egin  in  the 
spring  of  1950.  This  unit,  with  its  auxiliary 
.services,  wdll  cost  $429,500. 


The  hospitals  of  Delaware  have  been  par- 
ticularly fortunate  in  that,  whenever  a de- 
monstrable need  has  arisen  for  a new  one  or 
for  the  enlargement  or  ini])rovement  of  an 
existing  one,  the  ])eoi)le  of  Delaware  have 
never  failed  to  respond  ade(|uately.  This  is 
as  it  should  be,  for  in  1916,  the  mid-i)oint 
of  World  War  1,  Wilmington  became  the 
wealthiest  city  in  the  world  ])cr  capita,  which 
dubious  honor  it  still  ])0ssesses.  As  a result, 
the  buildings  and  e<iuipment  here  comi)are 
very  favorably  with  any  metropolitan  center, 
and  are  in  fact  superior  to  those  found  in 
most  communities  of  comparable  size.  It  is 
tiTie  that  today  the  hosi)itals  are  constantly 
overcrowded,  with  long  waiting  lists,  a de- 
])lorable  situation  due  to  the  economic  rise 
of  tbe  masses  (“big  war  money”),  the  amaz- 
ing increase  in  voluntary  hospital  and  medi- 
cal i n s u r a nee  (“  Blue  Gross,  ” “ Blue 


►Shield,”*  etc.;,  the  fact  that  the  war  has 
made  everybody  defiintely  more  “hospital 
conscious,”  and  the  ])henomenal  advances  in 
medical  armamentaria  and  techniciues. 

For  example,  Wilmington  today  has  a total 
of  950  hos])ital  beds,  whereas,  xuider  the 
.standard  foi’mula  of  the  American  Ho.si)ital 
Association,  which  declares  that  there  should 
be  five  beds  for  every  1000  of  the  i)opulation, 
the  city  and  environs,  with  an  estimated  pop- 
rdation  of  150,000,  should  be  adequately 
eared  for  with  750  beds.  The  truth  is  that, 
with  200  beds  above  the  national  formula, 
the  city  is  still  in  need  of  at  least  200  more 
beds.  That  the  community  will  provide  these 
beds,  as  rapidly  as  the  flux  of  the  i>resent 
times  will  permit  is  not  to  be  doubted. 

AVhile  Delaware**  is  one  of  the  16  .states 
that  has  no  four  year  medical  school,  its  hos- 
pitals are  centers  of  ])ost-graduate  education. 
►Since  the  Delaware  law  reejuires  at  least  a 
one-year  internship  for  licensure,  her  hos- 
pitals are  i)roviding  for  many  a native  son 
that  e.ssentiaL training. 

An  important  service,  rendered  predomin- 
antly by  the  hospital,  is  that  of  “Physical 
Medicine.”  This  field,  recently  so  named  by 
the  American  IMedical  A.ssociation  instead  of 
“Physical  Thei’apy, ” is  well  covered  in  this 
.state,  all  of  the  larger  hospitals  and  most  of 
the  smaller  ones  maintaining  a department, 
with  modern  equipment  and  well-trained  at- 
tendants. These  services  are  valuable  ad- 
juncts to  the  other  therapeutic  measures  em- 
l)loyed  by  the  physician  and  surgeon.  In  ad- 
dition to  the  hospitals,  .separate  installations, 
siich  as  the  recently  (1945)  organized  “Cur- 
ative Work  Shop,”  oi>erate  in  this  field.  This 
latter  “Sho])”  also  includes  occupational 
thera])y,  es])ecially  valuable  in  the  treatment 
of  cases  coming  under  the  Workmen's  Com- 

•Group  Hospital  Service.  Incorporated,  state-wide 
“Blue  Cross”  Plan  for  the  payment  of  hospital  bills,  was 
organized  in  1935.  under  the  joint  sponsorship  of  the 
Medical  Society  of  Delaware  and  the  New  Castle  County 
Medical  Society.  In  1943  the  “Blue  Shield"  Plan  for 
the  payment  of  doctors  bills  (surgery  and  maternity)  was 
inaugurated.  At  present  the  Blue  Cross  enrollment  is 
170.000,  the  second  highest  in  the  nation  (Rhode  Island  is 
first!  or  57  per  cent  of  the  state’s  population,  and  Blue 
Shield  enrollment  is  160,000,  or  50  per  cent  of  the  pop- 
ulation, the  highest  percentage  in  the  nation.  In  1949 
Blue  Cross  paid  on  hospital  bills  approximately  the  sum 
of  $1,500,000,  and  Blue  Shield  paid  on  doctor  bills  the 
sum  of  $1,000,000.  Blue  Shield  is  now  considering  ex- 
tending its  coverage  to  include  care  of  medical  cases. 


•“The  1949  list  is:  Arizona.  Delaware.  Florida.  Maine. 

Montana,  Mississippi.  Nevada.  New  Hampshire.  New  Jer- 
sey. New  Mexico.  North  Dakota,  Rhode  Island,  South 
Dakota.  Washington.  West  Virginia.  Wyoming. 
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pensation  Act,  and  the  Vocational  Rehabilita- 
tion program. 

Nursing 

From  the  training  of  the  first  nurse  on 
record — Deborah^^,  who  was  the  nurse  of  Re- 
becca, wife  of  Isaac,  and  who  died  about  1730 
B.C. — to  the  training  required  of  a nurse 
today  is  a far  cry.  Then  the  standard  re- 
quired was  merely  one  of  subservience  to  a 
superior  intellect  or  to  a superior  social 
status.  Today,  after  a lapse  of  more  than 
3500  years,  the  modern  nurse  has  evolved  to 
the  point  where,  next  to  the  physician,  she 
has  become  the  chief  dispenser  of  health  ser- 
vices. Whether,  under  the  socialistic  and  cog- 
nate pressures  of  the  present  disjointed  times, 
she  can  maintain  her  position  as  a health  ad- 
juvant remains  to  be  seen.  To  our  mind,  the 
present-day  threatened  socialization  of  medi- 
cine, of  nursing,  and  of  hospitals  would  in- 
evitably mean  the  end  of  the  nurse  as  an  ef- 
fective free  agent  for  public  or  private 
health;  she  would  become  a mere  political 
robot,  an  end  seriously  to  be  regretted. 

AVlien,  in  comparison  with  the  ancient  and 
honorable  lineage  of  medicine,  which  stems 
back  at  least  2350  years  to  the  days  of  Hip- 
pocrates^®, (B.  C.  460-370)  one  considers  the 
birth  of  really  modern  nursing  as  being  as 
recent  as  Florence  Nightingale^^,  (1823-1910) 
“the  lady  with  the  lamp”  at  Scutari  in  the 
Crimean  War  of  1854*,  and  then  weighs  the 
accomplishments  since  that  date  of  that  pro- 
fession against  those  of  the  medici,  one  is 
compelled  to  marvel  at  the  rapid  advancement 
of  that  profession.  While  the  physician  pro- 
vides the  rationale  of  treatment  and  invents 
the  techniques  thereof,  it  is  the  nurse  more 
often  than  the  intern,  and  the  intern  more 
often  than  the  attending  physician,  whose 
alarm  in  emergencies,  certainly  in  hosjiital- 
ized  cases,  leads  to  a life-saving  act.  Next 
to  the  cleric  and  the  medieus,  the  nurse  is 
the  third  oldest  professional  on  earth. 

The  first  Act  governing  the  practice  of 
nursing  in  Delaware  was  enacted  in  1909,  and 
was  amended  in  1911,  1921,  1931,  and  1943. 
As  finally  amended,  the  “Board  of  Examiners 
for  Registered  Nurses”  is  composed  of  five 
registered  nurses,  instead  of  two  physicians 

’Florence  Nightingale  established  the  first  training 
school  for  nurses  at  St.  Thomas'  Hospital,  London,  June 
15,  1860. 


and  three  nurses  as  previously.  The  Board 
holds  examinations  twice  a year,  in  June  and 
December,  and  the  pa.ssing  mark  is  70  in 
each  subject.  The  present  members  of  the 
Board  are:  President — Mrs.  Grace  L.  Little, 
Wilmington.  Secretary  — Miss  Margaret  M. 
Butler,  Wilmington ; Miss  Alice  Stevenson, 
Milford;  INliss  Olive  L.  Ilealy,  Wilmington; 
Miss  Mary  M.  Klaes,  Dover.  Executive-Secre- 
tary— Miss  Mary  A.  Moran,*  Wilmington.  To 
register  in  Delaware  a nurse  must  be  21  years 
of  age,  of  good  moral  character,  and  must  have 
completed  at  least  four  years  of  high  school 
education  as  a ])rerequisite.  She  must  be  a 
graduate  of  an  accredited  school  of  nursing 
where  at  least  two  years  of  training,  both  in 
theory  and  practice,  is  given  in  medical,  sur- 
gical, pediatric  and  obstetrical  nursing  and 
their  subdivisions,  after  which  she  must  pass 
the  examination.  Reciprocity  is  granted  to 
registered  nurses  of  other  states  where  the 
standards  are  as  high  as  in  Delaware. 

All  registered  nurses  must  re-register  every 
two  years,  in  the  even  year.  For  1946,  1525 
nurses  re-registered.  There  are  about  650 
nurses  in  the  Delaware  State  Nurses  A.sso- 
ciation.  The  current  officers  of  this  Associa- 
tion are : 

President — Mrs.  Grace  1l  Little,  Wilming- 
ton . 

Vice-President — Mrs.  Anna  M.  Castle,  Wil- 
mington. 

Secretary — IMiss  Elsie  Chetkowska,  Wil- 
mington. 

Treasurer — Miss  IMargaret  Rosen,  Wil- 
mington. 

Executive-Seci'etary — IMrs.  Eleanor  Jester, 
Wilmington. 

There  are  seven  schools  of  nursing*  in  Del- 
aware, which  are  inspected  annually,  accord- 
ing to  law.  The  oldest  school  is  that  of  the 
Memorial  llo.spital,  Wilmington,  organized  in 
1888.  Forty-two  I’egistered  nurses  are  em- 
])loyed,  and  127  students  are  in  the  school. 
This  hospital  has  a hue  nurses’  residence,  with 
the  best  of  class  room  facilities.  The  students 
from  this  school,  as  well  as  from  all  of  the 
schools  of  nursing  in  Delaware,  receive  three 
months  training  in  psychiatry  at  the  Dela- 
ware State  Hospital,  to  comply  with  the  reg- 

•Our  thanks  to  Miss  Mary  A.  Moran  for  the  data 
il947)  in  the  sections  relating  to  the  Delaware  law  and 
the  training  schools.  Miss  Moran  died  January  17.  1950. 
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uhilions  of  the  CuiTieulum  tiuide.  They  also 
gel  4-0  weeks  training  in  contagious  diseases 
at  tlie  Doris  Memorial  unit  of  the  Wilmington 
(leiicral  Hospital,  which  affiliations  are  a part 
of  the  lliree  year  course  required  of  all  Del- 
awai'c  schools  of  nursing. 

'I'lie  Delaware  Hospital  opened  the  second 
school  in  the  state,  organized  in  1897.  Fifty- 
eight  registered  nurses  are  employed,  with 
1154  students,  whicli  includes  the  second  year 
students  from  the  Delaware  State  Hospital, 
and  lho.se  trom  the  Beebe  Hospital,  who  affil- 
iate there  for  a year  for  general  mirsing  sub- 
jects. 

4'lie  Wilmington  (feneral  Hosi)ital  organ- 
ized the  third  school,  in  1910  as  the  School 
of  the  Pliysician's  and  Surgeons  Hospital.  It 
includes  the  Doris  Memorial  Unit  for  Con- 
tagious Diseases,  the  only  one  in  Delaware 
and  which  is  one  of  the  be.st  in  the  countiy, 
•and  the  best  administered  regardless  of 
locale.  l'’orty  registered  nurses  are  employ- 
ed, with  1)2  .students  in  the  school.  In  addi- 
tion. 135  students  from  the  other  schools  of 
nursing  in  the  .state  receive  4-(i  weeks  training 
in  contagious  nursing  during  the  year.  Ar- 
rangements have  been  made  to  build  a large 
addition  to  the  nurses’  home  within  the  en- 
suing year. 

'I'he  Beebe  Hos])ital  opened  the  fourth 
.school  in  1922.  Twenty  registered  nurses  are 
em|)loyed,  and  there  are  28  students,  who 
affiliate  with  the  Delaware  Hospital  for  hve 
months  in  medicine,  with  the  Doris  Memorial 
Hospital  for  one  month  in  contagious  diseases, 
and  with  the  Delaware  State  Hosi)ital  for 
I luce  months  in  p.sychiatry.  A new  nurses’ 
residence,  with  adeciuate  class  room  facilities, 
is  needed  for  this  school. 

4’he  St.  Francis  Hospital  school,  the  fifth, 
was  organized  in  1924.  There  are  14  register- 
ed nurses  and  49  students.  This  school  has 
a very  fine  nur.ses’  residence,  with  excellent 
class  room  facilities  and  recreational  oppor- 
tunities. 

The  IMilford  Memorial  Hospital,  originally 
the  lililford  Emergency  nosi)ital  opened  the 
sixth  school  in  192b.  It  employs  16  registei'- 
ed  nurses,  and  there  are  29  students,  who 
affiliate  at  Ihe  (fallinger  Hospital,  Washing- 
ton, I).  C.  for  six  months  in  medicine,  and 
at  the  Delaware  State  Hos])itaI  for  three 


months  in  ]).sychiatry.  They  need  a new 
nurses  home  at  ])resent. 

The  Delaware  State  Hospital  School  of 
Nursing  was  organized  in  1929  as  the  seventh 
school.  At  least  one-third  of  the  patients 
have  medical  conditions  in  addition  to  their 
mental  diseases.  Eighteen  registered  nurses 
are  eiu])loyed,  and  there  are  16  students  in 
the  school  of  nur.sing,  who  go  to  the  Delaware 
Hospital  for  .second  year  affiliation  in  medi- 
cine, and  to  the  Doris  Memorial  for  six  weeks 
training  in  contagious  di.seases.  In  addition, 
92  nurses  from  other  hospitals  in  the  state 
ai'e  affiliated  for  three  months  training  in 
})sychiatry,  as  required  by  the  Curriculum 
(Juide.  This  hospital  is  now  in  need  of  an 
addition  to  the  nurses’  home. 

All  of  the  nur.ses  training  schools  operated 
in  Delaware  comply  with  the  requirements*' 
of  the  Curriculum  Guide’*,  which  is  the  sine 
(Hid  non  of  accreditation. 


The  economic  ])osition  of  the  niirse  in  Del- 
aware today  is  the  highest  in  history.  There 
is  an  acute  shortage  of  nursing  personnel  for 
both  hospital  supervision  and  private  duty 
nursing,  due  to  the  large  expansion  of  indus- 
trial, institutional  and  ])ublic  health  nursing 
services.  Consecpiently,  those  who  are  now 
available  are  earning  at  peak  cai)acity  and. 
if  their  health  held  out,  could  be  employed 
365  days  at  .$9.00  ]>er  eight  hour  day  in  ])ri- 
vate  duty  work,  or  at  $3285  j)er  annum.  This 
I>eriod  of  prosperity  may  not  last  much  long- 
er. because  the  times  are  increasingly  dis- 
jointed, and  there  is  currently  an  intense 
drive  to  recruit  student  luirses.  Hence,  un- 
less some  unforeseen  factors  arise  there  is  the 
prospect  that  within  the  next  few’  yeare  pro- 
duction will  again  have  caught  up  with  de- 
mand; if  this  country  faces  a depression  there 
may  actually  be  a sur])lus,  in  which  case  the 
economic  position  of  the  nurse  could  revert 
to  something  like  that  of  a decade  ago,  when 
she  worked  an  average  of  120  days  and  earned 
a gross  of  $600  per  year”'.  At  today’s  rates, 
this  .same  degree  of  emi)loyment  woidd  yield 
an  income  of  $1080  per  annum,  a level  pal- 
])ably  too  low  for  today's  needs.  It  now  costs 

•For  many  years  critics  have  charged  that  this  curricu- 
lum is  not  in  tune  with  the  times  and  is  producing  “half- 
baked  doctorettes”  who  are  over-trained  for  bedside  nurs- 
ing and  undertrained  for  administrative  nursing. 
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the  patient  $27.00  a day  if  he  needs  a special 
nurse,  plus  hospital  and  doctors’  bills,  whereas 
his  income  averages  only  $9.00-$10.00  a day, 
so  unless  the  future  produces  a better  solution 
of  the  economics  of  the  nurse-patient  relation- 
ship than  is  evident  today  the  nursing  scheme 
may  undergo  radical  changes.  To  buffer  their 
])osition  the  nurses  may  be  tempted  to  descend 
from  their  professional  status  and  accept  the 
status  of  trade-unionists  (which  many  of  the 
teachers  in  our  public  schools  have  already 
done),  though  be  it  said  to  their  credit  the 
members  of  the  Delaware  State  Nurses  Associ- 
ation in  1948  officially  repudiated  the  idea  and 
reaffirmed  their  intention  to  remain  strictly 
professionals.  We  congratulate  these  nurses 
•on  tlieir  present  high  resolve  not  to  bastardize 
their  profession,  and  on  their  fine  determin- 
ation to  bear  in  mind  that  the  difference  be- 
tween a profession  and  a trade  is  that  the  one 
is  fundamentally  concerned  with  service,  while 
the  other  is  primarily  interested  in  iirofit. 
Theirs  is  a profession — a personal  service  pro- 
fession, like  medicine — and,  being  true  pro- 
fessionals, may  they  always  lieep  it  out  of 
the  sharp  practices  ol:  tlie  market  place! 

Approximately  250  Delaware  nurses  served 
in  the  military  service  during  World  War  IT. 
One  ol;  these.  Second  Lieutenant  Rachel  Han- 
nali  Slieridan,  made  the  su])reme  sacrifice, 
being  killed  while  serving  in  Africa. 

The  daughter  of  ]Mr.  and  Mrs.  Thomas 
Sheridan,  Sr.,  of  IMcAdoo,  Pennsylvania,  near 
Wilkes-Barre,  Lt.  Sheridan  was  born  on  Sep- 
tember 30,  1918.  She  enrolled  at  the  Dela- 
ware State  Hospital  School  of  Nursing  in 
1938  and  was  graduated  in  1941.  Following 
graduation  she  immediately  enlisted  in  the 
Army  Nurse  Corps  and  was  called  to  duty 
in  February,  1942.  She  received  her  basic 
training  at  Camp  Fpton,  New  York,  and  a:lter 
.serving  at  various  other  camps  was  sent  over- 
^>eas  in  January,  1943. 

Lt.  Sheridan  was  killed  on  November  24, 
1943,  while  on  active  duty  with  the  32nd  Sta- 
tion Hospital,  somewhere  in  Algeria.  The  de- 
tails of  the  action  that  resulted  in  her  death 
were  not  made  public  by  the  War  Depart- 
ment. 

Specialism  and  Research 

In  common  with  the  rest  ol  the  country, 
with  the  discovery  about  1885  of  bacteria  and 


fungi  as  the  caii.se  of  many  diseases,  and  the 
advent  of  the  so-called  era  ol  “modern  medi- 
cine,’’ physicians  in  Delaware  began  to  take 
special  interest  in  special  fields.  The  first 
of  these  to  attain  prominence  was  Dr.  Read 
J.  McKay,  of  Wilmington,  who,  by  1890,  be- 
came well-known  throughout  the  state  as  a 
specialist  in  diseases  of  the  eye,  ear,  nose  and 
throat,  and  in  another  decade  acquii'ed  a 
national  reputation.  Incidentally,  the  first 
specialty  to  evolve  nationally  was  ophthal- 
mology. Other  men  soon  became  interested 
in  other  special  fields,  and  over  the  years 
this  trend  increased  gradually.  Within  the 
last  fifteen  years  specialism  here  has  grown 
by  leaps  and  bounds.  The  state  now  has  a 
body  of  able  specialists,  either  ;t'ull  or  i>art 
time,  in  the  following  specialties:  anesthe.sia, 
allergy,  bronchoscopy,  cardiology,  derma- 
tology, diabetes,  diseases  of  the  lungs,  en- 
doctrinology,  gastro-enterology,  gjmecology, 
industrial  medicine,  internal  medicine,  laryn- 
gology, metabolism,  neurology,  neuro-surgery, 
obstetrics,  ophthalmology,  orthopedics, 
otology,  pathology,  pediatrics,  proctology, 
p.sj'chiatry,  public  health,  radiology,  roent- 
genology, surgery,  syphilology,  venerology, 
and  urology. 

The  only  important  specialties  not  found 
here  today  are  plastic  and  cosmetic  surgery, 
and  the  new  medical  field  of  geriatrics,  the 
conditions  peculiar  to  the  aged.  Many  of 
the  specialists  are  Fellows  of  the  American 
College  of  Physicians  or  of  the  American  Col- 
lege of  Surgeons,  etc.,  or  are  Diplomates  of 
the  15  various  American  Boards  which  certify 
specialists.  Some  are  both  Fellows  and  Di])lo- 
mates.  Along  with  this  increase  in  specialism 
has  come  an  increase  in  group  practice. 

Research  of  the  clinical  variety  is  conduct- 
ed constantly  in  most  of  the  hospitals,  and 
the  medical  literature  emanating  from  this 
source  is  a credit  to  Delaware,  both  as  to 
quantity  and  (luality.  Original  research,  clin- 
ical and  laboratory,  is  carried  on  at  the  Al- 
fred I.  duPont  In.stitute,  Wilmington,  at  the 
Franklin  Institute  Biochemical  Research 
Foundation,  at  Newark,  and  at  the  hospitals 
in  Wilmington.  Research  in  industrial  medi- 
cine is  maintained  by  the  medical  depart- 
ments of  the  larger  corporations,  such  as  the 
duPont  Company,  Hercules  Powder  Com- 
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l>any,  etc.  Kesearoli  in  epidemiology  ami 
other  j)hases  of  public  health  is  conducted 
by  the  Boards  of  Health  of  the  State  and  of 
the  City  of  Wilmington.  The  ])ublications  of 
these  various  researches  are  increasing  in 
number  and  importance. 

Various  medical  and  allied  researches  ai’e 
conducted  throughout  the  country  on  grants 
made  by  the  Lalor  Foundation  of  Wilming- 
ton, Playtex  Park  Kesearch  Institute  of 
1 )over,  and  others. 

While  Delawai'e,  with  no  medical  school, 
has  not  yet  acquired  a reputation  as  a medi- 
cal research  center,  hits  of  original  clinical 
and  laboratory  work  ilone  here  and  i)uhlished 
have,  to  an  appreciable  degree,  made  their 
im})rint  on  the  .science  and  literature  of  medi- 
cine. Further,  medical  research  in  this  state 
is  brighter  now  than  at  any  other  time  in  its 
history. 

A 1 ED  1 0 A I , Economics 

The  })iesent-day  economic  situation  of  the 
civilian  ])hysicians  in  the  Delaware  area 
(Middle  East)  is  the  lowest  in  the  United 
States,  the  1947  figures,  which  include  .tl()75 
of  non-professional  income,  being  as  follows: 


( Jross 

Net 

(Middle  East  

. $15,117 

.$  9,347 

New  England  .... 

. 15,2.57 

9,445 

Central  

. 19,241 

11,709 

.Southeast  

. 20,344 

12,315 

Northwest  

. 21,782 

13,346 

Southwest 

. 22,393 

13,880 

h’ar  West  

. 24,200 

14,227 

All  States  

. 18,.500 

11,300 

Under  the  imiietus 

of  World 

War  11  am 

the  post-war  intlation  the  economic  status  of 
the  ])hysician  rose  <S5  per  cent  from  1939  to 
1943,  while  the  national  income  rose  109  })er 
cent.  From  1943  to  1947  the  physician’s  in- 
come I'ose  14  per  cent,  while  the  income  of 
all  gainfully  employed  per.sons  I'ose  32  per 
cent.  The  surveys-"  show  the  professional 
gi’oss  income  of  active  private  idiysieians  to 


have  been  as  follows: 

1 928 

.$  9,329 

1933 

6,500 

1935 

6,139 

1939 

7,365 

1 943 

13,60(i 

B147 

17,476 

Both  the  1943  and  1947  figures  ])lace  the 


physician  in  the  top  3 jier  cent  of  income 
brackets.  The  income  of  salaried  physicians 
was  70  ]>er  cent  of  that  of  the  independent 
{iractitioners.  The  income  according  to  type 
of  practice  was: 

194:5  194: 


GROSS 

NET 

GROSS 

NET 

General  practitioners  ... 

...  $10,747 

$ 6,519 

$15,953 

$ 9,541 

Partial  specialists  

12,633 

7.921 

19,284 

11,545 

Full  specialists  

15,837 

10,367 

22,753 

14,442 

All  physicians  

13,606 

8,688 

17,476 

9,884 

It  is  not  expected  that  this  comparatively 
high  1947  level  will  he  maintained;  one  rather 
looks  for  a return  approximately  to  the  level 


of  1943. 

The  1943  surveys  show  also  that  the  phy- 
sicians had  their  offices,  in  their  homes,  43 
jier  cent;  in  office  buildings,  39  per  cent;  in 
other  buildings,  18  jier  cent.  Employing  a 
.secretary,  56  per  cent;  a nurse,  31  per  cent; 
a technician,  23  per  cent.  The  average  doctor 
saw  25  jiatients  a day,  and  spent  11  hours 
daily  in  practice.  He  also  spent  11  days  on 
vacation,  4 days  at  medical  conventions,  S 
days  in  jiost-graduate  study,  and  19  days  in 
medical  reading. 

We  feel  it  fair  to  say  that  no  group  in 
this  state  has  given  more  to  their  community, 
in  cash  or  in  kind,  than  the  physicians.  The 
average  doctor  here  donates  his  services,  to 
indigent  or  near-indigent  patients,  to  the  ex- 
tent of  .$1500-.i;2()0()  per  annum.  Before  the 
war-boom  days  it  was  st'ldOO  greater. 

Fn  foi'tunatcly,  today  the  ]>rivate  practice 
of  medicine  in  Delaware,  along  with  the  rest 
of  the  country,  is  at  the  cross-roads.  Certain 
political  pres.sure  groiqis,  some  “liberal,” 
some  “pink,"  some  frankly  “red,”'  are  clam- 
oring lor  some  brand  of  “socialized  medi- 
cine," a euphonious  name  for  “iiolitical  medi- 
cine." Born  in  Cermany  (Bismarck,  1875), 
tried  in  many  a foreign  country  and  found 
wanting  according  to  American  medical 
standards,  the  proponents  of  this  compulsory 
sickne.ss  insurance  legislation  would  revamp 
the  jiractice  of  medicine  overnight.  However, 
science  does  not  grow  that  way;  the  history 
of  medicine,  of  chemistry,  of  engineering,  etc., 
proves  that  .science  is  an  evolutionary  ]>rocess. 
What  these  ])olitical  i)ropagandi.sts  want  is 
a revolutionary  process. 

In  this  current  battle,  which  is  not  ])ri- 
marily  a medical  or  scientific  sf niggle  buf  an 
economic  and  polifical  one,  the  people  of  this 
counfiw  musf  decide  which  way  they  want 
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to  go — “right,"’  or  “left;”  for  conservatism, 
or  for  socialism.  The  battle  is  on ; unfortu- 
nately the  first  battle-ground  is  medicine*,  for 
Lenin  said  a generation  ago  that  “Medicine 
is  the  keystone  of  the  Socialist  State.  ’ ’ Should 
the  American  people  lose  this  first  fight  for 
free  enterprise  the  inevitable  end  will  be  the 
demise  of  democracy  as  we  have  known  it  in 
this  coiuitry  and  the  birth  of  a brand  of 
bureaucratic  totalitarianism  the  like  of  which 
we  have  never  known  and  never  wanted,  a 
copy  of  the  stuff  that  in  recent  years  has  bank- 
rupted England,  and  all  of  it  crazed  with  the 
criss-cross  of  the  Kremlin. 

CULTTSM 

Delaware,  still  with  its  archaic  and  ignoble 
but  sometimes  deterring  whipping  post,  and 
with  an  excellent  definition  of  the  practice 
of  medicine  in  its  law,  has  been  singularly 
free  of  medical  cults  and  cultism.  By  way 
of  contrast,  in  California  one-half  of  the  prac- 
titioners of  the  healing  arts  today  are  eultists. 
From  time  to  time  such  nondescripts  as 
naturopaths,  naprapaths,  heliopaths,  oscillo- 
metrists,  neurocalometrists,  mechanothera- 
pists,  speetrochrome  therapists,  viavi  healers, 
etc.,  along  with  an  occasional  cancer  quack 
and  an  itinerant  spectacle  vendor  have  ap- 
peared in  our  midst,  but  their  stay  has  been 
.short  because,  not  being  able  to  qualify  for 
a medical  license,  they  have  been  told  to 
move  on — or  else!  The  court  action  needed 
to  accomplish  this  end  has  been  quite  negli- 
gible. 

Towards  the  end  of  the  19th  century  there, 
appeared  in  this  country  twm  cultist  schools 
destined  to  acquire  a certain  following ; osteo- 
pathy (1892)  and  chii’opractie  (1895),  both 
mainly  based  originally  on  the  untenable 
theory  that  all  disease  is  due  primarily  to 
impingement  of  nerves  as  they  emerge  from 
the  spinal  column.  How  they  thus  proposed 
to  explain  such  diseases  as  cataract  or  brain 
tumor  is  still  a mystery.  Both  began  as  drug- 
less healers,  but  both  are  now  going  through 
a process  of  evolution,  especially  the  former. 

Osteopathy  about  twenty  years  ago  began 
to  shift  its  philosophy  towards  the  right,  to 

*In  1949,  for  the  first  time  in  its  102  year  history,  the 
American  Medical  Association  assessed  its  140,000  members 
($25)  to  combat  socialized  medicine.  Delaware  ranks  sev- 
enth in  the  Union,  90  per  cent  of  its  members  having  paid 
this  voluntary  assessment. 


elevate  the  standards  of  its  schools,  and  in 
more  recent  times  to  teach  some  drug  thera- 
peutics. As  a result  of  these  maneuvers,  in- 
duced mainly  by  the  opposition  of  the  medical 
profession  and  the  competition  of  the  chiro- 
practors, osteopathy  has  been  converting  it- 
self more  and  more  into  something  akin  to 
regular  medicine.  For  this  reason  the  present 
attitude  of  the  medical  profession,  if  it  cannot 
be  called  friendly,  is  distinctly  more  tolerant 
than  it  was  formerly.  If  this  trend  continues 
it  is  reasonable  to  predict  that,  in  time,  osteo- 
pathy will  be  merged  into  or  absorbed  by 
regular  medicine. 

In  Delaware,  on  March  25,  1907,  the  osleo- 
paths  were  legalized  by  an  amendment  to  the 
Medical  Practice  Act,  which  has  been  referred 
to  in  the  section  on  Licensure.  In  recent 
years  most  of  their  applicants  have  passed 
the  Board,  and  it  is  only  fair  to  state  that 
some  of  them  have  shown  real  abilitj":  what 
a pity  that  such  men  did  not  enter  regular 
medical  schools ! 

They  have  a .small  hospital,  opened  in  Wil- 
mington in  November,  1945,  and  are  now  ac- 
quiring a property  in  the  northern  suburbs 
for  a larger  and  more  efficient  plant.  Their 
society,  the  Delaware  State  Osteopathic  As- 
sociation, was  organized  in  1921  and  incor- 
porated in  1941,  and  now  has  20  members. 

For  chiropractic  not  so  much  can  be  said. 
While  it,  too,  is  evolving,  the  rate  of  evolution 
has  'been  much  slower,  and  the  quarrel  be- 
tween the  “straights”  and  the  “mixers” 
more  protracted,  with  the  result  that  com- 
paratively little  improvement  in  their  philos- 
ophy or  their  schools  is  apparent.  The  effect 
of  this  is  that  both  regular  and  osteopath 
disdain  the  “chiro.  ” Their  larger  and  least 
ob.jeetionable  schools  now  include  some  medi- 
cal diagnosis  in  their  curricula,  a beginning 
stej)  towards  regularity,  and  their  pmqiose 
now  seems  to  be  to  turn  out  “drugless  phy- 
sicians,” but  the  gulf  between  medicine  and 
chiropractic  is  so  vast  that  only  a milennium 
could  bridge  it.  AWiat  they  could  not  attain 
by  merit  they  have,  on  occasion,  obtained  by 
money.  They  spent  over  $100,000  in  obtain- 
ing the  1922  amendment  to  the  California 
constitution  legalizing  their  practice^^,  yet  a 
decade  later  Reed‘d  still  found  that  “chiro- 
practors liave  no  proper  place  in  medical 
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care."  They  adopted  a code  of  ethics  in  193G. 

In  1931  a Bill  was  introduced  into  the  Del- 
aware legislature  to  legalize  chiropractic  here, 
which  passed  both  Houses  after,  according 
to  report,  $2000  had  been  i>aid  by  the  chiro- 
practors to  a certain  lobbyist,  a prominent 
local  politician  now  deceased,  to  assure  its 
pa.ssage.  Thanks  to  an  intelligent  and  fear- 
less Governor,  C.  Douglass  Buck,  this  Bill 
was  vetoetl  with  a scathing  message  that  was 
([noted  from  coast  to  coast. 

In  1937  a somewhat  similar  Bill  was  intro- 
duced and  passed  both  llou.ses.  We  do  not 
know  how  much  money,  if  any,  this  Bill  cost 
the  “cMros. ’’  We  do  know  that  the  late 
Governor,  Kichard  C.  ^Mc^Mullen,  a well-mean- 
ing but  mi.sguided  official,  signed  the  Bill  and 
it  became  the  law  on  May  18,  1937.  In  re})ly 
to  our  inteiT-ogation  as  to  why  he  did  .so,  he 
weakly  stated  that  the  chiropractors  were 
here  anyhow  and  might  just  as  well  be  legal- 
ized. and  that  {sic!)  the  i)ublic  should  be 
“safeguarded  from  inefficient  and  improper- 
ly trained  i)ractitioners-’h  ’ ’ 

The  mo.st  unfortunate  result  of  such  legis- 
lation is  that  this  type  of  practitioner  legally 
ac([uii'es  the  .status  of  “doctor,”  and  to  the 
less  di.scerning  of  our  citizenry,  whose  num- 
ber is  considerable,  a doctor  is  a doctor,  and 
they  are  not  able  to  distinguish  between  the 
good  and  the  bad,  or  between  the  .scientifically 
trained  and  the  (piackishly  indoctrinated. 

This  “safe-guarding”  Act  .set  up  a Board 
of  (Jhiro])ractic  Examiners  of  thi*ee,  who  ex- 
amine in  anatomy,  [(hysiology,  chemistry, 
])athology,  bacteriology  and  hygiene,  and 
chiropractic,  the  ]>a.ssing  grade  being  75  in 
each  .subject.  The  members  of  this  Board 
api)arently  are  to  be  commended  for  a strict 
enforcement  of  their  law,  as  evidenced  by  the 
very  few  licenses  they  have  granted. 

The  chiropractors  have  a society,  the  Del- 
awai-e  ('hiroi)ractic  Association,  organized  in 
1920  and  incorporated  in  1937,  which  meets 
(piai-terly  in  Wilmington,  and  has  35  mem- 
bers. 

Resume 

The  following  items,  which  we  believe  to  be 
authentic,  are  i)resented  for  the  first  time : 

1.  Dr.  Janeke,  and  not  Dr.  Stidden,  was  the 
first  doctor  in  Delaware. 

2.  Thej'c  was  a state  society  organized  in 
Delaware  in  1770.  thus  antedating  the  Act 


of  lncori)oration  by  twelve  and  a half  years. 

3.  The  history  of  the  county  societies  has 
been  searched  further  into  the  past,  and  the 
New  Castle  County  IMedical  Society  shown  to 
have  been  an  active  organization  in  1849,  or 
earlier. 

4.  The  history  of  medical  journalism  has 
been  developed  from  its  beginning  in  1798. 

5.  The  medical  statistics  of  the  two  World 
Wars  have  been  assembled. 

().  A new  note  on  the  Tilton  Hospital  has 
been  recorded. 

Conclusion 

Thus  ends  the  story  of  medicine  in  Dela- 
ware, with  its  ups  and  downs,  but  never-the- 
less  a story  of  great  names  and  great  achieve- 
ments. The  ju’ofession  here  today  typifies  the 
best  in  American  medicine.  It  looks  forward 
to  tomorrow  with  confidence  in  its  back- 
ground and  standards,  and  in  its  industry,  in- 
telligence, and  integrity.  So  long  as  the  Del- 
aware doctor  i)osses.ses  these  ([ualities,  and  ac- 
quires the  serenity  which  Osler^  (1849- 
1919)  eulogized  in  his  “ Aequinimitas” 
(1901)  he  can  and  will  look  the  world  in  the 
eye,  the  peer  of  any  man. 
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We  are  quite  certain  this  tabulation  contains  errors — 15%  of  our  members  failed  to  return 
the  very  brief  questionnaire.  Prompt  corrections  m writmg  will  be  appreciated. 


A 

Allergy 

Ob 

Obstetrics 

Adm 

Medical  Administration 

Or 

Orthopedics 

ALR 

Otology,  Lai-yngology,  and  Rhinology 

P 

Psychiatry 

An 

Anesthesia 

Pa 

Pathology 

C 

Cardiology 

Pd 

Pediatrics 

D 

Dermatology 

PH 

Public  Health 

G 

Gynecology 

Pr 

Proctology 

GE 

Gastro-enterology 

R 

Radio-logy 

Hon 

Honorary  Member 

Ret 

Retired- 

I 

Internal  Medicine 

S 

Surgery 

In 

Industrial  Medicine 

T 

Tuberculosis 

N 

Neurology 

U 

Urology 

NS 

Neuro-Surgery 

VA 

Veterans’  Administration 

0 

Opthalmology 

242  — NEW  CASTLE  COUNTY 


Name 

Address 

Specialty 

Tel. 

School 

Licen. 

Joined 

Aikman,  Everett  M. 

Medical  Arts  Bldg. 

Pr 

4-7661 

Indiana,  1918 

1943 

*1943 

Alava,  Petronio 

1400  W.  8th  Street 

S* 

8-1021 

Wash.  U.,  1923 

1925 

1939 

Alden,  John  W.,  Jr. 

Delaware  Hosp. 

R* 

4-5211 

Jeff.,  1942 

1943 

*1948 

Allen,  Barth  M. 

909  Washington  St. 

R* 

8-4025 

Med-Chi.,  1915 

1919 

*1920 

Allen,  Olin  S. 

St.  Petersburg,  Fla. 

C- 

Med-Chi.,  1916 

1917 

1918 

Allen,  Richard  E. 

Memorial  Hosp. 

An" 

5^6321 

Hahn.,  1931 

1947 

*1947 

Anderson,  Lang  W. 

914  Delaware  Ave. 

U* 

8-4564 

Md.,  1918 

1927 

*1928 

Anderson,  Leon  V. 

826  Poplar  St. 

8-4995 

Howard,  1929 

1931 

1948 

Armstrong,  Fred.  F. 

9 West  30th  St. 

In 

2-8187 

Md.,  1917 

1917 

*1918 

Baker,  Thomas  H. 

Elsmere,  Del. 

5-8645 

Jeff.,  1930 

1931 

*1932 

Ballard,  John  W. 

New  Castle,  Del. 

93-2334 

So.  Cal.,  1914 

1932 

1933 

Bancroft,  Charles  M. 

613  Delaware  Ave. 

A* 

2-'i2562 

Jeff.,  19.38 

1939 

*1940 

Banton,  Conwell 

924  French  St. 

T* 

2-1932 

Penn.,  1900 

1901 

1946 

Barnhart,  John  W. 

1005  Jefferson  St. 

I* 

5-5503 

Penn.,  1941 

1946 

*1947 

Barsky,  Joseph  M.,  Jr. 

710  West  St. 

4-7756 

Jeff.,  1947 

1948 

*1949 

Bartoshesky,  Stephan  W. 

830  Spruce  Street 

5-7282 

Jeff.,  1944 

1945 

*1948 

Beatty,  Gerald  A. 

503  Delaware  Ave. 

I* 

8-4356 

Jeff.,  1930 

1931 

*1932 

Beck,  Joseph  R. 

904  Delaware  Ave. 

U* 

8-4347 

Penn.,  1933 

1935 

*1935 

Berlin,  Irving  I. 

700  N.  Jackston  St. 

8-1809 

Jeff.,  1935 

1937 

19.38 

Bird,  W.  Edwin 

North  American  Bldg. 

S* 

2-6512 

Hopkins,  1911 

1913 

*1915 

Bohan,  Edwin  M. 

1521  Delaware  Ave. 

Ob* 

4-3310 

Queens,  1931 

1934 

*1935 

Boines,  George  J. 

413  N.  Broom  St. 

I 

2-6559 

Jeff.,  1929 

1931 

*19.32 

Bowdle,  Frederick  A. 

Medical  Arts  Bldg. 

2-0289 

Hahn.,  1934 

1935 

1936 

Briggs,  Ward  W. 

503  Delaware  Ave. 

I* 

8-4356 

Hopkins,  1936 

1938 

*19.39 

Buckmaster,  H G.,  (Hon) 

400  East  4th  St. 

Ret 

2-4311 

Penn.,  1894 

1894 

*1895 

Bulger,  Thomas  J. 

1501B  N.  Broom  St. 

S* 

4-2877 

Co’mbia,  1936 

1938 

1946 

Burch,  Dana  D. 

1105  Delaware  Ave. 

2-7541 

Temple,  1934 

1936 

*1937 

Burns,  Ira 

912  Jefferson  St. 

R* 

2-5085 

Md.,  1905 

1912 

*1915 

Butler,  James  W. 

2103  Washington  St. 

2-8928 

Penn.,  1920 

1921 

*1922 

Cannon,  Norman  L. 

1208  Delaware  Ave. 

U* 

4-7007 

Penn.,  1937 

1939 

*1941 

Carl,  Harry  A. 

Christiana,  Del. 

93-3459 

Hahn.,  1937 

1938 

*1939 

Casella,  Joseph  V. 

Wilm.  Gen.  Hosp. 

Pa* 

6-2551 

G.  Wash.,  1940 

1948 

*1948 

Casscells,  S.  Ward 

1102  N.  Jackson  St. 

Or* 

6-2092 

Va.,  1939 

1949 

1949 

Charamello,  Italo 

1017  Adams  St. 

5-3123 

Va.,  1940 

1941 

*1942 

Chavin,  Sidney 

812  Washington  St. 

2-2912 

Temple,  1925 

1926 

1927 

Chipman,  I.  Lewis 

Medical  Arts  Bldg. 

D* 

2-6614 

Med-Chi.,  1905 

1905 

1907 

Chrzanowski,  John  A. 

213  N.  Broom  St. 

4-0647 

Hahn.,  1941 

1942 

1949 

Clagett,  A.  Henry,  Jr. 

712  Washington  St. 

C* 

5-3718 

Hahn.,  1936 

19.37 

1938 

Compton,  Arthur  G. 

2204  Delaware  Ave. 

Ret. 

8-1071 

G.  Wash.,  1907 

1945 

1945 

Conrad,  Marjorie  E. 

406  Phila.  Pike 

91-4408 

Hahn.,  1946 

1947 

1948 

Cooper,  Raymond  G. 

Nemours  Bldg. 

In* 

4-5121 

St.  Louis, 1934 

1949 

1949 

Corrin,  Kenneth  M. 

1307  N.  Rodney  St. 

N* 

4-2226 

Jeff.,  1926 

19.38 

*1939 

Crutchley,  Allan  R. 

Middletown,  Del. 

4412 

Georget’n,  19.30 

1933 

*19.35 

Cutler,  Norman  L. 

1300  Harrison  St. 

0* 

9888 

Hopkins,  19.32 

1939 

*1940 

D’Alonzo,  C.  Anthony 

2325  Pennsylvania  Ave.  In 

5-3827 

Va.,  19.37 

19.38 

*1939 
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Address 

Specialt.v 

Tel. 

School  1 

xicen. 

Joined 

Davidson.  Douglas  T. 

Claymont,  Del. 

91-2031 

Penn.,  1913 

1920 

1922 

Davis,  Carl  Henry 

Rodney  Ct.  Apts. 

ObG* 

9927 

Rush,  1907 

1936 

*1936 

Davolos.  Joseph  j. 

1301  Penna.  Ave. 

ALR 

2-1193 

Georget-n,  1935 

1937 

*1938 

DiCecco,  Frank  J. 

1340  Lancaster  Ave. 

8-4542 

Jeff.,  1943 

1944 

1947 

Doering,  John  A. 

Ft.  Meade,  S.  Dak. 

NP- 

Hahn.,  1931 

1946 

1946 

Donoho,  Christopher  R. 

Newark,  Del. 

8311 

Temple,  1942 

1943 

1946 

Dougherty,  Charles  J. 

510  W.  10th  St. 

S* 

4-8550 

Jeff.,  1938 

1940 

*1941 

Dougherty,  G.  L„  (Hon.) 

18051^  Shallcross  Ave. 

2-7338 

Md..  1908 

1909 

1909 

Downes,  John  R„  (Hon.) 

Newark,  Del. 

PH* 

2-1334 

Md..  1904 

1924 

1924 

Duenner,  Roljt.  H. 

Newark,  Del. 

In* 

511 

G.  Wash.,  1910 

1947 

1947 

Durham,  Davis  G. 

Medical  Arts  Bldg. 

O* 

2-0753 

Jeff.,  1943 

1943 

*1948 

Durham,  J.  Richard,  Jr. 

623  Delaware  Ave. 

C* 

2-1215 

Jeff.,  1936 

1937 

*1938 

Ebin,  Judah 

1019  Park  Place 

xNS* 

6-3450 

Co’mbia,  1933 

1949 

1949 

Elbert.  Samuel  G. 

928  French  St. 

7239 

McGill,  1929 

1931 

1948 

Ellegood,  Robt.  E. 

Medical  Arts  Bldg. 

OALR* 

2-4414 

Jeff.,  1906 

1908 

1909 

Ellis,  Walter  W.  (Hon.) 

Delaware  Citv,  Del. 

4538 

Jeff.,  1905 

1905 

*1905 

Fantazier,  Elmer  F. 

1100  N.  Broom  St. 

Pd* 

7556 

Georgefn,  1944 

1947 

*1949 

Farr,  Lee  E. 

Alfred  I.  duPont  Inst. 

Pd* 

5-6386 

Yale,  19.33 

1941 

Feltz,  Thomas  F. 

1908  Washington  St. 

4-8229 

Hahn,  1929 

19.30 

1931 

Fenimore,  Wm.  N. 

1701  Greenhill  A\^e. 

5-3041 

Jeff.,  1921 

1922 

1923 

Fleming,  Allen  J. 

Nemours  Bldg. 

In* 

4-5121 

McGill.  1932 

1948 

*1941 

Flinn,  Irvine  M.,  Jr. 

301  Delaware  Ave. 

Or* 

6-1624 

Hopkins,  1925 

1928 

1929 

Flinn,  Lewis  B. 

503  Delaware  Ave. 

1* 

8-4356 

Hopkins,  1922 

1922 

1923 

Forman,  Mildred  B. 

2812  Market  St. 

7453 

M.  C.  Va.,  1934 

1935 

1936 

Forrest,  Geo.  W.  K.  (Hon.) 

901  Jackson  St. 

P 

9412 

Penn.,  1897 

1897 

1900 

Foulger,  John  H. 

Haskell  Lab.  Ind.  Tox 

In* 

61ol 

Cinci’ni,  1930 

1950 

1940 

Freyhan,  Fritz  A. 

Del.  State  Hosp. 

P* 

8-4366 

Berlin,  1937 

1945 

Garrison,  Geo.  H.  H. 

1007  Park  Place 

ObG* 

6-8421 

Va.,  1937 

1946 

*1947 

Gasper,  Major  Wilson 

Veterans  Hosp. 

VA*(Adm)  93-581 

Mich.,  1927 

1947 

Gaumer,  Herman  E. 

1100  Madison  St. 

2-6144 

Hahn.,  1936 

19.37 

*19.38 

Gay,  Douglas  M. 

St.  Francis  Hosp. 

Pa* 

7331 

Harvard,  1924 

1934 

*1934 

Gehret,  Andrew  M. 

1007  Park  Place 

ObG* 

6-8421 

Jeff.,  1929 

1932 

*1933 

Gehrmann,  Geo.  H. 

Nemours  Bldg. 

In* 

4-5121 

Long.  Is.,  1913 

1926 

*1926 

Gelb,  Jack 

Elsmerc,  Del. 

3-2880 

Jeff.,  1946 

1948 

*1949 

Genthner,  William  M. 

1100  King  St. 

In* 

6-8111 

Long  Is.,  1921 

1942 

1942 

Gerlach,  Lawrence  A. 

Nemours  Bldg. 

In* 

4-5121 

Albanv,  1929 

1947 

1947 

Gilday,  Frank  J. 

1724  N.  Union  St. 

A 

5-4264 

Jeff.,  1944 

1945 

*1949 

Giles,  Junius  A. 

1103  Del.  Ave. 

ObG* 

9821 

Penn.,  1931 

1933 

*1934 

Gluckman,  Albert  G. 

1101  Madison  St. 

2-4847 

Md.,1932 

1933 

1935 

Goleburn,  Maurice 

2312  Market  St. 

8-4684 

Temple,  1943 

1944 

*1947 

Gordon,  Gerald 

Nemours  Bldg. 

P* 

4-5121 

Louisville,  1938 

1945 

*1945 

Gordon.  Gerhart  J. 

Del.  State  Hosp. 

P* 

8-4366 

Berlin,  1930 

1949 

1942 

Gordy,  Philip  D. 

1102  Madison  St. 

NS* 

6-1056 

Mich.,  1943 

1949 

*1949 

Graff,  John  J. 

St.  Francis  Hosp. 

An* 

7331 

Jeff..  1942 

1948 

1948 

Gray,  H.  Wendell 

1101  Pa.  Ave. 

I* 

5-6601 

Hahn..  1925 

1926 

1927 

Gross,  Abram  J. 

817  West  St. 

S* 

2-6711 

Jeff.,  1917 

1917 

*1918 

Gross,  Benjamin  A. 

817  West  St. 

2-6711 

Mich.,  1929 

1930 

*1931 

Gruver,  Arthur  B. 

1809  Washington  St. 

2-5057 

Med-Chi.,  1898 

1933 

*1934 

Handy,  Margaret  I. 

1100  N.  Broom  St. 

Pd* 

7556 

Hopkins,  1916 

1918 

1919 

Harwitz,  Morris 

314  N.  Broom  St. 

9692 

Jeff.,  1926 

1928 

*1929 

Hassler,  Frank  S. 

1201  Delaware  Ave. 

ObG* 

2-8851 

Md.,  1943 

1946 

*1947 

Hayes,  Lloyd  S. 

301  S.  Jackson  St. 

8-1368 

M.  C.  Va.,  1933 

1936 

1937 

Hazzard,  William  R. 

Medical  Arts  Bldg. 

OALR* 

6-8867 

Hahn.,  1936 

1937 

1938 

Heather,  Arthur  J. 

909  Washington  St. 

4-9511 

Temple,  1940 

1941 

*1942 

Heck,  A.  Leon 

822  Washington  St. 

S* 

5-3926 

Penn.,  1919 

1922 

*1922 

Heller,  Rol)erts 

1625  W.  4th  St. 

An* 

5-6672 

Hahn.,  1932 

1933 

1939 

Holzman,  Mark  B. 

1700  Washington  St. 

2-4812 

Med-Chi.,  1904 

1912 

*1913 

Homan,  Frederic  F. 

2501  Washington  St. 

2-7744 

Hahn.,  1935 

1936 

1937 

Hooker,  John  W. 

Memorial  Hosp. 

Pa* 

5-6321 

N.  W.  U.,  1938 

1946 

*1946 

Howard,  John  W. 

Delaware  Hosp. 

Pa* 

4-5121 

Penn.,  19.36 

1945 

*1945 

Hudiburg,  C.  L. 

1007  Park  Place 

ObG* 

4-5814 

Wash.,  1928 

1930 

*1931 

Hynes,  John  F. 

1100  N.  Jackson  St. 

R*(Ca) 

4-1865 

Yale,  1930 

1935 

*1936 

Hynes,  Thomas 

1111  Brandywine  Boul. 

91-4112 

Yale,  1934 

1937 

1941 

Ingram,  Albert  L.,  Jr. 

Medical  Arts  Bldg. 

P* 

5-8238 

Md.,  1942 

1943 

*1949 

.Johnson,  Catherine  P. 

Medical  Arts  Bldg. 

ObG* 

2-8515 

Penn.,  1929 

1933 

1934 

Johnson,  Edgar  X. 

Medical  Arts  Bldg. 

OALR* 

2-7244 

Jeff.,  1942 

1943 

1949 

Johnson,  Wallace  M. 

Newark  Del. 

563 

Mich.,  1922 

1923 

1929 

Jones,  P'rank  A. 

1400  N.  PTanklin  St. 

S* 

4-5083 

Jeff.,  1937 

1941 

1948 

.Jones,  Lawrence  J. 

1010  Delaware  Ave. 

S* 

5-6714 

Penn.,  1916 

1916 

*1917 

Kansak,  Harry  A. 

828  Washington  St. 

2-2573 

Hahn.,  1936 

1937 

1944 

Katzenstein,  Lawrence 

829  Washington  St. 

D* 

5-5071 

Md.,  1932 

1947 

1948 

Kerrigan,  James  W. 

Clavmont,  Del. 

91-4520 

Geoiget’n,  1932 

1933 

1934 

KimJ)le,  Leroy  R. 

Bellefonte,  Del. 

91-6250 

Hahn.,  1942 

1943 

1948 

Kimmick,  John  M. 

Gen.  Motors  Corp. 

In* 

3-8831 

Ind.,  1938 

1946 

1946 

King,  Allen  D. 

Medical  Arts  Bldg. 

D* 

5-2935 

Penn.,  1928 

1932 

*1933 

King,  David  .J. 

Medical  Arts  Bldg. 

Or* 

4-6422 

Toronto,  1939 

1944 

*1945 
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King,  John  F.  W. 

1006  Jefferson  St. 

ObG* 

4-4371 

Jeff.,  1940 

1947 

*1949 

Kraemer,  Wm.  H„  (Hon.) 

duPont  Bldg. 

GE 

2-3311 

Jeff.,  1906 

1908 

*1909 

Krieger,  Edward  M. 

1005  Jefferson  St. 

IC* 

5-5503 

Ohio.,  1936 

1937 

*19.38 

Kullbom,  Kenneth  B. 

1701  Penna.  Ave. 

In 

5-3930 

Hahn.,  1942 

1944 

1947 

Kurland,  Abram  B. 

Newport,  Del. 

3-7408 

Hahn.,  1932 

1933 

M9.34 

Laird,  Eldmund  G. 

501  Delaware  Ave. 

S=:< 

2-2597 

Hopkins,  1931 

1938 

*1939 

LaMotte,  W.  Oscar 

Medical  Arts  Bldg. 

0>:= 

2-6621 

Penn.,  1907 

1914 

*1914 

LaMotte,  William  0.,  Jr. 

Medical  Arts  Bldg. 

O* 

2-6621 

Penn.,  1940 

1942 

1944 

LaRue,  Raymond  T. 

910  Jefferson  St. 

u* 

4-5811 

Temple,  1920 

1921 

1930 

Lattomus,  Winfield  W. 

Delaware  Hospital 

R'= 

4-5211 

Penn.,  1925 

1934 

*1935 

Lawrence,  Charles  T. 

1303  Pennsylvania  Ave 

8-1864 

Jeff.,  1934 

1936 

*1937 

Lee,  Walter  H. 

Middletown,  Del. 

2131 

Penn.,  1936 

1937 

*1938 

Lenderman,  E.  Harvey 

1300  Delaware  Ave. 

S* 

2-0943 

Penn.,  1908 

1912 

*1913 

Lessey,  A.  Gerald 

1213  Gilpin  Ave. 

OALR* 

6-3252 

Jeff.,  1940 

1941 

*1942 

Levy,  Charles 

710  West  St. 

I* 

4-7756 

Jeff.,  1928 

1930 

*1931 

Lewis,  Dorsey  W.,  (Hon.) 

Middletown,  Del. 

2722 

Md.,  1896 

1899 

1899 

Lotz,  A.  King 

Medical  Arts  Bldg. 

2-3125 

Hahn.,  1917 

1917 

1925 

Lowe,  C.  Milton 

Elmhurst,  Del. 

3-7362 

Md.,  1925 

1932 

1933 

Lumley,  Walter  S. 

Elsmere,  Del. 

3-8548 

Temple,  1913 

1918 

1919 

Lynch,  Raymond  A. 

619  Delaware  Ave. 

S* 

2-7013 

Temple,  1920 

1924 

1925 

Lyons,  James  A. 

Claymont,  Del. 

91-5643 

Hahn.,  1943 

1947 

1948 

MacKelcan,  Douglas  L. 

1501  B.  N.  Broom  St. 

4-2877 

Jeff.,  1945 

1948 

1949 

Maguire,  Vincent  deP. 

1208  Delaware  Ave. 

5-9138 

Penn.,  1943 

1944 

1947 

Maroney,  Charles  E. 

Medical  Arts  Bldg. 

u* 

2-1822 

Hahn.,  1928 

1929 

T930 

Maroney,  John  W. 

501  Delaware  Ave. 

Pd* 

2-8910 

Yale,  1930 

1938 

1939 

Maske,  Leslie  I. 

2822  Washington  St. 

4-5980 

Hahn.,  1934 

1936 

1938 

Mayerberg,  Emil  R. 

Medical  Arts  Bldg. 

OALR* 

2-2211 

Jeff.,  1916 

1917 

M918 

McGee,  Lemuel  C. 

Del.  Trust  Bldg. 

In* 

7211 

Rush,  1929 

1942 

•=1940 

McGuire,  H.  Thomas 

New  Castle,  Del. 

93-3452 

Georet’n,  1932 

1933 

M934 

McLane,  Wm.  L. 

Richardson  Pk,  Del. 

2-4018 

Jeff.,  1944 

1945  *1947 

Mencher,  Arthur  A. 

Newark,  Del. 

2-6941 

McGill,  1929 

1931 

1932 

Messick,  Joseph  M. 

Nemours  Bldg. 

In* 

4-5121 

Penn.,  1928 

1933 

=1934 

Miller,  Edgar  R. 

1210  Delaware  Ave. 

I* 

5-3329 

Md.,  1925 

1927 

1928 

Miller,  Elizabeth  B. 

1210  Delaware  Ave. 

I* 

5-3329 

Worn  (Pa.),  ’27 

1928 

1929 

Miller,  Herman  S. 

609  Washington  St. 

U* 

8-4942 

Md.,  1911 

1911 

1912 

Miller,  S.  Thomas 

Wiim.  Gen.  Hosp. 

R* 

6-2551 

Penn.,  1929 

1947 

1950 

Mino,  Robert  A. 

1100  N.  Jackson  St. 

S* 

4-1865 

Yale,  1942 

1946 

1948 

Moore,  Raymond  B. 

1106  Woodlawn  Ave. 

S 

5-6831 

Penn  , 1923 

1924 

1949 

Munson,  C.  Leith 

1005  Jefferson  St. 

s* 

5-5503 

Jeff.,  ■ 1930 

1931 

19.35 

Murray,  Henry  D. 

New  Castle,  Del. 

93-2811 

Jeff.,  1937 

1939 

1947 

Murrav,  Roger  W. 

613  W.  10th  St: 

s 

2-80fi3 

Jeff.,  1925 

1928 

1929 

Nah,  Victor  C. 

301  N.  Van  Buren  St. 

u 

9933 

Md.,  1913 

1914 

1915 

Neuendorf,  Frank  M. 

duPont  Wilm.  Shops 

In* 

4-5121 

Albanv, 1911 

1946 

1946 

Niles,  Jerome  D. 

Middletown,  Del. 

Ob* 

3351 

Med-Chi.,  1909 

1910 

1911 

Nutter,  E.  Hughes 

Newark,  Del. 

3121 

Hahn.,  1935 

1936 

1937 

O’Donnell,  Edward  T. 

1004  Jefferson  St. 

Pd* 

4-0767 

Yale.,  1934 

1937 

1939 

Olivere,  Peter  J. 

613  Delaware  Ave. 

R* 

5-2703 

Georget’n,  1937 

1938 

1940 

Parvis,  Edward  S. 

1103  Penna  Ave. 

9957 

Hahn.,  1929 

1930  * 

1931 

Pawley,  Sigmund  B. 

820  Maryland  Ave. 

2-5633 

Jeff.,  1917 

1917 

1918 

Pearson,  G.  Burton,  (Hon.) 

24  Brandywine  Blvd. 

Ret 

91-2121 

Albany,  1897 

1901 

1909 

Pennington,  Alfred  W. 

Nemours  Bldg. 

In* 

4-5121 

M.  C.  Va.,  1929 

1949 

1949 

Pennington,  Martin  B. 

1003  Park  Place 

2-1422 

Hahn.,  1935 

1936  ’■ 

1940 

Phillips,  Lawrence  D. 

Brandywine  Sanat. 

T* 

3-8893 

Md.,  1919 

1927  * 

1928 

Pierson,  Frank  F. 

1007  Jefferson  St. 

8-4033 

Hahn.,  1891 

1891 

1923 

Pierson,  John  C. 

1400  N.  Franklin  St. 

S* 

4-5083 

Hahn.,  1923 

1924  * 

1925 

Pierson,  W.  Morris 

Medical  Arts  Bldg. 

OALR* 

2-2724 

Hahn.,  1921 

1921 

1925 

Platt,  David 

4th  and  Franklin  Sts. 

4-8024 

Penn.,  1940 

1941 

1942 

Platt,  Ethel  F. 

4th  and  Franklin  Sts. 

4-8024 

Worn  (Pa.),  ’41 

1942 

1943 

Poole,  Gerald  0. 

600  Delaware  Ave. 

OALR* 

5-7174 

Hahn.,  1931 

1932 

1933 

Postles,  Wilbur  E. 

2233  Market  St. 

■ 6-8031 

Hahn.,  1904 

1904 

1923 

Preston,  Daniel  J. 

600  Delaware  Ave. 

S* 

2-5642 

Temple,  1934 

1940 

1941 

Preston,  Willard  F. 

2222  W.  17th  St. 

ObG* 

4-1349 

Georget’n,  1925 

1926  * 

1927 

Rafal,  Harold  S. 

1100  N.  Jackson  St. 

S* 

5-7187 

M.  C.  Va.,  1943 

1947  * 

1948 

Reardon,  William  T. 

207  West  29th  St. 

OALR* 

2-0179 

Md.,  1934 

1936  * 

1937 

Reed,  Howard  L. 

Del.  Trust  Bldg. 

In* 

7211 

Duke,  1936 

1947  * 

1947 

Rennie,  Sylvester  W. 

1201  Delaware  Ave. 

G* 

2-8851 

Penn..  1930 

1934  * 

1935 

Resnick,  Elton  S. 

2118  Washington  St. 

4-3140 

Md.,  1937 

1939 

1940 

Rich,  David 

Wilm.  Manor,  Del. 

93-2674 

Wavne,  1939 

1941 

1948 

Richards,  Charles  F. 

1005  Jefferson  St. 

S* 

5-5503 

Jeff.,  1942 

1943  * 

1949 

Robbins,  John  E. 

203  W.  18th  St. 

4-5000 

Hahn.,  1930 

1931 

1932 

Rovitti,  Francis  P. 

501  Concord  Ave. 

4-2079 

Georget’n,  1938 

1939  * 

1940 

Rovitti,  Peter  A.  M. 

600  Washington  St. 

4-3851 

Balto.  U.,  1902 

1902 

1902 

Russell,  Karl  S. 

Wilm.  Gen.  Hosp. 

An* 

6-2551 

Hahn.,  1937 

1949 

1949 

Russo,  Joseph  R. 

1902  West  4th  St. 

4-0220 

Jeff.,  1924 

1925 

1927 

Ryon,  William  G. 

301  W.  39th  St. 

2-7529 

Temple,  1939 

1940  * 

1941 

Samuel,  Meredith  I.,  (Hon.) 

Dravo  Bldg. 

VA* 

8-5246 

Md.,  1900 

1900 

1903 

r)2 
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Sanders.  R.  Douglas 

Delaware  Hospital 

An* 

4-5211 

Louisville,  1928 

1947 

1947 

Schell,  James  F. 

Veterans  Hosp. 

VA*(S) 

91-581 

Penn.,  1927 

1948 

Seeger,  Allen  H. 

920  Jefferson  St. 

ObG* 

2-7579 

Buffalo,  1942 

1948 

1948 

Selinkoff,  J.  Jesse 

Elsmere,  Del. 

3-3763 

G.  Wash.,  1933 

1935 

*19.36 

Serino.  Giraldo  S. 

1403  W.  9th  St. 

S* 

2-4390 

Jeff.,  1932 

1941 

*1941 

Shands,  Alfred  R.,  Jr. 

Alfred  I.  duPont  Inst. 

Or* 

5-6386 

Va.,  1922 

1937 

1937 

Shapiro.  J.  A. 

North  American  Bldg. 

OALR* 

6-8623 

Jeff.,  1926 

1927 

1928 

Shaw,  Paul  A. 

909  Washington  St. 

R* 

8-4025 

Hahn.,  1928 

1929 

*1930 

Silverman,  William  C. 

Newark,  Del. 

4461 

Buffalo,  1937 

1944 

*1944 

Skura,  Frank  S. 

311  N.  Broom  St. 

9772 

Georget’n  1935 

1936 

1937 

Slovin,  Isadore 

1104  N.  Jackson  St. 

ObG* 

5-3500 

Jeff.,  1939 

1940 

*1942 

Smith,  Alexander 

1904  Washington  St. 

4-6633 

Penn.,  1926 

1928 

*1929 

Smith,  Paul  R. 

2201  Washington  St. 

Ob 

2-1615 

Jeff.,  1907 

1908 

*1909 

Sortman,  Harold  P. 

2718  Washington  St. 

6-8956 

Jeff.,  1936 

1937 

*1938 

Spackman.  James  G. 

Memorial  Hosp. 

S* 

5-6321 

Hahn.,  1912 

1912 

*1923 

Spencer,  F.  Erie 

1101  Delaware  Ave. 

ObG* 

6-8024 

Hahn.,  1915 

1915 

1942 

Springer,  Harold  L. 

1013  Washington  St. 

S* 

5-6032 

Penn.,  1902 

1904 

1904 

Squires,  Millard  F. 

Richardson  Pk.,  Del. 

3-7726 

Md.,  1936 

1937 

*1938 

Stat,  Sidney 

1818  Delaware  Ave. 

4-6006 

Penn.,  1928 

1929 

1930 

Stayton.  Howard  X.,  Jr. 

2011  Baynard  Blvd. 

9550 

Md.,  1940 

1941 

*1942 

Stern,  Oscar  N. 

1103  Delaware  Ave. 

ObG* 

9821 

Penn.,  1932 

1933 

*1934 

Stevens-Young,  Verna 

1009  Park  Place 

ObG* 

4-3162 

Alanitoba,  1925 

1928 

1929 

Stradley,  Shermer  H. 

2008  Baynard  Blvd. 

1 

2-1532 

Hahn.,  1934 

1935 

*1936 

Strange,  Theodore  B. 

1102  N.  Jackson  St. 

Or* 

6-2092 

Va.,  1940 

1949 

1949 

Strikol,  Albert  J. 

621  Delaware  Ave. 

OALR* 

5-2323 

Temple,  1919 

1919 

*1920 

Stroud,  Henry  H. 

1017  Park  Place 

Pd* 

5-2234 

Jeff.,  1939 

1940 

*1947 

Szatkowski,  Eugene  J. 

732  S.  Broom  St. 

4-5507 

Georget’n,  1935 

1936 

*1937 

Tarrant,  Harold  A. 

1315  W.  9th  St. 

5-8747 

P&S(Bost.),  1931 

1932 

*1935 

Tarumianz,  M.  A. 

Del.  State  Hosp. 

NP* 

8-4366 

Berlin,  1910 

1925 

*1925 

Taylor,  Harry 

1833  Lancaster  Ave. 

2-5202 

Temple,  1937 

1938 

*1939 

Thomas,  Roger  B. 

Richardson  Park,  Del. 

2-1322 

Jeff.,  1940 

1941 

*1942 

Tolochko,  Myer  H. 

Dravo  Bldg. 

VA*(Adm)  8-5246 

Pitts.,  1928 

1946 

Tybout,  R.  Ray.,  (Hon.) 

Fernhook,  Del. 

Ret 

8-0782 

Penn.,  1887 

1888 

1888 

Erie,  William  J. 

Elmhurst,  Del. 

3-7414 

Hahn.,  1929 

1930 

*1940 

^■allett,  Brice  S. 

Medical  Arts  Bldg. 

u* 

2-ri88 

Va.,  1918 

1918 

1919 

\'aughan,  Ed.  M.,  (Hon.) 

Middletown,  Del. 

4534 

Jeff.,  1905 

1905 

1905 

Vaughan,  George  W. 

617  Delaware  Ave. 

GE* 

6-8633 

Md.,  1917 

1917 

*1920 

Vincent,  Bayard  R. 

1105  Delaware  Av'e. 

0* 

2-8816 

Temple.  1938 

1939 

1949 

Vitiello,  Anthony  F. 

617  West  St. 

2-4705 

Loyola,  1943 

1944 

*1945 

Voss,  Norwood  W. 

2227  Market  St. 

2-1217 

Md.,  1916 

1918 

*1919 

Wagner,  Charles  E. 

Medical  Arts  Bldg. 

Pd* 

2-7621 

Hopkins,  1918 

1922 

*1923 

Walker,  George  L. 

.506  West  6th  St. 

2-5233 

Hahn.,  1928 

1929 

1941 

Warren,  Robert  0.  Y. 

1403  Delaware  Ave. 

Pd* 

8-5021 

Hopkins,  1929 

1932 

1933 

Washburn,  Victor  D. 

822  Washington  St. 

U 

5-3926 

Atlantic,  1905 

1905 

1924 

Waters,  Charles  M. 

215  N.  Bancroft  Pkwj'. 

8-1710 

Hahn.,  1934 

1935 

*1936 

23  — KENT  COUNTY 


Baker,  John  B. 

Milford 

Pd* 

4821 

Penn. 1930 

1933 

*1933 

Burton,  Benjamin  F. 

Dover 

Pd* 

3715 

Penn.,  1930 

1933 

1935 

Caldwell,  John  R. 

Dover 

3225 

Temple,  1943 

1947 

1948 

Chipman,  Wm.  T. 

Harrington 

374 

Md.,  1912 

1913 

1914 

Comegj's,  Richard  W. 

Clayton 

Smy.  4051 

Md.,  1933 

1934 

*1934 

Everett,  Franklin  R. 

Dover 

5577 

Md.,  1925 

1937 

*1937 

Fooks,  Carleton  C. 

Milford 

4123 

Jeff.,  1927 

1928 

*1929 

Layton,  Robert  R. 

Dover 

S* 

4301 

Jeff.,  1932 

1935 

*1946 

Lazzeri,  John  J. 

Smyrna 

8561 

Temple,  1944 

1947 

*1947 

MacCollum,  I.  J. 

Wyoming 

Bfd.  4631 

Jeff.,  1914 

1914 

*1914 

Marsliall,  Samuel  M.  D. 

Milford 

OALR* 

4897 

Penn.,  1909 

1909 

1909 

Marshall,  William,  Jr. 

Milford 

4122 

Penn.,  1905 

1905 

*1905 

McDaniel,  Joseph  S. 

Dover 

5838 

Jeff.,  1918 

1918 

*1919 

McDaniel,  J.  Stites 

Dover 

5838 

Jeff.,  1939 

1940 

1940 

Mercer,  Eugene  H. 

Dover 

2990 

Hahn.,  1833 

1935 

1936 

Neese,  Harry  G. 

Wyoming 

Bfd.  3151 

Temple,  1944 

1946 

1946 

Prickett,  Clarence  J. 

Smyrna 

Adm* 

5071 

Med-Chi.  1916 

1916 

*1917 

Pritchard,  William  C.,  Jr. 

Smyrna 

6141 

Temple,  1938 

1940 

*1940 

Scull.  Carl  B.,  Jr. 

Dover 

3225 

Penn.,  1928 

1929 

1929 

Smith,  Hewitt  W. 

Harrington 

432 

G.  Wash.,  1932 

1933 

*1934 

Spies,  John  W. 

Salt  Lake  Citjq  Utah 

PH* 

Harvard,  1924 

1947 

1947 

Wilson,  Henry  V’P. 

Dover 

S* 

2623 

Hopkins,  1923 

1927 

1928 

Worden,  Stanley 

Dover 

R 

2812 

Hopkins,  1926 

1928 

1929 

53 
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Elliott,  J.  Roscoe 
Ellis,  W.  Pierce 
Fitchett,  Lawrence  L. 
Fox,  J.  Leland 
Gray,  Catherine  C. 
Hocker,  Ulysses  W. 
Homan,  James  B. 
Hudson,  Floyd  I. 

Hudson,  Virgil  A. 

Hume,  W.  Garrett 
James,  Oliver  A. 

James,  Oliver  V. 

Klingel,  Robert  L. 

Long,  Robert  S. 

Lynch,  John  W. 

Lynch,  S.  Howard 
Manning,  Harrison  M. 
Marine,  David 
Marshall,  William  V. 
Marvil,  James  E. 

Metzler,  Gottfried,  Jr. 
Moyer,  Charles  M. 

Riggin,  Howard  S. 
Schwedenberg,  Theodore 
Smoot,  Aubrey  C. 
Stambaugh,  Ervin  L. 
Thompson,  Maurice  B. 
Tobin,  Thomas  J. 
Tomlinson,  William 
VanValkenburgh,  Geo.  M. 
Waples,  Joseph  B.,  Jr. 
Williams,  Arnold  H. 
Wood,  George  V. 
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42  — SUSSEX  COUNTY 


Address 

Specialty 

Tel. 

School  Liceii. 

’.Joined 

Seaford 

681 

Md.  MC.,  1905 

1923 

1923 

Seaford 

637 

Md.,  1921 

1926 

1926 

Bridgeville 

4125 

Hahn.,  1943 

1949 

1949 

Lewes 

S* 

2211 

Jeff.,  1906 

1906 

*1906 

Lewes 

2211 

Jeff.,  1944 

1945 

*1948 

Lewes 

s* 

2211 

Jeff.,  1913 

1913 

*1914 

Seaford 

In 

3520 

Hahn.  1939 

1940 

1940 

Rehoboth 

OALR 

6951 

Md.  MC.,  1911 

1920 

1946 

Milford 

5014 

JefL,  1937 

1938 

*1940 

Laurel 

S 

545 

Hopkins,  1909 

1912 

1912 

Laurel 

3773 

Jeff.,  1945 

1946 

*1948 

Milford 

4318 

Wise.,  1931 

1933 

*1933 

Seaford 

3204 

Jeff.,  1936 

1938 

*1938 

Bridgeville 

3061 

Worn  (Phil.)  ’25 

1928 

1928 

Lewes 

5861 

Long  Is.  1891 

1891 

*1892 

Milford 

8522 

Hahn.,  1937 

1940 

*1945 

Rehoboth 

PH* 

5951 

Jeff.,  1932 

1933 

*1933 

Millsboro 

2511 

Hahn.,  1932 

1933 

1933 

Selbyville 

3112 

Temple,  1941 

1942 

*1946 

Milford 

S* 

4029 

Hopkins,  1933 

1938 

19.38 

Milford 

S 

4727 

Md.,  1906., 

1906 

*1906 

Rehoboth 

2191 

St.  Louis,  1943 

1947 

*1947 

Frankford 

Rdy.  3391 

Jeff.,  1940 

1941 

*1941 

Seaford 

3345 

Long  Is.,  1935 

1936 

*1936 

Delmar 

7971 

Md.,  1906 

1911 

1911 

Seaford 

535 

Jeff.,  1912 

1912 

1913 

Rehoboth 

2041 

Hopkins,  1905 

1945 

1945 

Rehoboth 

8471 

Jeff.,  1913 

1913 

*1913 

Laurel 

OALR* 

3641 

Jeff.,  1930 

1931 

*1931 

Bridgeville 

5461 

Jeff.,  1928 

1930 

*1930 

Laurel 

3610 

Temple,  1936 

1938 

*1938 

Seaford 

3227 

N.Y.M.C.,  1916 

1939 

1939 

Seaford 

3338 

Berlin,  1902 

1945 

1945 

Georgetown 

2020 

Md.,  1928 

1930 

*1930 

Lewes 

S 

2211 

Jeff.,  1927 

1929 

*1929 

Cristobal,  C.  Z. 

Co’umbia,  1931 

1946 

1946 

Milton 

5582 

Jeff.,  1944 

1944 

*1947 

Seaford 

In* 

3559 

Med-Chi.,  1902 

1903 

*1948 

Georgetown 

296 

Okla.,  1931 

1933 

*1933 

Georgetown 

52 

Va.,  1910 

1910 

*1910 

Laurel 

Pd 

539 

Jeff.,  1930 

1937 

1938 

Millsboro 

3011 

M.C.  Va.,  1915 

1925 

*1925 
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NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 
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R.  O.  Y.  Warren,  President 
\' . 1).  Washburn,  President-elect 
.1.  A.  Giles,  Vice-President 
J.  K.  Duriia.m,  Secretary 
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Councilors  (1952)  : I..  C.  McGee,  J. 
C.  Pierson,  H.  T.  McGuire. 

Delegates  (1950)  : C.  W.  Bancroft, 

N.  L.  Cannon,  I.  L.  Chipman,  J.  A. 
Giles,  A.  L.  Heck,  J.  W.  Hooker,  C.  T. 
Lawrence,  Charles  Levy-,  C.  L.  Munson, 
M.  B.  Pennington,  J.  C.  Pierson,  S.  H. 
Stradley. 

Alternates  (1950):  J.  W.  Barnhart. 
W.  W.  Briggs,  T.  J.  Bulger,  C.  R. 
Donoho,  S.  (1.  Elbert,  Jr.,  F.  A.  Jones, 
W.  O.  LaMotte,  Jr.,  W.  H.  Lee,  J.  W. 
Maroney,  E.  P.  Rovitti,  Alex  Smith, 

H.  P.  Sortman. 

Delegates  (1951):  E.  M.  Bohan,  Ira 
Burns,  A.  D.  King,  K.  G.  Laird,  W.  <). 
LaMotte,  Sr.,  C.  E.  Maroney,  E.  K. 
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W.  L.  McLane,  R.  D.  Sanders,  P.  A. 
Shaw,  H.  H.  Strouii,  H.  A.  Tarrant, 
R.  B.  Thomas. 

MEDICAL  COUNCIL  OF  DELAWARE 
Hon.  Charles  S.  Richards,  President; 
Joseph  S.  McDaniel,  M.  D.,  Secretary; 
Wallace  M.  Johnson. 

BO.YRD  OF  MEDICAL  EXAMINERS 
J.  S.  McDaniel,  President-Secretary; 
Wm.  Marshall,  Assistant  Secretary;  W. 
E.  Bird,  J.  E.  Marvil,  L.  J.  Jones. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  First  Wednesday 
11.  V.  P.  Wilson,  President,  Dover. 
W.  C.  Pritchard,  Vice-President, 
Smyrna. 

R.  R.  L.vyton,  Secret  ary -Treasurer, 
Dover. 

Councilors'.  William  Marshall,  Mil- 

ford : Stanley  Worden,  Dover. 

Delegates'.  1.  J.  MacCollum,  Wy- 

oming, and  H.  V.  P.  Wilson,  Dover. 

Alternates:  J.  S.  McDaniel,  Dover, 

and  H.  W.  Smith,  Harrington. 

DELAWARE  ACADEMY  OF 
MEDICINE 

Open  10  A.M.  to  5 P.M. 

B.  M.  Allen,  M.D.,  President. 

W.  M.  Pierson,  M.l).  First  Vice-Presi- 
dent. 

R.  K.  WlER,  D.D.S.,  Second  Vice- 
President. 

A.  M.  Gehret,  M.D.,  Secretary. 

I.  M.  Elinn,  M.D.,  Treasurer. 

E.  C.  Skyrowatka,  LL.D.,  Librarian. 

DELAWARE  PHARMACEUTICAL 
SOCIETY 

Walter  A.  Schueler,  President,  Wil- 
mington. 

Harry  C.  Helm,  First  Vice-President, 
Dover. 

Earl  Hastings,  Second  Vice-President, 
Selbyville. 

W’alter  E.  Brown,  Third  Vice-Presi- 
dent, Holly  Oak. 

J.  Wallace  Watson,  Secretary,  Edge 
Moor. 

Albert  Dougherty,  Treasurer,  Wil- 
mington. 


SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Second  Thursday 
,T.  E.  Marvil,  President,  Laurel. 

L.  L.  Fitchett,  Vice-President,  Milford. 
T.  ,T.  Tobin,  Secretary-Treasurer, 
Milton. 

Councilors:  J.  W.  Lynch,  Seaford; 
A.  C.  Smoot,  Georgetown. 

Delegates:  Bruce  Barnes,  Seaford: 

D.  L.  Bice,  Seaford ; C.  M.  Moyer, 
Laurel : G.  M.  Van  Valkenburgh, 

Georgetown. 

Alternates:  W.  G.  Hume,  Selbyville; 

R.  L.  Klingel.  Rehoboth:  A.  C.  Smoot, 
Georgetown;  E.  L.  Stambaugh,  Lewes. 

DELAWARE  STATE  DENTAL 
SOCIETY 

Clyde  Cox,  President,  Newark. 
JO.SEPH  Mack,  1st  P.  P.,  Seaford. 

J.  F.  Maguire,  2nd  P.  P.,  WUmington. 
Lewis  Kreshtool,  Secretary,  Wil- 
mington. 

Harry  Kurfirst,  Treasurer,  Wil- 
mington. 

P.  E.  Musselman,  Delegate  A.D.A., 
Newark. 

Clyde  Nelson,  Alternate  A.D.A.,  Mil- 
ford. 

DELAWARE  STATE  BOARD  OF 
HEALTH 

J.  D.  Niles.  M.  D..  Presideyit.  Middle- 
town  ; 1.  J.  MacCollum,  Vice-President. 
Wyoming;  C.  E.  Moore,  D.  D.  S.,  Secre- 
tary. Seaford:  Bruce  Barnes,  M.  D„ 

Seaford;  Mrs.  C.  M.  Dillon.  WUming- 
ton: Mrs.  Alden  Keene,  Middletown, 

R1 ; E.  R.  Mayerberg,  M,  D.,  WUming- 
ton ; Mrs.  N.  W.  Voss,  Wilmington. 
Floyd  I.  Hudson,  51.  D.,  Executire 
Secretary,  Dover. 


That  "You " Look 

Properly  developed,  that  You 
Look  is  always  a new  look 
because  if  there  is  one  qual- 
ity which  does  not  pall  or 
grow  old  it  is  naturalness. 

Look  your  best  with  cosme- 
tics selected  to  suit  your  in- 
dividual requirements  and 
preferences.  Cultivate  that 
"You"  Look. 

and  "Pen^u^e^ 

Are  Distributed  in  Delaware  By : 

META  MITCHELL 

701  West  10th  Street  Phone:  2-2502  Wilmington  16,  Delaware 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

I 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only.  . . . Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 

BRITTINGHAM'S 

PHARMACY 

Medical  Arts  Bidg.  Del.  Trust  Bldg. 


lexible 

/ ^ 

formulas 


with  DEXTRI-MALTOSE 

simple  to  prescribe... simple  to  prepare 


Milk  plus  water  plus  Dextri-Maltose*-^??/)/^?  to  prescribe- 
is  the  mixture  most  widely  used  in  the  flexible  formula  system 
of  infant  feeding.  Dextri-Maltose  has  helped  physicians 
to  build  this  system,  now  recognized  the  world  over. 

Formulas  with  Dextri-Maltose  are  simple  to  prepare. 
Dextri-Maltose  is  easily 
measured,  is  readily 
soluble,  and  can  be  used 
in  any  method  of 
formula  preparation. 


*T.  M.  Reg.  U.  S.  Pat.  Off. 
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A SEGMENT  OF  THE  PROBLEM 
OF  ABNORMAL  DRINKING 

Ch^vrles  J.  Katz,  M.  D.,* 

Delaware  City,  Del. 

In  response  to  increased  tension  and  anx- 
iety, agitation,  retardation,  and  excitement 
are  common  daily  reactions  occurring  in 
“normal”  individuals  who  never  become 
overtly  ill  as  well  as  in  those  who  do.  Humans 
from  time  to  time  develop  a spiral  reaction  in 
which  worry  begets  worry,  and  the  resulting 
increase  in  tension  and  anxiety  revives  doubts 
or  conflicts  over  personal  adequacy  and  in- 
tegrity. The  new  anxieties  thus  stimidated 
and  the  new  doubts  thus  raised  add  to  the 
worried  person’s  insecurity  and  further  ele- 
vate the  intrapsychic  pressure.  There  are 
various  modes  of  intra-  and  extra-personal 
dealing  with  this  augmented  tension  and  anx- 
iety. This  brief  resume  deals  with  the  methods 
used  by  so-called  normals  and  the  “abnormal” 
who,  in  our  culture,  by  means  of  convivial 
company  or  in  solitary  state,  create  or  find 
a stimulating,  exciting,  or/  and  permissive 
environment  in  the  release  afforded  by  alco- 
holic imbibition,  with  its  subsequent  depres- 
sion or  cortical  function.  The  use  of  alcohol,  as 
with  other  compensatory  techniqixes,  usually 
l)ersonally  unwise  or  socially  i^ndesirable, 
must  and  can  be  understood  only  as  the  re- 
sultant, compulsively  repetitive  of  an  earlier 
phase  of  unresolved  conflict  and  intolerable 
strain,  reactivated  in  the  present. 

These  mechanisms  can  be  seen  reproduced 
in  the  laboratory  animal,  using  the  method 
of  Masserman.^  Interest  was  aroused  in  the 
adventitious  unplanned  “experiments  of  daily 
life”  as  they  were  processed  through  the 
available  facilities  in  Illinois  during  the 
period  the  writer  was  employed  by  the  De- 
partment of  Public  Welfare  in  Illinois.  The 
procedure  of  study  attempted  was  to  try  to 
apply  the  Bowman- Jellinek  Classification 

•Assistant  Superintendent,  Governor  Bacon  Health 
Center. 


schedule^  to  an  unselected  group  of  chronic 
alcoholics.  After  more  than  two  years  of  at- 
tempting to  use  this  frame  of  reference  in  a 
general  sort  of  way,  it  was  realized  that  a 
more  intensive  type  of  study  would  have  to 
be  initiated.  An  Alcoholic  Diagnostic  Clinic 
was  set  up;  the  time  encompassed  was  from 
iMarch,  19I8,  through  December,  1948.  Cases 
were  unselected,  as  they  came  before  the  staff 
for  classification  at  the  Kankakee  State  Hos- 
pital. The  criterion  utilized  was  that  the 
subjects  had  been  sent  classified  as  chronic 
alcoholics  to  Psychopathic  Hospital  from  one 
of  the  various  jails  in  and  about  the  metro- 
politan area  of  Chicago.  Others  in  this  group 
had  been  taken  to  Psychopathic  Hospital  on 
the  recommendation  of  one  of  the  legal  au- 
thorities in  Chicago  or  Cook  County,  or  had 
been  sent  by  one  of  the  physicians  in  the 
Chicago  metro})olitan  area.  These  individuals 
comprised  97%  of  the  total  group  of  chronic 
alcoholics  received  at  the  Kankakee  State 
Hospital;  (the  other  3%  had  been  received 
directly  at  Kankakee  State  Hospital).  All 
were  abnormal  drinkers,  and  comprised  a 
total  of  119  females  and  504  males;  there 
were  of  course  repeaters,  but  these  were  culled 
out  and  counted  only  once.  Information  was 
obtained  from  the  patients,  their  relatives, 
the  police,  and  the  social  service  agencies  in- 
volved ; neuropsychiatric  and  psychologic  data 
were  obtained  by  hospital  personnel.  The  diag- 
nostic staff  was  briefed  on  the  Bowman- Jelli- 
nek Scale  and  any  tentative  diagnosis  was  a 
consensus. 

From  the  onset  much  difficulty  was  ex- 
])erienced  in  attempting  to  arrive  at  a satis- 
factory classificatory  evaluation  for  the  fol- 
lowing reasons:  (1)  inadequate  information, 
and  because  of  this  some  eases  had  to  be  dis- 
carded; (2)  disparity  in  the  opinions  of  the 
members  of  the  staff— this  was  unavoidable; 
(3)  the  fact  that  the  substrate  for  the 
Bowman-Jellinek  Scale  was  composed  of  a 
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l)recii)itate  of  recent  philosoi)hical  imbrica- 
tions on  the  medieval  evaluation  of  man,  and 
not  from  facts  observed  and  tested.  To  avoid 
further  such  difficulty,  each  patient  was  eval- 
uated individually,  independently  of  any  pre- 
conceived schedule,  taking  into  account  the 
various  observable  facets  of  his  existence.  The 
material  thus  derived  was  checked  in  part 
against  the  data  available  in  the  U.  S.  Census 
Bureau  lieports  for  the  year  of  1947'^  or  when 
that  was  not  available,  for  1940^.  Other 
sources  were  used  as  were  found  fitting. 

To  relieve  the  busy  practitioner  of  the 
burden  of  reading  dry  and  dull  statistics, 
liberty  will  be  taken  in  ])resenting  only  the 
digest  of  information  derived  therefrom. 

There  was  noted  a preponderance  of  in- 
cidence of  alcoholics  for  the  age  groups  from 
35  to  54  years;  this  skewing  in  the  direction 
of  the  median  age  might  be  considered  as  a 
reflection  of  the  i)ressures  of  living  concomit- 
ant with  increase  in  years  in  our  present  day 
culture.  The  factor  of  reduction  in  tissue 
tolerance  with  advance  in  years  must  be 
considered. 

In  comparison  with  their  incidence  in  cen- 
sus ])opulation  in  the  Chicago  metropolitan 
area  (U.  S.  Census  rei)ort  for  1947),  there  was 
noted  a marked  prei)onderance  of  the  negro 
alcoholics  who  were  sent  to  Kankakee  State 
Hospital.  There  was  sufficient  disparity  to 
})oint  up  the  i)o.ssible  significant  trends,  seen 
elsewhere,  of  the  demoralizing  effect  of  urban 
existence  on  some  components  of  our  pointla- 
tion.  An  inferior  social  status,  a feeling  of  be- 
ing undei'i)rivileged,  inseciirity,  dissatisfac- 
tion, frustration  and  denigration,  may  cause 
more  overt  i)ersonality  disturbance  than  would 
be  demonstrated  in  a sim]>ler  rural  environ- 
ment. 

The  foreign-born  white  alcoholic  was  slight- 
ly less  a i)roblem  proportionately,  than  was 
the  native  born  alcoholic  living  in  the  Chi- 
cago metropolitan  district.  However,  it  was 
noted,  that  the  alcoholic  offspring  of 
foi-eign-boiai  white  parentage  were  extremely 
disproportionate  in  relation  to  their  expected 
ratio  referent  to  a comparable  census  figure. 
Adjustment  is  not  only  a biologic  concept,  it 
is  also  a type  of  relationshii)  between  the  in- 
dividual and  his  society ; there  is  a cultural 
lag  or  distortion  inherent  in  belonging  to  a 


minority  group.  A well-adju.sted  i)ei-son  is  a 
person  who  is  well-adjusted  to  a given  society 
or  subcidture.  When  a i)erson  or  a family 
enters  another  cultural  grouj),  either 
partially  or  completely,  the  (piestion  arises  as 
to  how  well  he  or  they  become  accultured, 
since  each  society  has  created  its  own  definite 
local  cultural  standards,  and  these  decide 
whether  a given  behaviorial  pattern  is  to  be 
recognized  as  normal  or  abnormal.  The  cul- 
tural standards  may  be  a factor  in  the  etiology 
of  abnormal  drinking. 

The  patients  received  at  the  Kankakee 
State  Hospital  were  increa.sed  out  of  propor- 
tion to  their  relation  to  the  census  incidence 
for  the  components  of  Irish,  English,  Scotch 
and  French  derivation.  Little  gross  reason 
can  be  found  which  would  indicate  a specific 
localization  factor  for  abnormal  drinking  in 
any  citizen  group  of  European  stock. 

An  examination  of  the  figures  for  educa- 
fional  attainments  of  the  alcoholic  group  com- 
I>ared  to  those  of  the  general  population 
would  poinf-up  the  fact  that  the  nonalcoholic 
in  general  attains  a higher  educational  level 
than  the  abnormal  drinker. 

When  the  economic-industrial  characteri.s- 
tics  of  the  alcoholic  i)atients  .sent  to  Kankakee 
were  examined  the  patients  were  found  to  be 
preponderantly  unskilled  and  unemployed. 
This  must  be  borne  in  mind  when  the  question 
of  tlieraj)}'  arises  and  a plan  for  extramural 
existence  is  considered.  Were  those  people 
unskilled  and  unemployed  because  they  are 
abnormal  drinkers ; or,  are  they  abnormal 
drinkers  because  they  are  unskilled  and  un- 
employed ? 

The  reproductive  level  of  the  male  and 
female  alcoholics  hospitalized  at  the  State 
Hospital  was  .such  as  to  throw  a serious  doubt 
on  the  claims  for  a genetic  etiology  of 
alcoholism. 

Statistics  referent  to  position  in  the  sibling- 
relationship  and  the  significance  of  the  total 
number  of  children  in  the  family  did  not 
reveal  any  valid  data  from  which  conclusions 
could  be  drawn.  This  is  a nuclear  i)roblem 
still  referent  to  the  interpersonal  factoi-s  alive 
in  each  family  constellation. 

The  figures  for  duration  of  the  alcoholic 
state  indicated  that  the  largest  cluster  was 
found  for  the  period  of  the  15-24  year  group. 
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This  is  of  little  isolated  significance,  except 
that  it  fits  well  into  the  histories  of  long, 
protracted  episodes  of  bio-social  disturbance, 
and  perhaps  improper  and  inadequate 
handling  of  the  alcoholic  by  the  medical 
profession. 

Examination  of  the  records  in  regard  to 
institutionalization  and  incarceration  in  dur- 
ance vile  indicates  that  arrest  and  subsequent 
treatment,  as  if  the  alcoholics  were  criminals, 
does  little  to  assist  in  treatment.  Little  data 
could  be  extracted  which  would  qualify  and 
justify  a strictly  custodial  “dry”  period  as 
being  of  any  real  value  to  either  the  patient 
or  the  society  which  treats  him  so  harshly. 
Hidden  in  a mass  of  statistical  data  are  found 
the  wanderings  from  one  state  to  another ; one 
jail  to  another,  and  one  state  hospital  or  other 
eleemosynary  institution  after  another.  A 
very  small  number — less  than  5%,  had  spent 
any  time  in  a private  facility;  the  state  hos- 
pitals in  Illinois  which  have  borne  the  brunt 
of  the  treatment  offered  were  never  designed 
for  the  care  of  such  people,  but  were,  in  the 
absence  of  any  other  more  adequate  facility, 
the  best  available.  This  must  indicate  a gross 
fumbling  around  in  our  treatment  and  hand- 
ling of  the  “abnormal  drinkers.” 

Voluntary  admissions  to  the  available  fa- 
cilities were  27%  male  and  14%  female; 
(Kankakee  M:1.6%  and  F;3.2%;  Psycho- 
pathic Hospital  M;25.4%  ; F:10.8%).  21.7% 
of  the  males  and  36.7  % of  the  female  alco- 
holics were  arrested  by  the  police  for  being 
drunk  and  disorderly  in  public;  20.4%  of  the 
males  and  17.5%  of  the  females  were  found  by 
the  police  in  a psychotic  state  (D.T.’s,  A.A.H., 
etc.).  18%  of  the  males  were  arrested  by  the 
police  on  complaint  of  the  parents,  siblings 
or  spouse;  19.2%  of  the  females  were  arrested 
by  the  police  on  the  complaint  of  parents, 
siblings,  or  spouse.  4.4%  of  the  male  and 
4.2%  of  the  female  patients  had  been  picked 
up  by  the  police  after  they  had  threatened  or 
attempted  a suicidal  assault.  Significantly 
enough,  only  1.2%  of  the  males  and  0.8% 
of  the  females  had  been  picked  up  for  assault- 
ing or  otherwise  molesting  children.  Only  1% 
of  the  male  and  0%  female  had  attempted 
homicide.  These  facts  should  indicate  that 
the  alcoholics  (at  least  the  ones  received  at 
Kankakee)  did  not  constitute  any  major 


threat  to  society,  but  were  in  the  nature 
rather  of  public  nuisances.  As  such,  tliey 
should  not  be  treated  as  criminals. 

Tlie  marital  status  of  the  alcoholics  ad- 
mitted to  Kankakee,  when  cheeked  against 
the  current  population  report  of  the  Chicago 
metropolitan  district,  for  April  1947,  indi- 
cated that  abnormal  drinkers  tend  to  marry 
less,  and  to  separate  and  to  divorce®  oftener 
than  the  non-alcoholic.  There  is  also  evidence 
to  the  effect  that  the  so-called  single  alcoholic 
female,  and  to  a lesser  extent  the  male,  tend 
to  unite  in  a common-law  arrangement.  As  a 
group,  the  abnormal  drinkers  do  not  achieve 
a proper  marital  status,  nor  do  they  maintain 
adequately  the  marital  state.  It  has  been 
found  in  Cook  County,  (tlie  largest  part  of 
the  Chicago  metropolitan  district)  for  the 
period  of  September  1945  to  April  1947,  there 
were  398  divorces  (5%)  of  a total  of  8,000 
in  which  the  cliief  complaint  was  drunkenness. 
This  seems  a small  percentage ; however,  when 
the  other  factors  of  desertion  (57%)  and 
cruelty  (34%)  were  fragmented,  inebriety 
made  a lieavy  contribution  to  the  whole. 

Death  of  a parent,  one  or  both ; divorce  or 
separation ; conflict  between  parents  initiated 
by  alcoholism  and  brutality  of  the  father; 
exces.sive  strictness  on  the  part  of  the  father, 
were  reported  as  most  significant  in  causation 
of  their  own  inebriety,  by  the  alcoholics 
(luestioned.  However,  these  made  up  so  small 
a group,  compared  with  those  alcoholics  re- 
porting nothing  significant,  as  best  as  they 
could  recall,  that  care  must  be  taken  in  at- 
temiAing  to  point  up  any  one  factor  or  group 
of  causes  as  being  of  specific  importance  in 
the  etiology  of  abnormal  drinking. 

The  factor  of  religion,®  as  exemplified  in 
reduced  church  attendance  and  affiliation, 
was  interesting  in  that  the  religious  aspect  of 
the  problem  drinker’s  life  did  not  seem  to 
be  strongly  entrenched,  and  may  have  con- 
stituted a probable  source  of  weakness.  This 
feature  is  acknowledged  by  A.  A.  in  their 
group  form  of  therapy.  The  lack  of  religion, 
so-called,  may  represent  one  more  facet  in 
the  isolation  characteristic  of  the  abnormal 
drinker. 

Complete  physical  examination  of  the  en- 
tire group  studied,  indicated  that  there  wei’e 
no  special  predilections  or  ]iredispositions  to 
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somatic  disorders  for  alcoholics  who  were 
admitted  to  the  State  Hospital. 

Psi/cholo(/ic  Work-up  (completed  on  90% 
of  the  patients)  a.  Psychometric  tests  were 
based  on  the  AVechsler  Bellevue’  or  the  Illi- 
nois Initial  Tests.*  In  the  group  of  I.Q.  79  or 
less,  the  “norm”  group  equalled  8.9%;  the 
alcoholic  males  G.8%  and  females  14.1%.  In 
the  80-90  I.Q.  group,  the  norm  was  1G%, 
while  the  alcoholic  males  equalled  9.8%  ; fe- 
male alcoholics  22.4%.  In  the  91-110  I.  Q. 
group,  the  norm  was  50%  ; alcoholic  males 
43.4%,  alcoholic  females  42.2%.  In  the  group 
I.Q.  111-119  the  norm  was  IG.0%  ; the  alco- 
holic males  13.4%  and  alcoholic  females 
12.1%.  This  does  not  indicate  any  special 
grouping  of  the  alcoholics  in  a definite  intel- 
lectual level  much  disparate  from  that 
of  the  so-called  “norm”  (at  least  the  per- 
centage difference  was  not  too  significant). 
The  I.Q.  cannot  be  used  as  a criterion  for 
diagno.sis  or  evaluation  of  the  alcoholically 
deviated  individual. 

b.  Special  Psychologic  I’ests.  The  Rorschach 
was  used  in  18%  of  the  total  male  group  and 
30%  of  the  total  female  group  in  those  al- 
coholic jiatients  concerning  whom  the  classifi- 
cation staff  considered  a more  intensive  psy- 
chologic work-up  was  necessary.  Of  these, 
24.5%  of  the  males  and  8.4%  of  the  female 
alcoholics  i)resented  findings  significant  of  a 
severe  neurotic  tendency.  In  33%  of  the  male 
and  33.3%  of  the  female  alcoholics,  there  were 
findings  indicative  of  a sevei’e  undifferen- 
tiated intra-personal  disorganization  not 
otherwise  classifiable.  In  0.5%  male  and 
13.9%.  of  the  female  there  was  noted  evidence 
of  organic  deterioration. 

The  Bender  - Gestalt,  Goldstein  - Scheerer 
Cube,  and  the  Babcock  Deterioration  tests 
were  u.sed  in  the  study  of  18%  of  the  total 
alcoholic  males  and  20%  of  the  total  alcoholic 
females  concerning  wliom  more  data  was  de- 
sired for  elucidation  of  their  problems  and 
I)otentialities.  The  results  indicated  that  in 
this  group,  14%  of  the  male  and  IG.7%  of 
the  females  demonstrated  marked  schizo- 
phrenic trends.  In  14.%  of  the  males  and 
8.3%  of  the  females  definite  neurotic  trends 
were  noted.  In  40%  of  the  male  and  54.2% 
of  the  female  alcoholics  there  were  noted  find- 
ings significant  of  a severe  undifferentiated 


intra-per.sonal  disorganization.  In  35%  of  the 
male  and  20.8%  of  the  female  patients  defi- 
nite evidence  of  pathologic  organic  deterior- 
ation was  noted. 

The  above  findings — admittedly  in  a se- 
lected group — indicate  that  the  term  chronic 
alcoholic  may  cover  a multitude  of  personality 
disorders  and  deviations.  This  label  is  not 
specifically  given,  nor  authorized  in  the  ap- 
proved A.F.A.  nomenclature ; but  is  in  gen- 
eral use  most  elsewhere  save  for  a few  oases 
of  enlightenment ! 

Classification.  A simple  classification  schema, 
evolved  de  jiroprio  motu,  derived  in  part 
from  the  Bowman- Jellinek  Schedule,  from 
the  accepted  A.P.A.  groupings,  and  from  the 
material  available  from  the  various  offshoots 
of  the  so-called  “dynamic”  schools  of  p.sy- 
chiatry,  is  followed.  The  resultant  is  a prag- 
matic frame  of  reference  which  is  not  to  be 
taken  too  seriously  and  refers  only  to  the 
patient  group  surveyed  at  Kankakee  State 
Hospital. 


Classification  Schema 

M%  F% 

a.  Psychopathic  Personality  2.G  3.5 

b.  Stupid  (mental  defective)  3.2  8.4 

c.  Symptomatic: 

1.  Functional 

(a)  Psychotic 

(1)  Schizoid  14.4  15.8 

(2)  Cycloid  (M  & D)  0.6  2.5 

(3)  Paranoid  5.6  10.0 

(b)  Neurotic 

(1)  Primary:  referable  to 

conditional  childhood 
personality  disorders 15.0  28.3 

(2)  Reactive  or  Secondary: 

(socially  conditional, 

“stammtisch”)  44.0  25.7 

2.  Organic: 

(a)  Epileptic  4.4  2.5 

(b)  Structural  Change 

(1)  Undifferentiated  1.6  2.5 

(2)  Lues  (CNS)  1.6  0.8 

(3)  Cerebral  Arteriosclerosis  5.4  0. 

(4)  Senile  1.6  0. 


It  is  to  be  re-emphasized  that  these  figures 
were  derived  from  human  beings  previously 
classified  innumerable  times  by  the  epithet 
chronic  alcoholic.  While  the  preceding  is 
only  another  species  of  name-calling,  yet  it 
does  indicate  that  each  alcoholic  patient  must 
be  carefully  diagnosed  and  evaluated  on  his 
or  her  individual  merits.  If  this  is  not  done 
we  can  be  accused  of  closing  our  eyes  to  the 
painfully  obvious,  and  of  neglecting  our 
duty  as  medical  men.  It  has  been  stated  by 
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Haggard  and  Jellinek*'  that  30%  of  inebriates 
were  found  with  no  personality  abnoi'mality, 
50%  of  the  alcoholics  presented  signs  and 
symptoms  of  major  neuropsyehiatric  dis- 
orders, and  that  20%  presented  sigms  and 
symptoms  of  minor  neuropsychiatric  devia- 
tions including  the  neuroses.  This  writer  has 
never  found  a well-balanced  or  adequately 
integrated  “abnormal  drinker;’’  there  is  in 
the  least  disturbed  of  these  individuals  a 
dysphoria  of  variable  degree  and  duration. 

Discussion.  Rejecting  pseudo-philosophical 
cogitations  and  merycolic  derivations  of  man, 
data  accumulates  pointing  up  the  idea  that 
a pragmatic  evaluation  on  an  objective  factual 
basis  utilizing  all  approaches  and  means  of 
extracting  information  from  every  source  rele- 
vant to  the  individual  chronic  alcoholic  or 
abnormal  drinker  seems  to  be  the  only  method 
whereby  such  a person  can  be  helped.  The 
choice  lies  between  the  authoritarian  versus 
the  laissez-faire  versus  the  biosocial-develop- 
mental  points  of  view. 

In  the  evaluation  of  the  so-called  stupid 
drinker,  must  be  carefully  acknowledged  the 
fact  that  unless  the  concept  of  a reversible 
deterioration  is  kept  in  mind,  and  retesting 
procedures  utilized,  the  initial  toxie-encephal- 
opathic  state  may  lead  inexperienced  workers 
to  a.ssume  that  a greater  or  lesser  degree  of 
mental  deficiency  exists  when  in  reality  such 
is  not  the  case.  Too,  in  cases  of  functional 
mental  deficiency,  diagnoses  may  be  inaccur- 
afe  unless  the  concept  of  such  a pseudo- 
oligophrenic  condition  is  kept  in  mind.  Treat- 
ment and  disposition  are,  in  our  present  state 
of  neurolinguistics,  dependent  on  diagnosis. 

The  psychotic  individual  classified  in  the 
Schizoid  group  may  have  masqueraded  as  an 
alcoholic  habituant  for  years  before  his  ca- 
pacity for  integration  becomes  irrevocably 
dissolved  by  alcohol.  The  number  is  large, 
and  this  has  been  corroborated  by  the  work 
of  Ellerman.^*^  The  experienced  State  Hos- 
pital physician  sees  this  transmutation  often. 

The  cycloid  psychotic  alcoholic  may  evi- 
dence the  stigmata  of  chronic  alcoholism  when, 
in  reality  as  the  result  of  being  in  the  throes 
of  an  excessive  emotional  fluctuation,  he  sat- 
isfies a dimly  felt  need  in  the  dulling  of 
cortical  sensibilities  by  imbibition  of  alcohol. 

The  paranoid  psychotic  whether  male  or 


female  must  be  considered  as  one  touched  to 
the  basic  core  of  his  being  by  the  fancied 
threat  of  partial  or  total  loss  of  the  sexual 
))artner — this  is  either  endogenous  or  possibly 
exogenous  in  origin.  The  alcohol  sought  as  a 
measure  of  relief  merely  touches  off  an  ex- 
l)losive  retaliatory  reaction  w'hich  may  not 
be  alleviated  by  any  means,  not  even  sobriety ! 
►Such  dangerous  individuals  must  be  carefully 
assayed  before  they  are  considered  for  return 
to  the  home  where  they  came.  There  may  be, 
too,  in  some  an  organic  component  in  the  form 
of  a diffuse  hyperplastic  sclerosis  of  the  corti- 
cal vessels.  This  was  seen  in  microscopic 
examination  of  the  brains  of  two  patients 
(aet.  36,  42)  who  expired  during  the  course 
of  an  acute  alcoholicaily  induced  paranoid 
state ; there  was  noted  widening  of  the  peri- 
vascular spaces  and  small  circular  areas  of 
necrobiosis. 

The  neurotic  personality  masquerading  as 
a chronic  alcoholic  or  abnormal  dnnker  is 
only  now  coming  to  be  more  adequately  and 
I)roperly  recognized,  klanson^^  claims  that 
alcoholics,  psychosomatics,  or  psychoneurotics 
are  essentially  composed  of  similar  pei'sonality 
characteristics;  this  is  a basic  similarity,  but 
with  different  modes  of  problem  solution.  He 
found  that  the  chronic  alcoholics  possess  more 
psychoneurotic  and  ])sychosomatie  symptoms 
than  the  non-alcoholics.  Karlan^^  suggests  a 
close  relationship)  between  alcoholism,  p^sycho- 
neurosis,  and  inadecpuate  tension  states.  It 
was  noted  earlier  that  the  overt  features  of 
the  family  constellation  p)resented  to  the  in- 
dividual in  the  home  are  not  impiortant.  As 
suggested  by  Portnoy^®,  it  is  not  the  piartieular 
external  family  configuration  which  is  signifi- 
cant, but  the  internal  meaning  this  has  for 
the  individual  concerned.  He  indicates  that 
the  so-called  neurotic  character  of  the  alcoholic 
mainfests  itself  in  inebriety,  since  the  usual 
p)roteetive  isomorphic  devices  of  the  orthodox 
neurotic  are  inadeipuate  and  the  extra  as- 
sistance derived  from  the  cortical-dulling  ef- 
fect of  alcohol  is  needed.  The  primary  neu- 
rotic  group)  may  be  considered  to  be  comprised 
of  those  in  whom  a personality  disturbance 
was  engendered  in  early  childhood ; this  de- 
fect has  now  beoi  transmuted  by  time  into 
the  neurotic  character  whose  symptomatology 
is  that  of  the  chronic  alcoholic.  The  reactive 
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or  secondary  neurotic  may  be  considered  to 
arise  conditionally  as  a function  of  the  dis- 
organized life  situation  residting  from  the 
alcohol  addiction  or  abnormal  drinking 
rather  than  to  the  presence  of  a specific  under- 
lying psychopathic  structure. 

The  epilei)tic  is  a rather  })uzzling  individ- 
ual. Many  questions  could  be  raised;  i.e.,  are 
those  individuals  subject  to  convulsive  reac- 
tions during  the  coui-se  of,  or  following  an  al- 
coholic debauch  to  be  considered  as  epilei>tic? 
i\Iuch  controlled  study  needs  to  be  done  to 
solve  this  ({uestion.  Greenblatt^^  on  a com- 
parison of  tracings  from  240  control  subjects 
with  those  from  157  cases  of  alcoholism  and 
115  ca.ses  of  idioi)athic  epilepsy  indicates  that 
the  incidence  of  E.E.G.  abnormality  in  pa- 
tients with  chronic  alcoholism  increases  with 
age.  Pei-sons  with  chronic  alcoholism  without 
]),sychosis,  irresi)ective  of  the  duration  of 
drinking,  .show  e.s.sentially  nothing  of  E.E.G. 
significajice.  Chronic  alcoholism  with  psy- 
chosis is  in  general  associated  with  an  inci- 
dence of  E.E.G.  abnormality  which  is  higher 
than  normal.  No  evidence  of  paroxysmal 
dysrhythmia  was  found  in  5 patients  with 
pathologic  intoxication,  although  3 of  the  5 
subjects  had  abnormal  E.E.G. ’s.  The  highest 
incidence  of  E.E.G.  abnormality  was  found 
among  those  with  deterioration  or  Korsakoff’s 
.syndrome.  Yet  a relativel}'  low'  incidence  of 
E.E.G.  abnormality  (17%)  was  found  in  a 
series  of  24  patients  with  “ whiskey- fits ” 
(with  a negative  family  history  and  a neg- 
ative i)ast  history  for  ei)ilepsy  and  with 
seizures  occurring  only  in  association  with 
alcoholism).  On  the  other  hand,  a relatively 
high  incidence  of  E.E.G.  abnormality  (75%) 
w'as  found  in  a large  series  of  patients  with 
idioj)athic  epilei)sy  with  onset  of  seizures  in 
the  same  age  range  as  the  chronic  alcoholics 
with  the  fits.  There  is  then  a need  for  an  in- 
tensive work-u])  of  the  .so-called  epileptic 
alcoholic.  A close  connection  has  been  found 
with  regard  to  the  E.E.G.  and  reversible 
pathology  and  the  level  of  consciousness  by 
EngeP'’  in  work  done  on  subjects  during  acute 
alcoholic  states. 

To  be  noted  all  through  the  fact  and  fancy 
of  this  brief  resume  about  the  chronic  alco- 
holic are  the  threads  of:  (1  ) iwlatum,  either 
in  the  beginning  or  as  the  i-esult  of  drinking — • 


this  is  destructive  and  encompassing  in  its 
effect  on  the  personality;  (2)  destruction  of 
family  unity  in  the  .sense  of  its  implications 
for  developmental  mental  hygiene;  (3)  eco- 
nomic loss  due  to  forced  lay-offs  and  absen- 
teeism in  industry,  and  to  the  cost  of  main- 
taining courts  and  hospitals. 

Conclusions.  A label,  a tag,  a name,  or  a 
number  is  not  needed  nor  is  it  important; 
instead,  an  approach  which  is  both  implicitly 
and  explicitly  biosocially  ])ragmatic  is  re- 
(piired.  It  has  to  be  one  which  will  attempt 
honestly  to  estimate  i)ersonality  factors  oper- 
ative, subject  these  to  valid  testing  and  to 
objective  a])praisal.  In  this  loose  yet  inclusive 
frame  of  reference  it  will  be  demonstrated 
that  the  features  of  the  developmental  accul- 
turation j)rocess  are  eciuivalent  with  the  so- 
called  con.stitutional  and  intra -personal  ex- 
I>eriential  facets  of  living. 

The  remedy: 

1.  A. A.  g^roup  therapj'. 

2.  Intra-{)ersonal  anl  interpersonal  psychother- 
apy hy  any  available  discipline  available  to 
any  Neuropsychiatrist. 

3.  Medical: 

a)  Conditioned-reflex  therapy. 

b)  Special  chemicals — antabuse,  adrenal  cor- 
tical extract,  vitamins,  insulin,  etc. 

c)  General  somatic  care  as  needed. 

4.  So-called  non-medical,  non-psychiatric  treat- 
ment. 

a)  Psychologic  counselling  and  remedial 
work. 

b)  Ecclesiastical  approachis  including  the 
“saw'dust  trail”.  This  may  help  the  alco- 
holic toward  an  increasing  tolerance  of 
himself  and  others  and  promote  matura- 
tion of  the  personality.  Anything  which 
can  strike  to  the  so-called  ’’soul”  and  pro- 
duce an  emotional  storm  and  cognitive 
reintegration. 

5.  If  all  of  the  above  are  unavailing,  then  the 
chronic  alcoholic  must  be  kept  in  a restricted 
environment  wherein  he  may  be  permitted 
as  much  personality  expression  as  seems 
fitting  and  appropriate,  but  from  w’hich  he 
may  not  be  discharged  for  as  long  as  seems 
necessary  on  an  indeterminate  basis.  It  will 
be  seen  then,  that  the  ajiproach  to  the  under- 
standing of.  and  the  treatment  for  the  ab- 
normal drinker  must  proceed  slowly,  thor- 
oughly, and  not  by  saltatory  excursions  into 
uncontrolled,  affectively  oriented,  ratioci- 
nations. 


The  Alcoholic  Rehabilitation  Division  of 
the  Governor  Bacon  Health  Center  is  dedi- 
cated to  the  care  of  the  alcoholic  without 
])syehosis.  This  individual  is  considered  as  a 
|)atient  who  is  ill  ami  in  need  of  help  from 
the  medical  profession  rather  than  a social 
outcast  or/  and  criminal.  The  department 
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1‘ormally  opened  on  December  1,  1948.  Since 
that  time  129  first  admissions,  abnormal 
drinkers,  have  been  processed  through  the 
available  facilities. 

Presently  every  alcoholic  admitted  is  taken 
to  the  Acute  Treatment  Service  where  he  is 
examined  physically,  given  the  benefit  of  a 
neurologic  survey  and  subjected  to  clinical 
laboratory  procedures  to  determine  his  psycho- 
biologic assets  and  liabilities.  Massive  doses 
of  vitamins,  insulin,  oxygen  as  needed,  tol- 
serol,  etc.,  are  given  in  order  to  repair  dam- 
!i.ge  and  to  restore  the  inebriate  to  an  adecjuate 
physical  state  as  rapidly  as  possible.  When 
all  has  been  done  on  a purely  medical  basis 
that  can  be  done,  the  patient  is  transferred 
to  another  section,  the  Continued  Treatment 
Service  at  Robin  Building.  Here  he  is  ob- 
served, counselled,  exposed  to  twice  weekly 
meetings  with  A. A.  visitors  from  the  state 
groups,  and  placed  on  a regime  of  industrial 
therapy ; regular,  scientifically  designed  meals 
are  offered ; he  is  encouraged  to  sleep  at  least 
eight  hours  and  to  avail  himself  of  the  recre- 
ational facilities  on  the  grounds.  During  his 
stay  at  Robin,  the  alcoholic  patient  is  subject 
to  an  intensive  neuropsycliiatric  and  psycho- 
logic series  of  examinations  which  culminate 
in  a diagnostic  staff  clinic  with  the  medical 
director,  staff  psychiatrists,  psychologists,  and 
others,  including  responsible  members  of  A.A. 
Here  the  patient  is  evaluated  in  regard  to  a 
diagnosis,  prognosis,  and  further  treatment. 

The  alcoholic  patient  is  considered  prag- 
matically in  regard  to  long  and  short  term 
care.  A simple,  realistic  program  of  rehabil- 
itation and  reeducation  is  oriented  around  his 
needs.  Other  state  agencies  are  called  upon 
for  assistance  as  the  need  may  establish  it- 
self. Psychiatric  counsel  is  available  daily  to 
all  patients.  They  are  encouraged  to  seek  out 
the  psychiatrist  rather  than  to  be  forced  or 
coerced  into  treatment.  Those  who  seem  lui- 
willing  or  fearful  are  approached  obliquely 
and  painlessly. 

Results  to  date  in  a general  way  are  en- 
couraging, though  there  have  beeii  failures 
and  discouraging  events  take  place ; this  is 
not  an  uncommon  occurrence,  as  those  who 
work  with  the  alcoholics  have  found.  It  has 
been  determined  that  the  type  of  patient,  the 
])hysical,  psychological,  social,  economic,  and 


familial  dislocation  of  the  Delawarean  alco- 
holic are  similar  to  that  presented  by  male 
and  female  problem  drinkers  studied  in  Illi- 
nois and  outlined  earlier. 

Plans  for  the  future  are  directed  toward  a 
more  adequate  and  encompassing  program: 

a.  Intensive  use  of  special  therapies  such 
as  Analeptics,  Antabuse,  Endocrines  when 
adequate  personnel  have  been  trained  in  the 
use  of  these  and  their  place  in  the  therapy  for 
the  alcoholic. 

b.  A diagnostic  and  outpatient  treatment 
clinic  where  psychiatric  help  with  follow-up 
and  continuation  care  on  an  extra-mural 
basis  can  be  given. 

c.  The  Information  Seiwice  Bureau,  pres- 
ently operating  on  a minimal  basis,  will  be 
implemented.  This  will  be  a focal  point  for 
dissemination  of  practical  information  and 
guidance  on  matters  pertaining  to  alcoholism, 
both  individual  and  general  on  a medical 
basis.  This  information  service  is  operated 
now  in  collaboration  with  the  various  local 
A.A.  groups  throughout  Delaware. 

d.  A Training  Depot  for  physicians,  psy- 
chologists, sociologists,  social  workers,  edu- 
cators and  industrialists  is  available  for  those 
who  wish  to  study  the  problem  drinker  in  the 
milieu  offered  at  the  Center.  This  can  be 
done  on  the  basis  of  the  experience  presently 
available,  the  knowledge  already  gained  at 
the  Center  in  regard  to  this  socio-biologic 
I)roblem,  and  the  abundantly  available 
clientele. 

It  has  been  found  here,  as  elsewhere 
throughout  the  United  States,  that  any  pro- 
gram purporting  to  help,  aid,  assist,  succor, 
or  in  any  way  alleviate  the  difficulties  to 
which  the  alcoholic  is  heir,  must  take  into 
consideration  the  men  and  women  who  make 
up  A.A.  The  staff  has  found  that  without 
the  help  of  the  A.A.  groups  really  significant 
work  with  the  alcoholic  is  not  possible.  As  a 
reqiiirement  for  admission,  it  is  requested 
that  the  i>rospective  alcoholic  patients  have 
an  A.A.  s])onsor,  if  such  can  be  obtained. 
During  his  stay  at  the  Center  the  patient  is 
encouraged  to  contact  a reliable  member  of 
A.A.  for  hel]i ; to  this  end  there  are  fi’equent 
visits  by  A.A.  on  other  days  than  the  reg- 
ularly scheduled  bi-weekly  meetings. 

Finally,  when  the  time  comes  for  departure 
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from  the  Center,  the  patient  is  discharged  on 
an  approved  basis  only  when  the  psychiatrist, 
A. A.  sponsor  and  patient  are  in  relative 
agreement  that  the  patient  is  ready  for  an 
attempt  at  extramural  adjustment.  The  rea- 
son for  this  is  obvious  in  that  the  Center 
attempts  to  prepare  for  his  departure  before 
the  patient  is  admitted.  Practical  experience 
indicates  that  an  alcoholic  patient  must  not  be 
thrust  out  into  what  may  seem  to  him  to  be 
a relatively  hostile  society  (nor  permitted  to 
vegetate  in  the  Center)  without  empathetic 
assistance  from  others  who  have  had  a similar 
erlebnis.  The  A. A.  groups  and  individuals 
function  this  way  in  a fashion  analogous  to 
social  seiwice  organizations  which  provide  for 
and  assist  in  follow-up  and  continuation  care. 
With  the  help  of  A. A.,  the  relatives  are  en- 
couraged and  given  an  insight  into  the  needs 
of  the  alcoholic  patient  as  they  relate  to  his 
intra-familial  and  extra-familial  orientations. 
The  staff  of  the  Governor  Bacon  Health  Center 
make  a concentrated  attempt  to  help  the  al- 
coholic, his  family,  and  others  involved  be- 
come aware  of  the  significance  of  alcoholic 
behavior  and  what  may  be  done  about  this 
over/  under-defined  problem. 
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MYASTHENIA  GRAVIS 
A Review  of  Etiologic  Possibilities 

George  J.  Boines,  M.  D.,* 

AND 

Ignace  j.  Krchma,  B.  S.,  ** 
Wilmington,  Del. 

This  memorandum  is  an  attempt  to  sum- 
marize and  correlate  the  various  lines  of  pub- 
lished information  bearing  on  the  problem  of 
mya.sthenia  gravis.  This  will  be  limited  pri- 
marily to  discussion  of  factors  that  may  relate 
to  etiology,  since  symptomatology  and  treat- 
ment have  been  extensively  treated  else- 
where.^"*^ 

Defect  in  Size  and  Number  of 
]\IoTOR  End  Plates 

Myasthenia  gravis  is  probably  a pi’oblem  of 
motor  end  plates.**  The  extensive  histopatho- 
logic studies  of  Carey’^  provide  fundamental 
information  which  seems  applicable.  These 
studies  suggest  that  motor  end  plates  are  not 
fixed  anatomical  entities  but  are  constituted 
on  an  expendable  base.  Stimulation,  shock, 
exhaustion,  etc.,  result  in  gross  changes  in 
area  of  these  units.  We  infer  that  imder  nor- 
mal conditions  of  physical  activity  these  units 
change  rapidly  in  size — ^being  expanded  at 
the  peak  of  physical  activity  and  retracted 
under  conditions  of  fatigue. 

While  Carey  reports  no  studies  directly  on 
myasthenic  subjects,  his  investigation®  of  the 
action  of  prostigmine,  curare,  acetylcholine, 
and  quinine  throw  light  on  the  problem.  The 
following  tabulation  .shows  that  prostigmine 
expands,  while  curare  with  quinine  decreases 
the  area  of  motor  end  plates. 

Mean  Dimensions  of  1,000  Motor  End 

Plates,  Bicep  Femoris  IMuscle  of  Cha- 
meleons, Under  Various  Conditions 

Treated  With  Treated  With 
Normal  Prostigmine  Curare  Plus 
Quinine 

Length  microns  87.(1  110.5  49.5 

Width  microns  32.9  54.6  25.4 

The  result  from  jirostigmine  administered 
to  the  myasthenic  is  explained  if  we  assume 
deficiency  in  size  and  number  of  end  iilates  to 
the  degree  that  .some  of  the  muscle  fibeiN  lack 
normal  neural  connection.  The  exjian.sive  ac- 
tion of  pro.stigmine  as  shown  in  the  above 

•Attending  chief  in  communicable  diseases  at  Doris 
Memorial  unit  of  Wilmington  General  Hospital  and  St. 
Francis  Hospital. 

••Research  Chemist. 
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table  would  then  readily  account  for  the 
dramatic  improvement,  and  the  convei’se  ac- 
tion of  curare  and  quinine  would  similarly 
explain  the  opposite  response  to  these  drugs. 
We  may  suggest  as  a hypothesis  that  in  the 
myasthenic  subject  the  motor  end  plate  area 
is  decreased  to  a value  near  the  threshold 
limit. 

This  relatively  simple  postulate  can  explain 
also  the  phenomenon  of  “facilitation.”®  The 
second  of  two  stimuli  timed,  say  20  milli- 
seconds apart,  would  carry  the  nerve  impulse 
more  readily  than  the  initial  impulse  due  to 
expansion  of  the  motor  end  plate  re.sulting 
from  the  initial  stimulus. 

Acetylcholine  and  The  Motor  End  Plates 
The  cause  for  the  deficiency  in  end  plate 
ai’ea  in  the  case  of  the  myasthenic  seems  to 
be  related  to  capacity  for  synthesizing  acetyl- 
choline. Torda  and  Wolff have  conducted 
biochemical  in  vitro  studies  which  indicate 
deficiency  for  acetylcholine  synthesis  in  pres- 
ence of  serum  or  spinal  fluid  from  myasthenic 
subjects.  These  studies  while  so  far  uncon- 
firmed by  other  workers,  appear  quite  inter- 
esting. The  following  tabulation  summarizes 
the  results; 

AVERAGES 

Sixty-four  Nine  Myasthenia 
Control  Subjects  Gravis  Subjects 
Acetylcholine  synthesized 
in  presence  of  serum 
4 hours  at  38°  C.  gam- 
ma/ 100  mg.  frog  brain  1.45  .84 

Twenty-five 

Controls  Three  M.  G. 

Same  for  spinal  fluid  ....  2.11  1.29 

Selected  from  the  reports  by  Torda  and 
Wolff,  we  find  also  the  following  data^^  show- 
ing effect  of  muscular  fatigue  on  acetyeholine 
synthesis  both  for  normal  and  myasthenic 
subjects. 

Normal  Sera  Myasthenia  Gravis 
Average  of  Sera  - Average  of 
12  Subjects  Five  Subjects 

Resting  After  Resting  After 
Fatigue  Fatigue 

Acetylcholine  synthe- 
sized in  % of 
healthy  control 

serum  110(std.)  60  73  58 

Fatigue  in  the  normal  subject,  therefore, 
seems  associated  with  decreased  capacity  to 
simthesize  acetylcholine,  and  by  this  criterion 
the  myasthenic  is  characteristically  in  a state 
approaching  continuous  fatigue. 


Kegarding  relation  of  motor  end  plates  to 
acetylcholine,  Carey*  states  as  follows:  “The 
experimental  variation  in  the  quantity  of  the 
granules  in  the  sole  plate  of  Kuhne  is  the 
structural  expression  of  the  differential  phases 
in  the  secretion  of  the  chemical  substances, 
possibly  acetylcholine,  from  the  terminal  ax- 
ons of  the  motor  end  plates.”  It  is  possible 
that  the  motor  end  plates  may  be  constituted 
on  an  expendable  aeetylcholuie  foundation. 
Under  conditions  of  physical  exliaustion,  the 
system  has  exhausted  ite  acetylcholine  and 
synthesis  is  also  at  subnormal  rate.  We  may 
guess  that  the  end  plates  then  have  small 
potential  for  expansion  on  stimulation  and  we 
have  the  familiar  characteristics  of  fatigue. 
In  the  case  of  the  myasthenic,  a generalized 
acetylcholine  deficiency  would  similarly  lead 
to  decrease  of  end  plate  area  and  we  have  a 
condition  of  fatigue  or  near  fatigue  even  be- 
fore physical  activity. 

Acetyt>choline  Biochemistry 

The  hydrolysis  of  acetylcholine  with  the  as- 
sistance of  cholinesterase  is  well  known,  but 
it  has  been  fairly  recently  determined  that 
acetylcholine  may  be  inactivated  by  another 
mechanism^*  which  deserves  separate  dis- 
cussion. It  has  been  shown  that  in  non- 
fatigued  muscle,  the  acetylcholine  is  returned 
directly  to  a precursor  form  with  the  aid  of 
energy-yielding  organic  phosphates.  Hydrol- 
ysis takes  place  only  under  conditions  of 
fatigue  when  dephosphorylation  energy  is  in 
poor  supply.  Cholinesterase  hydrolysis  seems, 
therefore,  a relatively  slower  process  and  an 
emergency  provision  in  muscle  for  periods 
when  insufficient  energy  is  available. 

We  may  indicate  a iiortion  of  the  acetyl- 
choline cycle  by  the  following  designations : 


(Action  (Choline- 

Current)  esterase) 


Precursor  ^ 

A 

(Energy  + ?) 


.Acetyl- 

choline 


.Decomposition 
Products 


t 


(Energy,  enzymes,  etc.) 


It  should  be  made  clear  at  this  point  that 
the  sequence  of  events  in  the  acetylcholine 
cycle  is  not  uniform  throughout  the  system. 
For  example,  it  has  been  found  that  cholin- 
esterase participation  is  much  more  extensive 
in  action  of  heart  muscle  than  is  the  ease  for 
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skeletal  nuiscle^'^  Also,  it  has  been  shown 
that  ACh  precnrsor  deficieney  leads  to  im- 
pairment of  oxidative  metabolism  of  muscle^^. 
It  is  evident,  therefore,  that  the  ynodus  oper- 
(indi  of  acetylcholine  varies  with  the  structure 
and  further  that  its  function  is  not  limited 
to  nerve  impulse  transmission.  These  com- 
I)lexites  must  be  borne  in  mind  when  consid- 
erinjr  problems  involvino'  acetylcholine. 

We  should  visualize  the  two-step  reaction 
above  in  the  nature  of  a dynamic  C(iuilibrium 
following  mass  action  lines  typical  of  any 
chemical  reaction.  All  the  various  enzymes, 
metabolites,  hormones,  etc.,  are  acting  simul- 
tarieoiisly  and  impartially  (except,  of  course, 
at  the  moment  of  nerve  impulse  transmLssion) . 
The  overall  reaction — that  is,  whether  toward 
pi-ecui-sor  or  to  inactive  decomposition  pro- 
ducts, is  normally  determined  by  the  avail- 
ability of  energy.  Cholinestei’ase  dominates 
under  conditions  of  fatigue ; restoration  of 
])recusor  occurs  during  period  of  rest. 

It  should  be  recognized,  of  coiirse,  that 
body  tis.sue  re])resents  a heterogeneous  com- 
ponent in  the  system  and  ])articipation  in  an 
e(iuilibrium  then  ])re.sents  a considerably  dif- 
t'ei-ent  situation  from  that  obtained  in  a hom- 
ogeneous .sy.stem.  The  known  extreme  la- 
bility  of  precursor  suggests  that  there  is  a 
more  or  less  continuous  exchange  of  acetyl- 
choline between  ti.ssue  and  .surrounding  fluids 
and  the  term  “etpiilibrium”  is  applicable. 
This  could  explain  the  “curare-like”  effect 
re{)orted  by  Walker^'',  Torda  and  Wolff,  and 
others’'’’"^*  for  serum  from  working  arm.  In- 
hibition of  acetylcholine  synthesis  in  body 
fluids  from  whafever  cause  could,  by  fhis 
reasoning,  resulf  in  a “curarelike”  effect — 
that  is,  a decrease  in  transmission  of  the 
nerve  impulse. 

This  indication  has  indeed  been  .supported 
by  experiments^’  in  which  a series  of  twelve 
compounds  with  known  influence  on  the 
acetylcholine  synthesizing  reaction  were  ap- 
j)lied  to  a special  frog  i)re])aration  for  obser- 
vation of  effect  on  myoneural  transmission. 

striking  pai-allelism  was  reported. 

Hefkct  of  Anti-Cholinesterases 

The  literature  reports  on  idiyso.stigmine, 
prostigmine,  tetraethyl])yrophos])hate,  and  di- 
i.sopro])ylfluorophosphate  (DFP)  in  treatment 
of  Jl.C.  While  these  agents  have  varying 


degrees  of  effectiveness,  it  nevertheless  ap- 
pears that  all  have  a pronounced  capacity  to 
improve  muscle  strength.  Indeed,  these  known 
cholinesterase  inhibitors  appear  to  be  in  a 
class  by  themselves  as  compared  with  other 
type  drugs ; i.e.,  ephedrine,  adrenaline,  guana- 
dine,  KCL,  etc.  These  observations  ver\' 
strongly  support  the  general  hypothesis  that 
acetylcholine  supply  is  inadequate  at  certain 
points  in  the  myasthenic  condition. 

The  situation  is  to  some  degree  confused 
by  the  fact  that  DFP  is  much  less  useful  than 
prostigmine  in  relief  of  symptoms  of  M.G., 
but  is  known  to  decrease  plasma  esterase  lev- 
els much  more  completely^^.  However,  we 
have  substantial  clarification  from  recent  evi- 
dence that  DFP  acts  selectively  on  the  so- 
called  “pseudocholinesterase”  and  inhibits 
“true”  cholinesterase  only  at  relatively  high 
concenti’ations^*.  The  measurements  of  esterase 
in  blood  in  connection  with  the  studies  of 
DFP  in  IM.G.  did  not  differentiate  between 
these  two  enzymes  and  it  appears  likely  that 
the  “true”  esterase  may  have  been  affected 
less  than  was  indicated  by  the  in  vitro 
measurements.  In  addition,  the  motor  end 
jilates  have  been  reported  to  carry  15,000 
times  as  much  cholinestera.se  as  surrounding 
tissue^.  It  is  known  that  cholinesterase  pre- 
viously bound  by  eserine  or  prostigmine  is 
comiiletely  jirotected  against  DFP^®.  The  high 
concentration  of  esterase  at  the  end  plate  sug- 
gests some  form  of  specific  affinity  which  may 
be  .sufficient  to  prevent  reaction  with  DPP. 
This  is  all  the  more  probable  since  it  is  known 
that  DFP  is  entirely  unlike  acetylcholine, 
acetylcholine  precursor,  or  prostigmine  in  that 
it  is  oil  soluble. 

Harvey,  et  aP*\  have  shown  that  a good 
level  of  strength  can  be  realized  with  DFP 
in  H.G.  by  the  intra-arterial  injection  method 
which  allows  a high  concentration  with  avoid- 
ance of  the  many  distressing  side  effects.  This 
is  consistent  with  the  reasoning  above.  In 
general,  the  evidence  from  administi’ation  of 
this  radically  different  anti-esterase  confirms 
rather  than  dis]U'ovcs  the  hypothesis  that 
cholinergic  anomaly  is  somehow  involved  in 
the  i\l.G.  ]m)blem. 

Action  of  Curare 

The  similarity  of  the  symptoms  in  myas- 
thenia gravis  to  the  reactions  re.sulting  from 
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curare  quite  easily  lead  to  the  conclusion  that 
some  toxin  in  the  system  of  the  myasthenic 
subject  interferes  with  nerve-impulse  trans- 
mission by  the  curare  mechanism.  However, 
curarized  muscle  shows  decreased  response  to 
acetylcholine  in  contrast  to  myasthenic  muscle 
which  is  hypersensitive  to  acetylcholine*’. 
From  available  information,  it  appears  that 
curare  does  not  inhibit  acetylcholine  synthes- 
is^, except  at  concentrations  considerably 
above  those  at  which  it  is  known  to  begin  to 
have  pharmacological  activity.  Abdon,  et  aF^, 
show  that  it  blocks  release  in  muscle  of 
acetylcholine  if  stimulation  is  via  nerve,  but 
is  completely  without  effect  on  this  reaction 
if  the  muscle  is  electrically  stimulated  direct- 
ly. Torda  and  Wolff show"  that  curare  is 
extremely  effective  in  decreasing  response  of 
isolated  muscle  to  direct  treatment  with 
acetylcholine  and  in  this  respect  is  completely 
different  from  several  other  agents,  wiiich  de- 
crease myoneural  transmission  in  parallel 
with  decrease  in  acetylcholine  synthesis.  Carey 
suggests  that  the  action  may  be  one  of  coagu- 
lation of  certain  membranes,  and  his  micro- 
photographs of  curarized  end-plates  lend  sup- 
port to  this  explanation.  The  motor  end  plate 
might  be  compared  to  a hand  with  fingers 
extended.  Acetylcholine  deficiency  shortens 
the  fingers,  but  curare  closes  the  hand  to  form 
a fist. 

These  several  lines  of  evidence  suggest  that 
a toxin  of  the  curare  type  seems  not  to  be 
involved.  In  general,  it  would  appear  that 
some  portion  of  the  enzyme  system  which  as- 
sists in  formation  of  acetylcholine  may  be 
faulty  in  function.  Possibly  a toxin  poisons 
some  essential  enzyme  and  this  toxin  could 
be  either  a foreign  material  or  merely  an  ex- 
ce.ss  of  naturally  occurring  metabolite.  Al- 
ternatively, the  defect  could  be  in  the  equip- 
ment responsible  for  generating  the  enzyme. 
Indeed,  it  is  possible  that  the  same  symptoms 
could  result  from  more  than  one  cause  which 
may  explain  the  frequent  conflicting  reports 
in  M.G.  investigations 

Review  of  Causes  for  Deficient 
Acetylcholine 

The  more  relevant  reports  bearing  on  the 
jiroblem  wdll  be  outlined  briefly.  It  may  be 
stated  generally  that  negative  findings  seem 
the  rule  with  the  exception  of  some  extremely 


interesting  results  recently  reported  for  ad- 
lenocorticotrophic  hormone  (ACTPI). 

Adam.s,  Power,  and  Boothby**^  review  the 
literature  dealing  with  analytical  studies  and 
also  report  comprehensive  data  from  their 
owTi  w'ork.  Metabolites  studied  were  calcium, 
magnesium,  sodium,  potassium,  phosphorus, 
sugar,  urea,  creatinine,  amino  acids,  and  uric 
acid.  Findings  were  negative.  In  a study  of 
potassium  levels  in  M.  G-.,  Cumings^’’  reports 
serum  K to  be  normal  with  increase  by  about 
100%  on  administration  of  prostigmine. 

Studies  relative  to  the  processes  of  trans- 
amidination  and  transmethylation*®  report  no 
significant  differences  compared  with  control 
subjects. 

Nevin^^  reports  muscle  biopsy  studies  and 
concludes  that  energy-yielding  phosphate 
components  of  myasthenic  muscle  to  be  within 
normal  limits.  Nevin’s  data  quite  clearly 
show"s  that  energy  deficiency  is  not  part  of  the 
problem  in  myasthenia  gravis. 

Cholinesterase  is  in  normal  values  in  blood 
serum^*’’®*.  One  necropsy  result^  on  muscle 
showed  a low  value  which,  however,  could  be 
explained  by  prior  extensive  prostigmine 
treatment.  It  should  be  noted  that  these  values 
include  pseudoesterases^*  and  are  subject  to 
question. 

Necropsy  studies  report  inconstant  find- 
ings^. These  are:  (1)  “lymphorrhages”  in 
skeletal  muscle  and  internal  organs  in  about 
2/3  of  the  cases;  (2)  abnormality  of  thymus 
in  about  50%  of  the  cases;  and,  (3)  some 
cases  completely  negative. 

The  in  vitro  oxidative  metabolism  of  excised 
muscle  from  M.  G.  subjects  is  reported  by 
Stare,  et  aB’*'.  Muscle  from  two  subjects  w'as 
found  to  take  up  oxygen  at  subnormal  rate. 
Addition  of  prostigmine  in  the  test  increased 
uptake  for  one  of  the  samples,  while  prostig- 
mine plus  ephedrine  improved  the  second. 

These  results  can  be  rationalized  on  the 
basis  of  certain  studies  carried  out  on  oxida- 
tive metabolism  in  relation  to  acetylcholine 
precursor  by  Abdon,  et  aB^.  It  was  observed 
that  muscle  of  young  rats  on  a choline-free 
diet  became  precursor  deficient  shortly  before 
the  animals  died,  and  such  muscle  had  slow' 
oxygen  uptake  as  measured  by  methylene 
blue  decolorization.  The  defect  was  corrected, 
either  by  choline  injection  to  the  animal  short- 
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ly  before  saerifiee,  or  by  addition  of  isolated 
jireeursor  extract  to  the  minced  muscle  in 
the  methylene  blue  test.  Addition  of  choline 
compounds  other  than  jirecursor  to  the  minced 
muscle  was  without  effect. 

There  seems  little  doubt  of  a connection  in 
some  subjects  between  the  thymus  and  the 
symptoms  of  myasthenia  gravis^’“’--'’-^'’’.  Torda 
and  Wolff-^"  report  inhibition  of  acetylcholine 
synthesis  for  extracts  of  thymus  and  ])an- 
creas.  Tests  with  e.xtracts  of  various  other 
body  tissues  were  negative  in  this  resi>ect. 
^lixed  results  have  been  rejmrted  for 
thymectomy^’-. 

Dijsf unction  in  some  portion  of  the  endoc- 
rine sijstem  is  considered  a im.ssible  basic  cause 
for  myasthenia  gravis.  A jmssible  endocrine 
relationship  might  be  sus[)ected  from  the  re- 
])oits  that  a very  substantial  projiortion  of 
female  subjects  enjoy  remissions’^”  during 
pregnancy. 

Torda  and  Wolff^”  report  on  a series  of 
hormone  inve.stigations  initially  with  experi- 
mental animals,  followed  later  by  trials  on 
subjects  ill  with  myasthenia  gravis.  Noting 
that  adrenocortical  deficiency  leads  to  thymus 
hypertrophy,  while  injection  of  certain  ])it- 
uitaiy  extracts  resulted  in  thymus  atrophy, 
the.se  workers  inve.stigated  effects  of  these 
hormones  on  acetylcholine  .synthesis.  They 
rei)orted  that  brain  tissue  from  treated  an- 
imals, as  compareil  with  controls,  had  greatly 
increa.sed  potentiating  capacity  for  the  acetyl- 
choline SAmthesizing  reaction  tested  in  vitro. 
This  has  now  been  followed  l)y  report^^  of 
trials  of  ACTH  extracts  on  five  myasthenia 
gravis  subjects  having  vaiwing  degrees  of  dis- 
ability. A significant,  although  incomplete,  de- 
gree of  remission  in  all  cases  was  indicated 
by  a series  of  objective  muscle  tests.  Prostig- 
mine  intake  was  voluntarily  reduced  by  an 
average  of  70%.  It  was  stated  also  that  the 
remi.ssions  iiersisted  to  the  time  of  writing  of 
the  rei)ort — a iieriod  of  three  months. 

It  will  be  nece.ssary  to  await  additional  in- 
formation before  the.se  results  can  be  properly 
a.ssessed  in  the  etiological  picture.  Confirma- 
tion has  not  yet  been  reported  in  the  litera- 
ture, although  we  have  private  communication 
to  the  effect  that  these  findings  have  been 
confiiTned.  At  the  moment,  it  would  ai)j)ear 
that  an  irnjiortant  step  foi’ward  has  been  made 


and  additional  revealing  developments  may 
shortly  be  e.xpected. 

Summary 

1.  A review  of  the  numerous  investiga- 
tions of  the  myasthenia  gravis  phenomenon 
strongly  supports  the  early  assumptions  that 
acetylcholine  shortage  is  a major  factor  in  the 
problem,  and  there  is  .strong  suggestion  of 
deficiency  at  motor  end  plates. 

2.  Available  experimental  evidence  tends 
to  eliminate  as  a factor  in  the  problem  a cir- 
culating agent  which  effects  myoneural  block 
similar  to  curare,  but  points  rather  to  general- 
ized acetylcholine  deficiency  as  the  sole  cause 
for  the  .symptoms.  There  is  evidence  of  a cir- 
culating factor,  which  may  in  some  eases 
originate  with  the  thymus,  but  this  factor 
acts  on  the  acetylcholine  synthesizing  reaction 
and  not  on  the  myoneural  junction  directly. 

3.  Defect  in  the  enzyme  system  which  as- 
sists energy  transfer  in  the  acetylcholine  syn- 
thesizing reaction  is  suggested  as  a probable 
underlying  cause  for  acetylcholine  deficiency 
in  myasthenia  gravis.  Recent  reports  of  posi- 
tive effects  from  administration  of  adreno- 
corticotrophic  hormone  suggests  relation  of 
the  iiroblem  to  imbalance  or  dysfunction  in 
certain  portions  of  the  endocrine  system. 
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MULTIPLE  ABSORBENTS  IN  THE 
TREATMENT  OF  DIARRHEA 
IN  PEDIATRICS 

C.  Loring  Joslin,  M.  D.,'*" 
Baltimore,  Md. 

In  the  past  diarrheal  diseases  have  account- 
ed for  almost  as  many  deaths  among  infants 
as  all  other  causes  combined ; however,  the 
mortality  in  infants  caused  by  these  diseases 
has  shown  a progressive  decrease  during  re- 
cent years.  This  decrease  in  incidence  is  no 
doubt  the  result  of  training  the  pai’ents  in  the 
proper  methods  of  preparing,  sterilizing  and 
refrigerating  the  infant’s  formula,  which  de- 
creased the  incidence  of  microbial  contamina- 
tion of  the  infant’s  food  supplies. 

Diarrhea  may  result  from  one  or  more  of 
many  causes.  Diarrheal  diseases  still  chal- 
lenge the  physician.  They  are  major  prob- 
lems from  the  standpoint  of  the  infant  and 
the  older  child. 

The  predominating  types  of  diarhea  seen 
in  infants  in  Baltimore  today  seem  to  be  pro- 
teolytic rather  than  fermentative  in  character. 
The  parenteral  infections  still  constitute  a 
problem  as  etiological  factors  of  diaridiea  in 
infants.  The  dysentery  group  of  organisms  is 


*From  the  Department  of  Pediatrics,  University  of 
Maryland. 


encountered,  but  not  nearly  as  frequently  as 
in  the  past. 

When  the  fermentative  type  of  diarrhea 
predominated  in  infants,  it  was  treated  with 
some  form  of  protein  milk,  but  in  the  pro- 
teolytic diarrhea  this  form  of  treatment  simp- 
ly prolongs  the  disease.  In  the  proteolytic 
type  of  diarrhea  the  stools  are  not  veiy  fre- 
quent. They  have  a characteristic  foul  and 
offensive  odor.  They  are  large  and  spongy  in 
character  and  may  cause  considerable  dis- 
comfort to  the  patient.  This  condition  may 
interefere  with  growth  and  good  health.  Treat- 
ment has  been  discouraging  because  many 
cases  have  a tendency  to  recur,  and  others 
l>ersist  for  many  months. 

It  is  obvious  that  diarrhea  in  infants  may 
be  of  dietary  origin,  the  result  of  food  poison- 
ing or  by  direct  bacterial  invasion  of  the  in- 
testinal tract.  The  bacteria  most  frequently 
identified  are  of  the  dysentery,  typhoid  or 
Salmonella  groups. 

Therapeutic  measures  used  are  many,  but 
the  results  obtained  have  been  far  from  sat- 
isfactory. There  is  a need  for  an  effective, 
safe  and  acceptable  preparation  for  treating 
this  serious  condition. 

The  solution  to  this  medical  problem  would 
seem  to  be  a preparation  which  would  adsorl) 
a major  portion,  if  not  all,  of  the  toxic  sub- 
stances in  the  intestinal  tract  without  adsorb- 
ing any  nutrient  materials.  Various  types  of 
adsorbing  agents  have  been  tried  but  none 
have  been  found  satisfactory. 

In  1947  I became  interested  in  the  clinical 
application  of  a preparation  containing  three 
adsorbing  agents*.  This  preparation  contain- 
ed polyamine  formaldehyde  resin,  a synthetic 
aluminum  silicate  (zeolite),  and  a synthetic 
magnesium  aluminum  silicate,  in  a base  which 
was  found  to  be  palatable  to  the  pediatric 
patients.  This  combination  had  been  found 
highly  effective  in  inhibiting  lysozyme’^,  re- 
moving bacterial  toxins  of  unknown  chemical 
composition  and  removing  the  bacteria  them- 
.selves^,  adsorbing  tyramine,  histamine  putre- 
scine,  cadaverine,  and  indole  and  skatole^. 
These  combined  agents  were  effective  in  ad- 
sorbing paralytic  shellfish  poisons'^.  Chronic 
toxicity  studies  of  6 months  duration  showed 

•Resion — Supplied  by  the  Medical  Research  Depart- 
ment of  the  National  Drug  Company,  Philadelphia. 
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absence  of  histopatholoiiv  in  rats  receivin«' 
10  ]>er  cent  of  their  diets  in  the  form  of  the 
combined  adsorinn  agents-^. 

It  was  decided  to  take  50  consecutive  cases 
of  diarrhea  irrespective  of  etiology  and  treat 
them  with  the  combined  adsorl)ing  agents 
])  re  pa  rat  ion. 

The.se  50  ca.ses  represented  : 


1.  Proteolytic  type  30  ca.ses 

2.  Parenteral  infection  10  cases 

3.  Fermentative  type 4 cases 

4.  Salmonella  infection  4 cases 

5.  Dy.sentery  1 case 

6.  Diarrhea  of  newborn  1 ease 


TABLE  I 

Average  age  of  the  50  patients — lo.8  months. 

Youngest — one  month;  oldest — 60  months. 

Average  duration  of  diarrhea  before  treatment 

— 11.22  days. 

Shortest — 1 day;  longest — 120  days. 

Average  number  of  stools  per  day  before  treat- 
ment— 5.3. 

Smallest  numbei’ — 4;  largest  7. 

The  5 ca.ses  of  infectious  diarrhea,  4 sal- 
monella and  1 dysentery,  and  3 cases  of  })ar- 
enteral  infection  were  first  given  sulfonamides 
and  penicillin  in  an  attempt  to  control  the 
diarrhea.  AYhen  this  regimen  did  not  prove 
effective,  they  were  given  the  combined  ad- 
sorbing agents;  one  tablespoonful  each  4 
hours.  This  controlled  the  diarrhea  in  every 
case  in  24  to  48  hours. 

In  the  first  (5  ])atients  treated,  it  was  de- 
termined that  teasi)oonful  do.ses  3 to  4 times 
daily  were  inadequate.  This  fact  is  reflected 
in  the.se  cases;  1 ca.se  of  120  days  duration 
recpiired  30  days  treatment  with  4 teaspoons- 
ful  daily;  1 ca.se  of  18  days  duration  was 
controlled  in  5 days  with  3 teaspoonsful  daily, 
and  1 case  of  24  days  duration  was  controlled 
in  5 days  on  the  same  dose.  There  were  3 
cases  of  7 days  duration,  2 of  which  recpiired 
7 days  and  1 ca.se  5 days  to  bring  the  diarrhea 
under  control. 

Forty-four  subse<pient  patients  were  treat- 
ed with  tablespoon ful  doses  3 to  4 times  daily. 
If  the  diarrhea  was  severe,  a tablesi)oonful 
of  the  ad.sorbent  was  given  after  each  bowel 
movement.  No  other  medication  was  given, 
nor  were  the  |)atients  ])laced  on  starvation 
diets. 

In  all  44  patieids  the  diarrhea  was  con- 


trolled in  24  to  48  hours.  In  the  proteolytic- 
type  of  diarrhea,  which  is  known  to  have  a 
tendency  to  recur,  the  administration  of  the 
adsorbent  is  continued  for  several  weeks  as 
a prophylactic  measure.  It  was  observed  that 
the  i)atients'  appetites  increased  and  most  of 
them  showed  an  increase  in  weight.  There 
were  no  recurrences  in  the  patients  on  this 
therai>eutic  regimen.  No  toxic  effects  were 
observed. 

A resume  of  the  results  is  presented  in 
Table  IT. 

TABLE  II 


Average 

Average 

Duration 

Average 

Stools 

Diarrhea 

Cases 

Age 

of  Diarrhea 

per  day 

Controlled 

19 

14.70  mos. 

5.9  days 

5.3 

1 day 

12 

8.58  “ 

9.5  “ 

5.3 

2 “ 

6 

18.70  “ 

14.0  “ 

5.2 

3 “ 

3 

13.60  “ 

9.7  “ 

5.3 

4 “ 

5 

6.80  “ 

13.3  “ 

5.3 

5 “ 

6 

17.00  " 

10.0 

6.0 

6 “ 

2 

18.00  “ 

6.5  " 

5.2 

7 “ 

1 

60.00  “ 

120.0  “ 

4.0 

30  “ 

Summary 

1.  An  adsprbant  prejiaration  containing  a 
polyamine  formaldehyde  resin,  an  aluminum 
silicate  (zeolite),  and  a magnesium  aluminum 
.silicate,  in  a palatable  vehicle  was  found  to  be 
effective  in  controlling  diarrhea  in  50  in- 
fants and  children. 

2.  The  dose  was  established  at  1 table- 
spoonful every  4 hours,  except  in  several 
very  young  infants,  in  whom  1 teaspoonful 
evei-y  3 to  4 houi-s  was  found  adequate. 

3.  i\lost  cases  of  diarrhea  were  cured  with- 
in 24  to  48  hours. 

4.  There  were  no  toxic  effects. 

5.  The  ad.sorbent  preparation  solicited  pa- 
tients cooperation  because  of  its  palatability. 

Comments 

The  series  of  clinical  cases  is  admittedly 
small,  but  the  results  were  so  surprising  and 
gratifying  that  this  ])reliminary  report  is  be- 
ing made  to  stimulate  further  clinical  studies 
of  this  combined  adsorbent  jireparation. 

11  E.  Chase  Street 
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A.  M.  A.  Dues 

The  House  of  Delegates  of  the  American 
Medical  Association  at  its  meeting  in  Wash- 
ington, D.  C.,  December  6 to  8,  1949,  adopted 
amendments  to  the  By-Laws  of  the  Ameri- 
can Medical  Association  whereby  Division 
One,  Chapter  II,  Tenure  of  Membership,  has 
been  changed  to  read  as  follows : 

Chapter  11. — Tenure  and  Obligations  of  Mem- 
bership; Dues. 

Section  1. — When  the  Secretary  is  officially  in- 
formed that  a member  is  not  in  good  standing  in 
his  component  society  he  shall  remove  the  name 
of  said  member  from  the  membership  roll.  A 
member  shall  hold  his  membership  through  the 
constituent  association  in  the  jurisdiction  of  which 
he  practices.  Should  he  remove  his  practice  to 
another  jurisdiction,  he  shall  apply  for  member- 
ship through  the  constituent  association  in  the 
jurisdiction  to  which  he  has  moved  his  practice. 
Unless  he  has  transferred  his  membership  within 
six  months  after  such  change  of  practice,  the 
Secretary  shall  remove  his  name  from  the  roster 
of  members. 

Sec.  2. — Annual  dues,  not  to  exceed  $25.00,  may 
be  prescribed  for  the  ensuing  calendar  year  in  an 
amount  recommended  by  the  Board  of  Trustees 
and  approved  by  the  House  of  Delegates.  Each 
active  member  shall  pay  said  annual  dues  to  his 


rials  + 

constituent  association  for  transmittal  to  the  Sec- 
retary of  the  American  Medical  Association. 

An  active  member  who  is  delinquent  in  the 
payment  of  such  dues  for  one  year  shall  forfeit 
his  active  membership  in  the  American  Medical 
Association  if  he  fails  to  pay  the  delinquent  dues 
within  thirty  days  after  notice  of  his  delinquency 
has  been  mailed  by  the  Secretary  of  the  American 
Medical  Association  to  his  last  known  address. 

Any  former  member  who  has  forfeited  his 
membership  because  of  being  delinquent  in  pay- 
ment of  dues  may  be  reinstated  on  payment  of 
his  indebtedness. 

The  following  imiiortant  changes  have 
lieen  made : 

(A)  The  word  “Dues”  has  been  added  to  the 
title  of  Chapter  11. 

(B)  Chapter  11  has  been  divided  into  two 
sections. 

(C)  The  first  sentence  of  Chapter  11,  which 
read,  “Membership  in  this  Association  shall  con- 
tinue as  long  as  a physician  is  a member  of  a 
component  society  of  the  constituent  association 
through  which  he  holds  membership,”  has  been 
deleted. 

(D)  The  words  “of  the  American  Medical  As- 
sociation” have  been  added  after  the  word  “Secre- 
tary” where  clarification  is  necessary. 

(E)  The  sentence,  “An  active  member  shall 
pay  dues  or  assessments  as  may  be  prescribed  by 
the  Constitution  or  By-Laws,”  has  been  deleted. 

(F)  The  words  “in  the  American  Medical  As- 
sociation” have  been  added  after  the  words  “shall 
forfeit  his  active  membership”  in  the  second  para- 
graph of  Section  2. 

(G)  The  sentence  forming  the  third  para- 
graph of  Section  2,  with  regard  to  reinstatement, 
is  a new  addition  to  Chapter  11. 

(H)  A new  paragraph,  forming  the  first  para- 
graph of  Section  2,  providing  for  annual  dues  not 
to  exceed  ,$25.00  has  been  added  to  Chapter  11. 

The  House  of  Delegates,  on  Recommenda- 
tion of  the  Board  of  Trustees,  Set  the  Mem- 
hership  Dues  for  the  Year  1950  at  $25.00. 

The  full  effect  of  the  new  provi.sions  will 
have  to  be  studied  and  developed  during  the 
next  year.  However,  the  following  iuterpreta- 
tion.s  of  the  amended  By-Laws  are  offered  at 
this  time : 

(a)  Active  memliershij)  in  the  Ameri- 
can Medical  Association  will  continue  to  he 
limited  to  those  members  of  constituent  as- 
sociations who  (1)  hold  the  degree  of  Doctor 
of  Medicine  or  Bachelor  of  Medicine,  and  (2) 
are  entitled  to  exercise  the  rights  of  active 
membership  in  their  constituent  associations 
as  provided  in  Article  5 of  the  Constitution  of 
the  American  IMedical  Association. 

(b)  A member  of  the  American  Medical 
Association  shall  lose  his  membership  in  the 
Association  when  the  Secretary  of  the  Ameri- 
can Medical  Association  is  officially  informed 
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that  a member  is  not  in  good  standing  in  his 
component  society  or  is  deliiuiuent  in  the  pay- 
ment of  the  American  Medical  Association 
dues  estaJdishcd  by  the  above  change  in  the 
By-Laws. 

(c)  Fort'eitnre  of  membership  in  the 
American  iUedical  Association  due  to  failure 
to  pay  dues  will  liave  no  effect  on  membership 
in  tlic  component  or  constituent  medical  so- 
cieties unless  the  component  or  constituent 
societies  amend  tlieir  respective  constitutions 
and  by-laws.  It  is,  therefore,  possible  that  a 
])hysician  may  lie  a member  of  his  component 
and  constituent  societies  and  at  the  same  time 
not  be  a member  of  the  American  iMedical  As- 
sociation. 

(d)  The  amended  By-Laws  provitle  for 
the  collection  of  the  American  Medical  A.ssoci- 
ation  membershi])  dues  by  the  constituent  as- 
sociations tor  transmittal  to  the  Secretary  of 
the  American  Medical  Association.  The  de- 
tailed method  to  be  adopted  by  each  consti- 
tuent association  will  vary  in  each  state.  In 
general,  the  method  utilized  by  each  state  for 
the  collection  ot  its  own  component  and  con- 
stituent association  dues  should  be  followed. 

It  is  ])laiined  to  provide  each  member  of 
the  American  IMedieal  Association  a member- 
shi]) card  and  certificate  of  membership  when 
his  dues  are  ])aiel. 

It  will  be  nece.ssary  for  the  Secretary  of 
the  American  Medical  Association  to  notify 
those  members  who  are  deliiHjuent  in  the  pay- 
ment of  their  dues,  and  this  office  will,  there- 
fore, reijuire  a comiilete  list  of  all  active  dues 
|)aying  members. 

Xo  changes  have  been  made  in  the  Con- 
.stitution  and  By-Laws  of  the  American  l\Iedi- 
cal  Association  with  resiieet  to  Fellowship. 
Eligibility  for  Fellowship  and  annual  Fellow- 
ship dues  of  $12.00  remain  the  same.  Under 
the  jiresent  By-Laws  a Fellow  will  pay  for  the 
yeai-  1950  total  membershi])  and  Fellowship 
dues  of  $37.00. 

The  following  members  may  be  exempted 
from  the  j)ayment  of  the  $25.00  American 
Medical  Association  membership  dues:  retired 
members;  members  who  are  ])hysically  dis- 
abled ; interns,  and  those  members  for  whom 
the  payment  of  such  dues  would  constitute 
a financial  hardshi]).  Xo  member  will  be  ex- 
em])ted  from  the  ])ayment  of  his  American 


INledical  Association  dues  who  is  not  exempted 
from  his  component  and  constituent  society 
dues. 


Drop  The  Beds  ! 

For  some  months  the  medical  iirofession 
has  been  concerned  with  the  activities  of  an 
organization  known  as  AIMS,  an  abbreviation 
for  the  Association  of  Internes  and  Medical 
Students. 

AIMS,  a national  organization,  has  a chap- 
ter in  three  of  the  five  medical  schools  in  this 
city. 

According  to  literature  distributed  on  the 
campuses,  its  object  is  the  “advancement”  of 
students.  On  the  face  of  it  this  .sounds  like  a 
healthy  motive.  Even  the  most  conservative 
could  find  no  fault  with  a group  which  would 
help  medical  students  to  become  good  doctors 
and  thus  fit  them  to  minister  to  the  ills  of 
humanity. 

But  AIMS  is  tlirectly  affiliated  with  the 
Internationaf  Fnioii  of  Students  whose  head- 
(luarters  is  in  Prague,  Czechoslovakia.  AIMS 
makes  no  atteni])t  to  hide  the  fact ; indeed  it 
has,  from  time  to  time,  actively  engaged  in 
collecting  funds  to  .send  to  the  International 
Union  of  Students  which  is  high  on  the  FBI’s 
li.st  of  Communist  organizations.  Our  conceni 
is  that  American  students  living  in  the  Lhiited 
States,  enjoying  the  protection  and  the  free- 
dom of  this  Government,  and  taking  full  ad- 
vantage of  the  finest  educational  system  in  the 
world,  should  ally  themselves  with  an  outfit 
that  means  to  destroy  all  we  stand  for. 

It  is  a ])oor  busine.ss  to  accept  the  privi- 
leges of  American  citizenship  and  at  the  same 
time  engage  in  vigorous  and  active  su])port 
of  Communism. 

Yes,  it’s  a free  country,  the  last  free  coun- 
tiy  on  earth,  where  the  individual  can  speak 
and  act  as  he  ])leases.  But  there  is  a great  dif- 
ference between  freedom  and  license.  There 
is  free  speech  in  this  country — a little  TOt) 
1‘i‘ee  when  young  men  and  women,  with  their 
vague,  loose  talk  of  “international  brother- 
hood,” can  abuse  the  United  States  and  aid 
in  the  attem])t  of  Communists  to  ruin  the 
country. 

We  suggest  that  AIMS  sever  its  connec- 
tion with  the  Reds,  the  ])inks  and  the  fellow- 
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travelers,  and  confine  its  activities  to  the  prin- 
ciples of  American  medicine  which  has  no 
place  for  Communism. 

Editorial,  Phila.,  Med.  January  28,  1950. 


Delaware  Doctors  Honored 

At  the  last  Convocation  of  the  American 
College  of  Surgeons.  Dr.  W.  Edwin  Bird,  Wil- 
mington, was  elected  to  the  Board  of  Gov- 
ernors for  a three-year  term  ending  in  Oc- 
tober, 1952.  This  is  the  first  time  a Dela- 
warean has  been  elected  a Governor.  At  the  re- 
cent Congress  on  Medical  Education  and  Li- 
censure. Dr.  Bird  was  elected  Vice-President 
of  the  Federation  of  State  Medical  Boards  of 
the  United  States. 

At  the  last  Convocation  of  the  Interna- 
tional College  of  Surgeons  Dr.  Raymond  A. 
Ljmch,  Wilmington,  was  advanced  to  the  rank 
of  Certified  Fellow  in  the  United  States 
Chapter,  and  a State  Regent  for  Delaware. 


WOMAN'S  AUXILIARY 
Mid  Winter  Report 

Our  greatest  single  effort  this  year  is  the 
creation  of  a Nursing  Scholarship  for  a Dela- 
ware girl.  A very  active  committee  is  working 
on  the  plan  and  the  Scholarship  will  be  avail- 
able to  one  of  this  spring’s  High  School  grad- 
uates. 

The  New  Castle  County  Ways  and  Means 
Committee  presented  a successful  bridge 
luncheon  and  fashion  show. 

The  Public  Relations  Committee  has  been 
meeting,  and  at  the  recjuest  of  the  IMedical 
Society  of  Delaware  has  been  compiling  a file 
of  speakers  on  medical  health  insui’ance.  In- 
dividually, Auxiliary  members  are  working 
with  Red  Cross,  Cancer  Control,  Girl  Scouts, 
Cub  Scouts,  P.T.A.  and  home  nursing  groups. 
One  member  leads  a church  discussion  group 
of  young  people  and  had  a member  of  the 
state  medical  society  speak  on  compulsory 
health  insurance. 

New  Castle  County  Auxiliary  members 
are  sewing  for  the  V.N.A.  and  ai’e  planning  a 
booth  for  the  next  county  medical  meeting. 


This  county  groiip  is  also  sponsoring  a Wil- 
mington Drama  League  play  in  order  to  raise 
money  for  the  Nursing  Scholarship. 

The  Sussex  County  Auxiliary  provides 
refreshments  and  a “get  together”  with  the 
County  Medical  Society  immediately  follow- 
ing the  regular  monthly  meetings  of  both  or- 
ganizations. 

Marie  S.  Fox,  President 
(Mrs.  J.  Leland  Fox) 


MISCELLANEOUS 

Notice  to  oil  Delaware  Physicians 

The  Seizure  Control  Unit  of  the  Gov- 
ernor Bacon  Health  Center  will  be  open  for 
patients  on  or  about  the  25th  of  February. 
One  of  the  features  of  the  Seizure  Control 
Unit  is  the  electroencephalographic  depart- 
ment, which  has  a technician  trained  by  Dr. 
Joseph  Hughes.  Dr.  Hughes  himself  will  be 
in  direct  professional  control  of  the  electro- 
encephalographic  department,  as  well  as  the 
entire  Seizure  Control  Unit. 

The  services  offered  will  be  for  patients 
in  residence  at  the  Governor  Bacon  Health 
Center,  who  will  need  a period  of  extended 
observation  to  complete  the  diagnosis  and  to 
make  available  an  appropriate  medication 
regime.  There  will  also  be  an  outpatient  de- 
partment in  the  Seizure  Control  Unit  for 
patients  who  are  amlnilatory,  and  who  are  re- 
ferred by  physicians  in  Delaware,  for  pur- 
poses of  electroencephalography,  and  for  as- 
sistance in  establishing  proper  medication. 
This  service  will  be  gratis  for  indigent 
patients,  but  there  will  be  a graduated  fee,  ac- 
cording to  the  means  of  those  who  can  affoixl 
to  pay. 

1\L  A.  Tarumianz,  M.D., 

Superintendent 


Phthisiologists  have  long  agreed  that  the 
diagnosis  of  tuberculosis  must  rest  upon  the 
laboratoiy  demonstration  of  tubercle  bacilli 
in  tuberculous  suspects.  Francis  J.  Weber, 
M.D.,  Pub.  Health  Rep.,  Oct.  1,  1948. 
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A Preview  Of  Socialixed  Medicine. 

Following-  is  a chronological  history  of 
a Federal  Employees’  Compensation  case  as 
experienced  by  a member  of  The  Board  of 
Trustees  of  the  A.iM.A. : 

July  26 — Doctor  reciuested  authorization 
to  operate  on  hernia  of  occupational  origin 
(bilateral) . 

Sej)t.  10 — Reply  received  asking  for  a re- 
port on  form  CA-32. 

Sept.  14 — Report  mailed. 

Xov.  5 — Date  of  order  authorizing  oper- 
ation on  left  hernia  only. 

Xov.  10 — Doctor  again  requested  au- 
thority to  do  bilateral  operation. 

Dec.  31 — Another  letter  by  doctor  to  gov- 
ernment bureau  as  a tracer  to  Nov.  10  letter. 

Jan.  27 — Letter  ITom  bureau  states  the 
reipiest  is  quite  unusual  as  one  hernia  is  of 
long  duration,  but  claim  was  being  referred 
for  decision. 

Feb.  8 — Date  of  authorization  to  operate 
on  left  hernia,  bureau  stating  that  it  did  not 
object  to  having  right  hernia  repaired  at  no 
expen.se  to  government,  etc. 

llo,  hum,  and  no  doubt  the  doctor  expect- 
ed the  check  in  his  Christmas  mail  — next 
Christmas,  that  is. 

The  State  is  My  Shepherd 

The  Congressional  Record  last  week  re- 
printed the  following  “Psalm  to  a Tax- 
payer,” which  appeared  in  a .small  newspaper 
in  the  State  of  Washington.  It  was  edited  by 
John  C.  O’Brien,  a taxpayer: 

The  State  is  my  shepherd ; I shall  not  want. 

Tt  maketh  me  to  pay  many  taxes  so  it  can 
keep  me  in  mine  old  age. 

It  taketh  my  earnings ; it  reacheth  into  my 
bank  account  for  its  solvency’s  sake. 

Yea,  though  I struggle  with  reports  unto 
the  dead  of  the  night,  I will  not  catch 
up;  for  they  are  with  me  always,  their 
])enalties  discomfort  me. 

It  has  obliged  me  to  conduct  my  business 
in  the  pre.sence  of  its  agents;  it  fills  my 
files  wifh  forms;  my  funds  runneth  out. 

Surely,  its  rules  and  regulations  shall  follow 
me  all  the  days  of  my  life;  and  I may 
dwell  in  the  big  house  of  my  uncle  for- 
ever. 

Wilminufon  Sundan  Shir,  Oct.  23,  1949. 


Russia  Today 

IMedical  standards  in  Russia  today  are 
poorer  than  before  the  1917  Bolshevik  Revo- 
lution. That  is  the  admission  of  Soviet  Vice- 
Commi.ssar  Vasili  Parrin  who  added  apolo- 
getically that  “\Miere  only  five  percent  of 
the  people  enjoyed  good  medicine  before,  now 
one  hundred  iiercent  get  some  kind  of  medi- 
cine.” 

George  IMoorad,  writing  in  the  November 
issue  of  The  American  Mercui'y,  states  that 
Soviet  medicine  is  far  behind  its  proponents’ 
wild  claims.  To  substantiate  his  charges,  the 
veteran  correspondent,  who  was  killed  in  the 
recent  crash  of  a KLM  airliner  in  India, 
quotes  the  Soviets  themselves. 

E.  I.  Smirnov,  Minister  of  Health  for  the 
USSR,  recently  mai'shalled  figures  in  the 
“Sovetskaya  Meditsina,”  a restricted  maga- 
zine, proving  that  the  illnesses  of  patients  in 
Russian  hospitals  were  being  incorrectly 
diagnosed  from  fifty  to  seventy-five  percent 
of  the  time.  ' 

The  state  of  Russian  health  today,  accord- 
ing to  international  Red  Cross  estimates,  is 
very  ])oor.  20,000,000  civilians  died  of  star- 
vation and  its  related  effects  in  World  War  II. 

The  late  i\Ir.  Mooi’ad  says  “Unque.stionably 
millions  of  other  deaths  were  hastened  by  lack 
of  food,  and  the  effect  wall  be  felt  for  a gen- 
eration in  tuberculosis,  bad  teeth,  faulty  bone 
structure,  cardiac  ailments,  and  digestive 
troubles.  ’ ’ 


The  responsibility  of  the  doctor  in  enabling 
the  patient  to  gain  psychological  acceptance 
of  the  diagnosis  cannot  be  too  strongly  em- 
phasized. There  is  much  that  auxiliary  medi- 
cal i>ersonnel  can  do,  but  all  that  they  do  can- 
not ecpial  what  the  doctor  hinuself  can  accom- 
I>lish  in  helping  the  patient  to  develop  a con- 
structive attitude  toward  his  illness.  The 
patient  “can  take  it”  from  the  doctor  to  a 
degree  that  no  one  else  can  match.  The  under- 
standing and  assurance  the  patient  receives 
from  the  doctor  have  far  more  effect  in  creat- 
ing a frame  of  mind  conducive  to  successful 
hospitalization  than  any  hel]>  the  patient  re- 
ceives from  others.  William  B.  Tollen,  Ph.D.. 
VA  Pamphlet  10-27,  Oct.,  1948. 


February,  1950 


Delaw.are  State  Medical  Journal 


41 


Lighting  is  Tipoff  to  a Good  Restaurant 

Chicago — Adequate  lighting  is  a sign  of  a 
good  restaurant,  says  Lawrence  McCracken, 
Eye,  N.  Y.,  former  member  of  the  bar  and 
tavern  sanitation  panel  of  the  National  Sani- 
tation Foundation. 

Watch  for  clean  windows  and  sidewalks 
too,  he  advises  in  the  October  issue  of  Hygeia, 
health  magazine  of  the  American  Medical 
Association. 

Dim  lighting,  unsealed  cracks  in  floor  cover- 
ing or  around  booths,  a smell  of  grease, 
cracked  cups  and  dishes,  and  dirty  washrooms 
are  indications  of  an  undesirable  restaurant, 
J\Ir.  McCracken  points  out. 

Quality  of  service  is  important,  he  adds. 
Waitresses  and  bartenders  who  pick  up 
glasses  by  putting  their  fingers  in  the  top  and 
w'aitresses  who  serve  food  by  stacking  one  dish 
on  top  of  another  are  not  using  sanitary 
methods.  Glasses  should  be  washed  instead 
of  merely  rinsed,  ice  and  butter  should  be 
picked  up  with  implements  rather  than  with 
tlie  Angel’S,  and  silver  should  be  picked  up 
by  the  hands  only. 

Balanced  meals,  fresh  salads,  and  moist 
meat  are  indications  of  good  cooking.  Bril- 
liantly green  vegetables  have  been  cooked 
with  a touch  of  baking  soda  wfliich  heightens 
color  but  washes  out  flavor,  makes  food  slimy, 
and  may  destroy  vitamins. 


OBITUARIES 

Louis  S.  Parsons,  M.  D. 

Dr.  Louis  S.  Parsons,  53,  prominent  Wil- 
mington surgeon  for  over  25  years,  died  in 
the  Delaware  Hospital  on  Februaiy  15,  1950 
of  heart  disease,  which  had  caused  his  retire- 
ment from  active  practice  about  four  years 
ago.  Since  then  he  and  his  wife  had  divided 
their  time  betw’een  Ocean  City,  Md.,  and  West 
Palm  Beach,  Fla.  He  had  been  a hunting  and 
fishing  enthusiast  all  his  life. 

A native  of  Parsonsburg,  Dr.  Parsons  came 
to  Wilmington  from  Pennsylvania  in  1921 
after  two  years  of  internship  in  Episcopal 
Hospital  in  Philadelphia.  He  was  born  Dee. 
14,  1896,  a son  of  the  late  Granville  A.,  and 
Laura  Adkins  Parsons.  He  studied  in  the 


elementary  and  high  schools  of  Parsonsburg, 
and  took  his  medical  degree  at  the  University 
of  Pennsylvania,  graduating  in  1919.  He 
w’as  one  of  the  chief  surgeons  of  the  Delaware 
Hospital  staff  before  his  retirement. 

During  his  long  practice  here.  Dr.  Parsons 
served  as  surgeon  for  the  Bureau  of  Fire, 
Department  of  Public  Safety ; the  Pullman 
Company  and  other  organizations. 

In  addition  to  professional  memberships, 
in  the  New  Castle  County  Medical  Society, 
Medical  Society  of  Delaw’ai’e,  American  Med- 
ical Association,  and  the  American  College  of 
Surgeons,  Dr.  Parsons  was  associated  witli 
the  Medical  Club  of  Philadelphia  and  the 
Free  and  Accepted  Masons,  in  which  he  held 
the  32nd  degree,  Lu  Lu  Temple,  Ancient 
Arabic  Order  Nobles  of  the  Mystic  Shrine, 
and  the  Delaware  Consistory. 

In  1925  he  married  the  former  Ruth  Mor- 
gan of  this  city,  who  survives  him.  He  also 
leaves  a son,  Louis  Smith  Parsons,  Jr.,  and 
a daughter,  Ann  Parsons,  both  students  at 
the  University  of  Delawai’e. 

The  funeral  took  place  from  the  Chandler 
Funeral  Home,  Wilmington,  on  February  18, 
1950,  with  interment  in  the  Methodist  Ceme- 
tery at  Parsonsburg,  Md.  The  Rev.  Arthur 
W.  Goodhand,  Jr.,  assistant  pastor  of  Grace 
Methodist  Church,  Wilmington,  officiated  at 
tlie  services  here,  and  the  Rev.  D.  0.  Hornung, 
pastor  of  the  Methodist  Church  at  Ocean  City, 
IMd.,  had  charge  of  the  ceremony  at  the  grave. 


A.  P.vRivER  Hitchens,  M.  D. 

Dr.  A.  Parker  Hitchens,  72,  former  Wil- 
mington City  Health  Commissioner,  died  at  his 
home  in  Philadelphia  on  December  19,  1949, 
of  carcinoma.  He  had  been  ill  for  some  time. 

Born  in  Delmar,  in  1877,  Dr.  Hitchens  re- 
ceived his  M.D.  from  the  Medieo-Chirurgical 
College,  Philadelphia,  in  1898.  He  also  stud- 
ied at  the  University  of  Pennsylvania,  St. 
Mary’s  Hospital,  London,  and  Woods  Hole, 
Mass.  Three  years  after  graduation  he  be- 
came bacteriologist  at  the  Mulford  Biological 
Laboratories,  Glenolden,  Pa.,  where  he  served 
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<is  a director  Tor  12  years.  He  resigned  in 
1918  to  enter  the  Army  iMedieal  Cor])s. 

In  1920  he  liegan  research  work  in  the  U.  S. 
Public  Ilealtli  Service  and  liecame  an  assistant 
jmd'essor  in  the  Army  iMedical  School.  lie 
had  held  important  jiosts  in  the  school  and 
in  Walter  Reed  Hosjiital. 

From  1925  to  1929,  he  had  extensive  experi- 
ence in  the  public  health  administration  of  the 
Phi!i])pine  Islands,  where  he  served  on  Gen. 
Leonard  Wood’s  staff  as  technical  adviser  in 
juiblic  health  and  .sanitation. 

He  was  also  jiresident  of  the  Philip]>ine 
Le])i()sy  Research  Board,  and  organized  the 
School  of  Public  Health  and  Preventive 
•Medicine  as  jiart  of  the  University  of  the 
Philii)])ines. 

He  had  served  as  ])resident  and  secretary 
of  the  Society  of  American  Bacteriologists, 
was  a member  of  the  Philadel{)hia  Gollege  of 
Physicians,  a fellow  in  the  American  As.socia- 
tion  of  ^Military  Surgeons,  a fellow  in  the 
American  Public  Health  As.sociation,  and  was 
an  editor  of  various  medical  publications  and 
author  of  several  books.  He  was  also  a IMason. 

Dr.  Hitchens  was  a former  member  of  the 
New  thistle  County  Medical  Society  and  the 
5Iedical  Society  of  Delaware,  transferring  his 
membership  to  the  Pennsylvania  State  Soci- 
ety in  1948. 

Dr.  Hitchens  came  to  Wilmington  to  head 
the  health  department  in  1944.  He  had  for- 
merly been  chief  of  the  Public  Health  De- 
partment of  the  University  of  Pennsylvania, 
and  until  recently,  he  .served  as  head  of  the 
Bureau  of  Laboratories  of  the  Pennsylvania 
State  Board  of  Health. 

During  his  stay  in  Wilmington  Dr.  Hitch- 
ens was  jiarticularly  active  in  the  1947  polio 
epidemic.  He  resigned  from  the  position  of 
health  commi.ssioner  in  September,  1948. 

Surviving  ai'c  his  wife,  Kthel ; son,  John  of: 
Washington,  D.  C. ; and  a daughter,  Ethel. 

Funeral  .services  were  held  at  the  Church 
of  the  Holy  Savioi',  Philadelphia,  on  Decem- 
ber 13,  1949. 


BOOK  REVIEWS 

Human  Growth.  By  Lester  F.  Beck,  Ph.  D., 
Associate  I’rofessor  of  Psychology,  University 
of  Oregon.  Pp.  124,  illustrated.  Cloth.  Price, 
$2.00.  New  York:  Harcourt,  Brace  & Com- 

pany, 1949. 

This  is  a very  intere.sting  and  useful  little 
book  for  doctors,  social  workers,  iind  teachers 
whose  work  brings  them  in  contact  with  chil- 
dren and  ])arents.  It  presents  in  plain  lan- 
gu.ige  and  clear  illustrations  the  story  of  hu- 
nmn  growth. 

The  book  is  especially  useful  in  teaching 
adolescents  and  young  iieusons  the  funda- 
mentals of  .sex  education  through  a better 
understanding  of  the  physiological  proce.sses 
involved  in  the  human  body  and  the  inter- 
action of  the  various  glands  and  hormones. 

Many  (juestions  and  answers  are  given 
which  explain  the  normal,  healthy  develop- 
ment of  the  body. 


Hebrew  5Iedical  Journal 

The  appearance  of  Volume  2,  1949  of  the 
Hebrew  Medical  Journal  (llarofe  Haivri), 
concludes  the  22nd  year  of  publication  of 
this  bi-lingual,  semi-annual  Journal,  edited 
by  Moses  Einhorn,  M.  D. 

Written  in  Hebrew,  with  English  sum- 
maries, the  Journal  is  a contribution  to  the 
develojiment  of  Hebrew  medical  literature 
and  thus  facilitates  teaching  in  the  newly 
established  Hebrew  University  - Haddassah 
IMedical  School  in  Israel. 

In  this  i.ssue  a detailed  article  is  pre.sented 
on  Scolio.sis  by  Samuel  Kleinberg,  M.D.,  and 
Prof.  Arnold  Kutzin.ski  gives  a comprehen- 
sive suiwey  on  the  Psychopathological  Prob- 
lems of  the  Jews  in  Israel. 

There  is  a siiecial  section  devoted  to  His- 
torical Medicine  which  contains  three  inter- 
e.sting essays:  IMedical  and  Anatomical  Terms 
in  the  Pentateuch  in  the  Light  of  Egyptian 
Medical  Papyri,  hy  Prof  A.  ,S.  Yahuda ; Jews 
as  Intermediaries  of  IMedicine  and  Natural 
Science  During  the  Middle  Ages,  by  Zussmann 
Munter,  51. D.;  Al-Qinpsani's  Essay  on  the 
Psycho-Physiology  of  Sleej)  and  Dreams,  by 
Dr.  Ijeon  Nemoy. 
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THE  ELECTROKYMOGRAM  IN 
ANGINA  PECTORIS’ 

Preliminary  Report 

A.  Henry  Clagett,  Jr.,  M.  D.,** 
Wilmington,  Del. 

Until  recently,  angina  i)ectori.s  has  been 
diagnosed  entirely  upon  the  subjective  com- 
plaints of  the  patient.  Little  progress  oc- 
curred following  the  classical  description  of 
lleberden  until  the  “anginal  Q wave’’  of 
Pardee.  Subsequent  exiierience  showed  the 
“Pardee  Q wave”  to  occur  for  various  rea- 
sons, fre(iuently  in  normal  individuals.  The 
anoxemia  and  exercise  tests,  based  upon  the 
principle  of  bringing  out  electrocardiographic 
changes  by  producing  coronary  insufficiency, 
were  a great  step  forward  but,  as  is  well 
known,  are  of  diagnostic  value  only  when 
positive.  The  desirability  for  objective  evi- 
dence, particularly  in  ca.ses  involving  com- 
pensation, is  obvious,  and  with  this  in  mind, 
the  electrokymographic  findings  in  coronary 
di.sease  are  being  studied. 

The  electrokymogra])h  was  developed  at 
Temple  University  by  Kenny,  Boone  and  co- 
workers, and  the  fundamentals  of  electroky- 
mograjihic  interpretation  have  been  described 
by  them.'"*  Briefly,  the  apfiaratus  consists 
of  a photoelectric  cell  which,  after  being 
placed  in  the  projier  position  under  fluoro- 
scopic control,  will  cause  the  changes  in  po- 
tential resulting  from  the  movement  of  any 
shadow  to  be  recorded  graphically.  In  refer- 
ence to  the  cardiac  border,  contraction  is  rep- 
resented by  downward  and  relaxation  by  up- 
ward deflections.  The  curv’es  so  obtained  have 
many  characteristics  of  cardiac  volume  curves 
and,  in  many  instances,  demonstrate  many  of 
the  different  cardiac  phases,  thereby  making 
the  ])rocedure  one  of  excellence  in  cardiac 
clinical  research. 

In  1949  Boone  and  co-worker.s'"’  studied  the 
jihase  of  ventricular  isometric  relaxation  and 
suggested  the  jiossibility  that  a prolongation 
of  this  j)hase  might  be  a com])ensatory  meas- 

'From  the  Medical  Service,  Veterans  Administration 
Hospital. 

Reviewed  in  the  Veterans  Administration  and  pub- 
lished with  the  approval  of  the  Chief  Medical  Director. 
The  statements  and  conclusions  published  by  the  authors 
are  the  result  of  their  own  study  and  do  not  necessarily 
reflect  the  opinion  or  policy  of  the  Veterans  Administration. 

••Chief  of  the  Medical  Service. 

The  electrokymograph  used  in  this  study  was  a gift 
of  Unit  I,  Mothers  of  World  War  11,  Wilmington. 


lire  in  the  presence  of  coronary  artery  dis- 
ease.* 

Sussman  and  his  group"  in  the  same  year 
focu.sed  attention  upon  delayed  sy.stolic  ven- 
tricular contraction  following  myocardial  in- 
farction.** In  discussing  this  paper  Gillick 
confirmed  the  findings  but,  in  addition  to 
myocardial  infarction,  ascribed  them  to  myo- 
cardial fibrosis,  myocarditis,  ischemia,  and 
biochemical  reactions. 

The  following  two  cases  are  presented  as 
having  histories  typical  of  angina  pectoris 
with  no  evidence  to  suggest  myocardial  in- 
farction. All  objective  findings  were  nor- 
mal, including  fhe  IMaster  two-step  exercise 
test.  Abnormalities  in  the  electrokymogram 
proved  to  be  the  only  objective  findings  to 
substantiate  the  patient’s  history. 

No.  5452.  This  53-year-old  white  male  first 
developed  substernal  distress  upon  exertion  at 
age  44  and,  due  to  the  nature  of  the  pain 
(onset  following  exertion,  relieved  by  rest  and 
nitroglycerine),  a diagnosis  of  angina  pec- 
toris w’as  made.  Since  1941,  numerous  elec- 
trocardiograms have  been  normal.  (Fig.  1) 


FIGURE  1 

Fig.  1.  Case  5452.  Left  — electrocardiogram. 
Right  — tracing  taken  directly  from  electrokymo- 
gram. A-PRE  — apex,  pre-exercise.  A-POST 
— apex,  post-exercise.  C-carotid  pulse.  Note 
that  in  A-PRE  the  deflection  is  downward  at  the 
instant  of  the  beginning  of  the  upstroke  of  the 
carotid  pulse;  this  is  normal-  (In  A-POST,  there 
is  a delay  of  0.04  second  from  the  carotid  up- 
stroke to  the  beginning  of  the  downward  deflec- 
tion; this  is  abnormal. 

Master  two-ste])  exercise  tests  were  negative 
on  June  1(5,  1948  and  October  5,  1949.  At 
no  time  were  there  any  signs  or  symptoms  to 

•Unfortunately,  the  nature  of  the  electrokymogram  Is 
such  that  it  is  impossible  to  measure  the  phase  of  ven- 
tricular Isometric  relaxation  in  many  tracings.  It  was 
impossible  to  measure  this  interval  in  either  of  the  cases 
presented. 

•♦Experience  is  demonstrating  that  this  phenomenon 
may  be  missed  unless  tracings  are  obtained  from  numerous 
areas  of  the  ventricles. 
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suggest  myocardial  infarction.  Repeated  ex- 
aminations showed  the  blood  pressure  and 
heart  size  to  be  normal.  An  electrokymogram 
taken  October  5,  1949  (Fig.  1),  showed  the 
ventricular  apical  pulsation  to  be  normal  be- 
fore exercise  but  delayed  0.04  second  after  the 
Master  two-step  exercise  test. 

No.  4385.  This  60-year-old  colored  male 
was  known  to  be  hypertensive  since  1930  but 
served  in  the  Army  until  the  onset  of  angina 
in  1947.  This  was  manifested  by  a squeezing, 
burning  substemal  pain  which  radiated  down 
both  arms,  was  brought  on  by  exertion  and 
relieved  by  rest  and  nitroglycerine.  Numer- 
ous electrocardiograms  showed  no  abnormal- 
ity other  than  Q waves  in  leads  2 and  3.  (Fig. 
2)  Physical  examination  w’as  normal  except 


FIGURE  2 

Fig.  2.  Case  4385.  Left  — electrocardiogram. 
Right  — tracing  taken  directly  from  electrokymo- 
gram. A — apex.  C — carotid  pulse.  Note 
upward  deflection  at  apex  coincident  with  the 
carotid  upstroke  and  followed  by  a second  similar 
deflection  giving  rise  to  a low  voltage  "W-shaped" 
complex. 

for  hypertension,  generalized  sclerosis,  and 
arteriosclerosis  obliterans.  Although  the  elec- 
trocardiograms could  not  exclude  an  old  pos- 
terior myocardial  infarction,  no  symptoms  to 
suggest  this  condition  ever  were  present. 
Master  two-step  exercise  tests  were  negative 
on  September  17,  1947  and  March  23,  1949. 
An  electrokymogram  taken  January  18,  1950 
(Fig.  2),  showed  definite  lateral  motion  of 
the  apex  during  systole,  a finding  obviously 
secondary  to  severe  myocardial  disease. 

Discussion 

The  above  cases  presented  histories  typical 
of  angina  pectoris  but  a lack  of  objective  con- 
firmatory evidence,  particularly  in  the  first. 


Eleetrokymograms  demonstrated  abnormal 
apical  pulsations  in  both.  One,  however,  de- 
veloped the  abnormality  only  after  exercise. 

The  electrokymogram  has  been  suggested  as 
an  additional  study  of  value  in  patients  with 
coronary  artery  disease.  More  study  is  neces- 
sary before  conclusions  can  be  drawn,  but 
from  the  available  literature  plus  my  per- 
sonal observation*  its  use  seems  to  offer  great 
promise  in  this  field. 

REFERENCES 

1.  Henny,  G.  C.,  Boone,  B.  R.,  and  Chamberlain,  W.  E. : 
Electrokymograph  for  Recording  Heart  Motion,  Im- 
proved Type,  Am.  J.  Roentgenol.  51:  409,  1947. 

2.  Boone,  B.  R.,  Chamberlain,  W,  E.,  Gillick,  F.  G.,  Henny, 

G.  C.,  and  Oppenheimer,  M.  J.:  Interpreting  the  Elec- 

trokymogram of  Heart  and  Great  Vessel  Motion,  Am. 
Heart  J.  34:  560,  1947, 

3.  Gillick,  F.  G.  and  Reynolds,  W.  F.:  Clinical  Applica- 

tion of  Electrokymography,  Calif.  Med.  70:  1,  1949. 

4.  Boone,  B.  R.,  Ellinger,  G.  F.,  and  Gillick,  F.  G.:  Elec- 
trokymography of  the  Heart  and  Great  Vessels:  Prin- 

ciples and  Application,  Ann.  Int.  Med.  31:  1030,  1949. 

5.  Boone,  B.  R.,  Randak,  E.  F.,  Ellinger,  G.  F.,  and  Op- 
penheimer, M.  J.:  Electrokymographic  Studies  of  the 

Ventricular  Isometric  Relaxation  Phase  of  the  Cardiac 
Cycle  in  Man,  J.  Applied  Physiol.  1:  534,  1949. 

6.  Sussman,  M.  L.,  Dack,  S.,  and  Paley,  D.  H.:  Some 

Clinical  Applications  of  Electrokymography — The  Find- 
ings in  Myocardial  Infarction  and  Heart  Block.  Radiol. 
53:  500,  1949. 


SUBACUTE  BACTERIAL  ENDO- 
CARDITIS*’^ 

Irvin  N.  Carroll,  M.  D., 
Wilmington,  Del. 

Prior  to  the  discovery  of  the  newer  chemo- 
therapeutic agents  subacute  bacterial  endo- 
carditis was  attended  by  a mortality  rate  of 
nearly  100  per  cent.  Since  these  agents  have 
become  available  more  and  more  cures  of  the 
endocarditis  are  being  reported.  It  is  not  the 
purpose  of  this  paper  to  review  the  volumi- 
nous literature  on  the  subject  but  rather  to 
briefly  mention  some  of  it  and  to  report  two 
cases  treated  with  antibiotics  that  are  well 
and  able  to  work,  approximately  one  year  af- 
ter discharge  from  the  hospital. 

It  is  of  interest  that  the  disease  has  been 
known  for  almost  a century  and  yet  only  re- 
cently have  effective  therapeutic  agents  been 
discovered.  Rokitansky,^  in  1855,  was  one  of 
the  first  to  describe  the  pathological  picture 
of  .subacute  bacterial  endocarditis.  Virchow,^ 
in  1856,  developed  his  theory  of  embolism 


‘The  series  at  present  Includes  16  cases  of  myocardial 
infarction,  16  cases  of  sclerosis  without  infarction,  and  9 
cases  of  coronary  insufficiency,  several  with  tracings  be- 
fore and  after  exercise.  The  results  of  this  study  are  to 
be  published. 

••From  the  Medical  Service,  Veterans  Administration 
Hospital,  Wilmington. 
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after  stiulyiii_<>-  the  disease.  ^Vinf>e  and  Ilei- 
IxH'i',  in  1869,'^  Klebs  1878,‘‘  Koster  1886,® 
Ormerod,'’  Osier,"  Horder,*^  Blumer,-'  Lil)- 
man/'*  and  Tliayer,”  among-  others  were  all 
early  investigators  into  this  problem.  Bill- 
ings,in  1909  reported  positive  blood  cultures 
in  all  of  a small  series  of  patients  with  sub- 
acute bacterial  endocarditis. 

Lichtmaid®  in  his  stiuly  of  2500  cases  of  the 
disease  before  sulfonamides  and  antibiotics 
reporteil  about  1 per  cent  spontaneous  cures. 
Some  of  the  more  recent  reports  in  which  an- 
tibiotics were  used  are  very  encouraging. 
Dawson  and  llunter^^  found  that  30  of  35  pa- 
tients were  clinically  well  after  treatment  and 
observation  for  a period  of  fourteen  months. 
Brie.st  et  aP®  reported  22  of  34  eases  that  were 
well  thirteen  to  thirty-five  months  after  treat- 
ment. Kaplan  et  aP®  reported  a series  of  18 
ca.ses  treated  with  penicillin  w-ho  w-ere  cured 
of  their  active  endocarditis  and  were  followed 
for  25  to  61  months  after  discharge.  Of  these, 
6 showed  iirogressive  cardiac  disability;  3 
died ; 12  showed  no  ])rogression  of  their  car- 
diac disease.  It  was  the  authors’  imiiression 
that  the  presence  of  so-called  “dynamic  aortic 
insufficiency’’  was  the  cardinal  factor  in  deter- 
mining whether  or  not  the  patients  show’ed  no 
progression  of  the  cardiac  lesions  or  went 
steadily  downhill. 

In  a recent  re])ort  on  13,661  autopsies,*"  the 
incidence  of  active  endocarditis  was  2.2  per 
cent.  Of  these,  87  i)cr  cent  were  bacterial 
endocarditis.  Of  299  cases,  78  were  cases  of 
so-called  abacterial  endocarditis  due  to  active 
or  recurrently  active  rheumatic  fever.  The 
sex  ratio  in  their  .series  was  4:1  with  jiredomi- 
nance  of  males  in  the  bacterial  groui>.  They 
found  that  aortic  valvulitis  predominated  in 
the  bacterial  grou[)  and  mitral  valvulitis  in 
the  group  of  active  rheumatic  endocarditis.  It 
is  of  intere.st  that  in  this  series  38  ])cr  cent 
were  above  the  age  of  45  years. 

In  another  series  of  50  autopsy  ca.ses*®  of 
subacute  bacterial  endocarditis,  23  showed 
healed  rheumatic  heart  disease.  No  congeni- 
tal or  leutic  lesions  were  found  in  this  .small 
group.  In  yet  another  series  of  58  ea.ses*®  of 
subacute  bacterial  endocarditis,  over  60  per 
cent  were  found  to  have  rheumatic  heart  dis- 
ea.se  at  autop.sy.  In  a .series  of  28  case.s^'  who 
came  to  autopsy  and  who  were  over  40  yea  in 


of  age,  51  })er  cent  showed  evidence  of  rheu- 
matic heart  disease.  The  other  43  j)er  cent 
were  made  up  of  arteriosclerotic,  luetic,  and 
congenital  valvular  defonnities. 

Before  the  discovery  of  sulfonamides,  jieni- 
cillin,  and  streptomycin  a wide  variety  of 
jirocedures  and  drugs  were  used  in  an  attempt 
to  effect  a cure.  Cauterization  of  the  che.st 
wall,  ausenicals,  fever  therapy,  mercuro- 
clu-ome,  gentian  violet,  vaccines,  and  many 
other  agents  were  used  without  benefit.  With 
the  advent  of  sulfonamides,  it  was  found  that 
the  blood  became  sterilized  in  some  cases,  but 
relajises  were  very  frecpient.  One  of  the 
earliest  .series  treated  with  sulfonamides  was 
by  Lichtman.*®  He  obtained  4 per  cent  re- 
coveries in  his  series  of  498  cases.  Later  .sul- 
fonamides and  fever  therapy  were  used  with 
somewhat  better  success.  Lichtman*-'*  treated 
102  ca.ses  of  subacute  bacterial  endocarditis, 
of  which  11  recovered  (10.7  jier  cent).  Fa- 
vour et  aP*  treated  a series  of  16  cases  of 
which  4 recovered.  When  penicillin  became 
available,  failures  at  first  were  frequent.  Ap- 
parently  this  was  due  to  inadetpiate  dosage. 
After  increasing  the  dosage  to  from  500,000 
to  1,000,000  units  of  iienicillin  daily  many 
more  cures  were  being  reported.  IMore  recent- 
ly, various  agents  to  block  the  renal  excretion 
of  penicillin  have  been  used  successfully  in 
])i’oducing  higher  blood  concentrations.  Im- 
jiortant  factors  in  the  treatment  seem  to  be 
early,  intensive  and  prolonged  treatment  for 
four  to  six  weeks  after  blood  cultures  have  be- 
come negative. 

Report  of  Cases 

Case  1.  A 26-year-old  white  male  shoe  re- 
jiairer  was  admitted  to  this  hos])ital  on  Sep- 
tember 9,  1948,  complaining  of  pain  and 
swelling  of  the  ankles  which  had  subsided  a 
few  days  before.  He  had  been  well  except 
for  some  generalized  weakness  and  mild  ex- 
ertional dyspnea  until  May  of  1945,  when  he 
was  found  to  have  rheumatic  heart  disease. 
He  was  hospitalized  while  in  the  armed  ser- 
vices and  later  .separated  after  .several  weeks’ 
treatment.  Following  discharge  from  the  .ser- 
vice, he  attemi>ted  to  work  but  was  unable  to 
continue  because  of  weakness  and  dyspnea  on 
exertion.  About  three  weeks  prior  to  ad- 
mission, he  developed  pain,  redness,  and  swell- 
ing of  both  ankles  which  .subsided  within 


;\Iarch,  1950 


Delaware  State  Medical  Journal 


47 


about  three  days.  Otlierwise,  the  systemic 
review  was  entirely  negative. 

Physical  examination  revealed  a well-de- 
veloped, but  somewhat  undernourished,  white 
male  whose  physical  findings  were  entirely 
normal  except  for  the  cardiovascular  system. 
Blood  iiressure  was  112/68 ; pulse,  90.  The 
heart  was  slightly  enlarged  to  the  left;  the 
rhythm  was  regular.  A soft,  blowing  dias- 
tolic murmur  was  heard  in  the  second  and 
third  intercostal  spaces  to  the  right  of  the 
sternum  and  along  the  left  border  of  the 
sternum.  This  was  constant  and  was  accen- 
tuated by  exercise.  At  the  apex  a third  heart 
sound,  which  disappeared  following  exercise, 
was  present.  There  were  no  apical  murmurs. 
The  right  ankle  and  left  knee  were  slightly 
tender  but  there  was  no  swelling  or  redness. 

Laboratory  findings  were  entirely  normal 
except  for  a sedimentation  rate  of  63  mm./hr. 
(Westergren).  Other  tests  including  urinaly- 
sis, complete  blood  count,  and  serology  were 
negative.  Fluoroscopic  examination  of  the 
heart  revealed  no  enlargement  and  the  electro- 
cardiogram was  normal.  The  patient  had  a 
low-grade  fever  from  the  time  of  admission. 
Blood  cultures  were  taken  freciuently  and  a 
sparse  growth  of  short  gram-negative  rods 
were  reported  on  many  cultures.  At  the  same 
time  the  patient  developed  several  small  pete- 
chiae  on  the  fingers  and  toes.  The  diagnosis 
was  made  of  subacute  bacterial  endocarditis, 
and  penicillin  in  a dosage  of  200,000  units 
every  three  hours  was  started. 

Four  days  after  penicillin  treatment  was 
started,  “ caronamide,  ” 3 gm.  every  three 
hours,  was  given  in  an  attempt  to  enhance  the 
blood  penicillin  level.  After  five  days  of 
“caronamide”  the  patient  developed  an  ele- 
vation of  temperature,  some  abdominal  pain, 
and  it  was  thought  that  at  this  time  he  was 
having  a reaction  to  the  drug.  This  was  dis- 
continued and  the  temperature  droxiped  to 
normal  within  48  hours  and  the  symptoms 
subsided.  Penicillin  was  continued  for  a total 
dosage  of  73,400,000  units.  Blood  cultures 
became  negative  ten  days  following  the  be- 
ginning of  treatment.  The  patient  continued 
to  have  transient  and  intermittent  stiffness 
of  the  left  leg.  He  also  had  occasional  ab- 
dominal eramiis ; otherwise  he  felt  well.  An 
attem])t  to  further  identify  the  organism  was 


made  both  in  our  laboratory  and  in  Philadel- 
phia, but  it  could  not  be  definitely  identified. 
The  x>atient  was  discharged  from  the  hosxiital 
on  January  21,  1949,  after  having  numerous 
negative  blood  cultures.  He  was  seen  three 
months  later  and  again  nine  months  follow- 
ing discharge,  at  which  time  he  was  perfectly 
well.  Blood  cultures  taken  at  tliese  times 
were  negative. 

Case  2.  A 58-year-old  white  male  jiainter 
was  admitted  on  December  10,  1948,  with  the 
chief  comxilaints  of  i)ains  in  both  legs  for 
many  years,  loss  of  appetite,  fever,  and 
weight  loss  of  20  x>ounds  in  the  x^ast  four 
months.  He  stated  he  that  was  well  until 
August  1948,  excex-)t  for  occasional  bouts  of 
cramxis  in  both  legs.  The  previous  medical 
history  was  noncontributory.  Systemic  re- 
view was  negative  except  for  leg  xmins,  ano- 
rexia, fever,  and  occasional  chilliness. 

Physical  examination  revealed  an  individ- 
ual who  ax>X5eared  five  to  ten  years  older  than 
his  stated  age.  The  head  and  neck  were  nor- 
mal. The  XJ^'ipiis  did  not  react  to  light  or 
accommodation  and  were  of  the  Argyll- 
Robertson  tyxie.  The  fundi  showed  marked 
arteriosclerotic  changes.  Blood  pi'e^isure  was 
140/76;  x^ulse,  100.  The  lung  fields  were  clear. 
The  heart  was  enlarged  to  the  left  with  the 
X)oint  of  maximum  imxuilse  in  the  sixth  inter- 
sxiace  in  the  anterior  axillary  line.  A sys- 
tolic thrill  was  x^alxiable  over  the  base  of  the 
heart.  Harsh,  grade  4,  systolic  and  diastolic 
murmurs  were  present  at  the  base  and  axiex. 
The  liver  was  barely  palpable.  Neurological 
examination  revealed  absent  reflexes  in  the 
knees  and  ankles  bilaterally.  There  was  some 
decrease  in  the  vibratory  sensation  in  both 
lower  extremities.  Tabes  dorsalis  was  diag- 
nosed. 

The  following  laboratory  tests  were  within 
normal  limits:  complete  blood  count,  blood 

urea  nitrogen,  total  serum  x^roteins,  febrile 
agglutinations  including  brucella  agglutina- 
tion, routine  urinalyses,  stool  cultures,  sxiinal 
fluid  examination,  serology,  chest  x-ray,  and 
electrocardiogram.  Sedimentation  rate  was 
increased  to  115  mm./hr.  Five  blood  cultures 
on  successive  daj's  all  showed  a heavy  growth 
of  streptococcus  viridans. 

The  x^atient  ran  an  intermittent  type  of 
fever,  ranging  between  nonnal  and  102°  F. 


48 


Delaware  State  ]\Iedical  Journal 


]\Iarch,  19f)0 


Therapy  eoiisisted  initially  of  “200, 000  units 
of  penicillin  every  three  hours  intramuscular- 
ly. Cultures  remained  positive  for  four  days, 
at  which  time  the  dosage  was  increased  to 
500,000  units  every  three  hoirrs.  Blood  cid- 
tures  taken  one  day  after  this  increased  dos- 
age weie  negative  and  remained  so  thereafter. 
11  owever,  the  patient  continued  to  have  a low- 
grade  fever  and  approximately  one  month 
after  therapy  with  penicillin  was  started 
streptomycin,  0.5  gm.  every  six  hours  was 
added.  The  temperature  became  normal  with- 
in five  days  following  this  and  remained  so. 
At  no  time  did  the  patient  develop  peteehiae. 

The  patient  was  discharged  from  the  hos- 
pital in  March  1949  and  was  again  seen  in 
Sei)temher,  1949,  at  w’hich  time  he  was  per- 
fectly well  except  for  evidence  of  tabetic  resi- 
duals. As  far  as  could  be  determined,  there 
was  no  i)rogression  of  his  rheumatic  heart 
disea.se.  Blood  culture  taken  at  that  time 
was  negative. 

Summary 

1.  hk)!'  the  past  decade  subacute  bacterial 
endocarditis  has  no  longer  been  considered 
the  consistently  fatal  disease  that  we  once 
knew.  This  is  due  primarily  to  the  introduc- 
tion of  the  antibiotic  agents. 

2.  Early,  prolonged  and  intensive  therapy 
has  resulted  in  a high  percentage  of  cures  in 
a number  of  series  of  cases. 

3.  Rheumatic  heart  disease  is  by  far  the 
most  common  underlying  cardiac  lesion. 

4.  Bacterial  endocarditis  is  a common  dis- 
ea.se  in  patients  over  fifty  years  of  age. 

5.  Two  cases  are  i)resented.  Both  are  liv- 
ing and  well  approximately  one  year  follow- 
ing treatment. 

().  Ca.se  1 is  of  particular  interest  because 
the  organism  was  a penicillin  sensitive  gram- 
negative rod  which  was  not  definitely  identi- 
fied. 

7.  Case  2 is  of  interest  because  of  his  age 
and  also  because  he  has  done  well  for  one 
year  in  spite  of  a dynamically  significant 
aortic  regurgitation. 
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THE  USE  OF  QUINIDINE  IN 
DAILY  PRACTICE* 

Ralph  M.  ]\Iyer.sox,  M.  D.,  and 
A.  Henry  Clagett,  Jr.,  D., 
Wilmington,  Del. 

Since  its  introduction  into  the  field  of  car- 
diac therapy  by  Wenckebach  in  1914,^  quini- 
dine  has  rightly  assumed  a ])lace  of  imiior- 
tance.  A “double-edged  sword,”  (piinidine 
has  been  neglected  by  some  while  abused  by 
others.  This  review  of  its  actions,  indications, 
and  contraindications  is  presented  in  the  hope 
that  this  important  drug  will  find  its  proper 
place  in  the  armamentarium  of  the  general 
practitioner. 

Pharmacologif.  Quinidine  is  the  dextro- 
i.somer  of  (piinine  and  occurs  with  the  latter 
in  cinchona  bark.  It  is  a general  protoiilasmic 
])oison  and  acts  as  a depressant  of  skeletal 
and  cardiac  muscle.  Therapeutic  doses  of 
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quinidine  produce  changes  in  tlie  heart  which 
can  he  summarized  as  follows : 

(1)  The  refractory  period  of  cardiac  mus- 
cle is  increased,  often  by  as  much  as  50  to 
100  per  cent; 

(2)  Impulse  formation  in  the  sino-auricu- 
lar  and  aurieuloventricular  nodes  is  retarded; 
and 

(3)  The  conduction  of  impulses  in  the 
auricles,  bundle  of  His  and  ventricles  is 
slowed. 

These  direct  actions  have  secondary  effects 
on  the  heart,  namely : 

(1)  The  myocardial  excitability  is  de- 
creased, mainly  due  to  the  increased  refrac- 
tory period ; 

(2)  The  rate  of  the  heart  is  slowed;  and 

(3)  The  amplitude  of  contraction  may  be 
increased.  This  is  due  to  the  slower  rate  re- 
sulting in  increased  diastolic  filling  of  the 
ventricles.  With  toxic  doses  of  quinidine  or 
in  heart  failure,  however,  the  amplitude  of 
contraction  may  be  decreased  due  to  depres- 
sion of  muscular  contractility. 

Therapeutic  Uses  of  Quinidine.  Extrasys- 
toles, if  asymptomatic,  are  not  an  indication 
for  quinidine,  with  the  exception  of  those 
following  myocardial  infarction,  where  they 
may  signal  a more  serious  arrhythmia.  When 
extrasystoles  cause  palpitation,  heart  con- 
sciousness and  anxiety,  quinidine  affords  re- 
lief by  decreasing  myocardial  irritability.  Be- 
fore using  qiiinidine  in  the  control  of  extra- 
systoles a search  for  factors  responsible  for 
their  presence  should  be  made. 

Quinidine  has  unicjue  value  in  the  therapy 
of  auricular  fibrillation.  It  acts  by  increas- 
ing the  refractory  period  of  the  auricular 
musculature  so  that  the  abnormal  impulses 
find  refractory  tissue  in  their  path  and  the 
arrhythmia  comes  to  an  end. 

Since  Frey^  first  recommended  its  use  in 
this  disorder,  much  has  been  written  concern- 
ing its  merits  and  disadvantages.  There  is 
little  argument  that  the  best  results  of  quini- 
dine in  auricular  fibrillation  are  obtained  in: 
(1)  young  patients  exhibiting  little  cardiac 
damage  and  in  whom  the  arrhythmia  is  of 
recent  origin;  (2)  cases  of  persistent  auricu- 
lar fibrillation  after  thyroidectomy;  and 
(3)  patients  whose  cardiac  irregularity  causes 
severe  palpitation  and  where  this  constitutes 


their  chief  complaint  even  though  they  are 
digitalized  and  their  cardiac  rate  has  been 
slowed. 

The  controversy  revolves  around  the  use  of 
quinidine  in  the  patient  with  chronic  auricu- 
lar fibrillation  associated  with  organic  heart 
disease.  Various  workers’^"^  have  expressed 
the  opinion  that  auricular  fibrillation  is  mere- 
ly a manifestation  of  the  unfavorable  progress 
of  otherwise  severe  heart  disease  and  that 
in  itself  it  does  not  materially  alter  the  health 
of  the  patient  or  interfere  with  cardiac  ef- 
ficiency. Chronic  fibrillation  of  twenty-five 
years’  duration  has  been  reported  as  occur- 
ring without  apparent  detriment  to  the  pa- 
tient. This  group  points  out  that  quinidine 
frequently  has  but  a short-lived  effect  and  its 
dangers  outweigh  its  possible  advantages. 
(Jthers,^’"®  however,  lielieve  that  the  develop- 
ment of  auricular  fibrillation  adds  to  the  car- 
diac insufficiency  and  carries  with  it  certain 
dangers.  The  experimental  production  of 
auricular  fibrillation  in  animals  reduces  the 
output  of  the  heart  by  an  average  of  40  per 
cent.®  Frequently  one  sees  patients  in  whom 
the  appearance  of  auricular  fibrillation  is  fol- 
lowed shortly  by  the  first  signs  and  symptoms 
of  congestive  failure.  The  dangers  of  intra- 
auricular  thromlms  formation  is  present  as 
long  as  the  auricles  continue  to  fibrillate. 

Recent  series  in  which  chronic  filirillation 
was  treated  with  quinidine  show'  a successful 
conversion  to  normal  sinus  rhythm  in  65  to 
88  per  cent  of  cases,  with  few  serious  toxic 
reactions.®’  ^®‘^®  Though  all  the  series  are  as 
yet  incompletely  follow’ed,  the  rhythm  remain- 
ed regular  for  periods  of  twm  to  twenty-four 
months  in  approximately  50  per  cent  of  pa- 
tients. 

Although  the  problem  is  still  unsettled  and 
warrants  further  clinical  and  laboratory  in- 
vestigation, it  is  our  belief  that  quinidine 
should  not  be  used  in  the  patient  wdth  chronic 
aui’icular  fibrillation,  there  being  rare  excep- 
tions to  this  rule. 

Quinidine  is  less  effective  in  aurietdar  flut- 
ter than  in  auricular  fibrillation.  Its  use  may 
actually  result  in  an  increase  in  ventricular 
rate  which  may  be  dangerous  to  the  patient. 
This  occurs  when  the  ventricle  is  able  to  re- 
spond to  more  auricular  impulses  as  the  quini- 
dine slows  the  auricular  rate.  Digitalis,  there- 
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fore,  is  to  l)e  preferred  in  the  treatment  of 
auricular  llutter  and  (luinidine  should  be  re- 
served I'or  use  oidy  after  the  failure  of  digi- 
talis. 

In  paroxysmal  tachycardias  of  auricular  or 
nodal  origin,  (piinidine  is  effective  by  dei)ress- 
ing  the  S-A  node  or  the  extra-nodal  focus  of 
the  abnormal  rhythm.  The  hearts  of  patients 
with  this  disorder  are  usually  in  better  con- 
dition than  tho.se  with  auricular  fibrillation. 
C'on.secpiently  the  contin indications  to  (piini- 
diue  are  fewer  and  the  recjuired  do.se  is 
smaller. 

(^uinidine  is  the  drug  of  choice  in  paroxys- 
mal ventricular  tacinicardia.  In  the  va.st  ma- 
jority of  cases  this  arrhythmia  is  indicative  of 
serious  heait  disease.  It  is  in  this  condition 
that  the  rapid  administration  of  (piinidine  in 
large  amounts  may  be  necessary  as  a lifesav- 
ing mea.sure.  If  oral  quinidine  is  ineffective 
or  the  ])atienf  is  unable  to  take  the  drug  by 
mouth,  intramuscidar  or  intravenous  prepa- 
rations of  (piinidine  should  be  used.  These 
should  be  used  only  by  one  with  much  exjiei'i- 
(Mice  with  this  method  as  it  is  not  without 
danger.^’^ 

Although  ventricular  fibrillation  is  general- 
ly a fatid  condition  and  very  likely  one  of 
the  causes  of  sudden  death  following  myo- 
cardial infarction,  it  does  rarely  occur  as  a 
transient  phenomenon  and  may  be  responsi- 
ble I'or  attacks  of  Stokes-Adams  synco])e.^'^ 
When  it  can  be  established  that  .syncoi>al  at- 
tacks are  on  such  a basis,  quinidine  may  then 
be  effective  in  preventing  them. 

(Quinidine  has  been  suggested  for  routine 
use  following  myocardial  infarction  to  reduce 
myocardial  irritability  and  arrhythmias  of 
ventricular  origin.-^  Smith  and  his  co- 
workers-- found  that  (piinidinized  dogs  with- 
stood coi’onary  ligation  better  than  control 
ainmals.  Xathan.son^'’’  obseiwed  no  harmful 
effects  in  the  routine  use  of  (piinidine  for  six 
to  eight  weeks  following  myocardial  infarc- 
tion. Mo.st  observer.s,  however,  feel  that  its 
routine  use  is  unwarranted,  but  the  a])])ear- 
ance  of  more  than  an  occasional  ventricular 
extrasystole  following  a myocardial  infarction 
is  considered  an  indication  for  (luinidine  be- 
cause these  beats  may  become  freipient  and 
give  rise  to  runs  of  or  sustained  ventricular 
tachycardia,  a grave  pi'ognostic  sign. 


Similarly,  Beck-^  feels  that  the  preoperative 
u.se  of  (luinidine  will  prevent  ventricular  fi- 
brillation which  is  the  chief  cause  for  death 
during  cardiac  surgery. 

Administration  and  Dosage.  Quinidine  sul- 
fate, the  preparation  usually  employed,  is 
readily  absorbed  from  the  ga.stro-intestinal 
tract.  Experiments  show  that  its  maximum 
absorption  takes  place  in  about  two  hours  so 
that  the  peak  effect  may  be  expected  at  that 
time.^^  ]\lost  of  the  action  of  (piinidine  wears 
off  in  le.ss  than  twenty-four  hours. 

Further  studies  reveal  that  a fixed  daily 
dose  shows  cumulation  for  only  three  or  four 
days’"'  unlike  digitalis  where  a fixed  daily 
dose  may  show  cumulation  over  a period  of 
two  to  three  weeks.  This  signifies  fhat  any 
dosage  of  quinidine  which  fails  to  produce 
the  desired  effect  in  three  to  four  days  is  like- 
ly to  fail  to  do  so  no  matter  how  long  it  is 
continued. 

In  the  vast  majority  of  cases  quinidine  can 
be  administered  orally.  However,  it  may  be 
given  parenterally  where  rapid  utilization 
may  be  lifesaving,  or  in  the  iiatient  who  is 
unable  to  take  the  drug  orally  becau.se  of 
coma,  gastro-intestinal  disturbances,  poor  co- 
operation, etc. 

While  many  methods  of  administration 
have  been  recommended,  no  single  dosage 
schedule  is  applicable  to  all  cases.  The  drug 
should  be  given  in  amount  sufficient  to  pro- 
duce the  desired  effect  but  insufficient  to  cause 
reactions.  Its  exact  dosage,  therefore,  de- 
jiends  upon  the  type  of  arrhythmia,  the  urg- 
ency of  restoring  normal  I'hythm,  tlie  develop- 
ment of  toxic  signs  and  symptoms,  and  the 
individual  resimnse  to  therapy. 

It  is  well  to  give  a test  do.se  of  3 gr.  of 
(piinidine  sulfate  and  observe  the  patient  for 
symptoms  of  idiosyncra.sy  or  cinchonism. 
Should  these  occur,  the  drug  should  not  be 
used  exce])t  as  a last  resort  in  unusual  in- 
stances. 

For  the  less  serious  arrhythmias,  where  re- 
storation to  normal  rhythm  is  not  urgent,  3 
gr.  may  be  administered  every  three  or  four 
hours.  If  this  proves  unsuccessful  after  two 
to  three  days,  the  dose  may  be  increased  to 
4I/0  or  6 gr. 

In  jiatients  where  rapid  (piinidinization  is 
necessary,  the  initial  dose  of  3 gr.  may  be  in- 
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creased  by  3 gr.  every  two  to  three  hours.  In 
this  waj’  large  doses  of  quinidine  may  be  ad- 
ministered over  a relatively  short  period  of 
time.  IMassive  doses  may  be  necessary, 
lleich^'^  having  reported  a case  responding 
only  after  185  gr.  were  given  in  a ])eriod  of 
two  and  a half  days. 

After  normal  cardiac  rhythm  is  restored,  3 
to  9 gr.  of  quinidine  may  be  given  tliree  or 
four  times  a day  for  several  weeks,  the  dose 
then  being  gradually  reduced.  The  daily 
maintenance  dose  varies  for  each  patient.  In 
some  cases  no  maintenance  dose  is  necessarjq 
the  arrhythmia  having  been  pennanently  abol- 
ished. 

Toxic  Reactions.  The  undesirable  effects  of 
(luinidine  may  be  the  result  of  the  drug  itself 
or  of  the  diseased  heart  plus  the  drug. 

Cinchonism  may  be  due  to  overdosage  or 
idiosyncrasy.  Tinnitus,  vertigo,  blurred  vi- 
sioir,  photophobia,  diplopia,  dilated  pupils  and 
scotomata  may  develop.  Respiratory  distress, 
asthma  or  temporary  cessation  of  respirations 
may  occur  as  may  nausea,  vomiting,  abdomin- 
al pain  and  diarrhea.  Headache,  fever,  ap- 
prehension, confusion,  syncope,  and  coma 
have  been  noted.  Renal  damage  has  been 
ascribed  to  quinidme.  Rashes  and  angio- 
neurotic edema  may  occur.  Tlie  occurrence 
of  severe  toxic  symptoms’  while  rare,  is  a con- 
traindication to  the  use  of  the  drug  except  as 
a last  resort. 

Sudden  death  is  accepted  as  a danger  of 
quinidine  administration.  The  mechanism 
may  vary.  The  hazard  of  embolism  has  been 
overemphasized.  Many  studies*’  indi- 

cate that  embolic  phenomena  occui’  no  more 
frequently  with  quinidine  therapy  than  with 
digitalis  or  no  medication.  For  example, 
Viko,  Marvin  and  White^  reported  that  in 
200  cases  of  auricular  fibrillation  without 
quinidine  therapy  there  were  9 instances  of 
embolic  phenomena  (4.5  per  cent),  whereas 
in  484  cases  of  auricular  fibrillation  treated 
with  quinidine,  emboli  occurred  in  only  15 
eases  (3.1  per  cent). 

Quinidine  may  cause  sudden  death  by  res- 
piratory paralysis,  ventricular  fibrillation,  or 
cardiac  standstill  due  to  paralysis  of  the  sino- 
aurieular  and/or  auriculo-ventricular  nodes. 
Serial  electrocardiograms  taken  during  quini- 
dine therapy  will  help  in  determining  any 


toxic  effects  on  the  myocardium  as  well  as 
hidicating  any  encouraging  therapeutic  re- 
sults. Because  of  its  depressant  action  on  the 
myocardium,  quinidine  causes  prolongation  of 
the  PR  and  QT  intervals  and  slurring  of  the 
QRS  complex. 

Paradoxically,  tachycardias  have  been  re- 
ported as  occurring  during  the  course  of  quini- 
dine therapy.  Death  from  ventricular  fibril- 
lation after  quinidine  jirobably  occurs  more 
commonly  than  is  usually  stated,  and  many 
fatalities  formerly  attributed  to  embolism 
were  probably  due  to  ventricular  fibrillation. 
This  Iras  been  suggested  by  electrocardio- 
grams taken  before  death. 

Contniindications.  Because  of  the  depres- 
sant action  of  quinidine  on  the  S-A  and  A-V 
nodes,  the  presence  of  pre-existing  conduction 
defects  has  generally  been  considered  to  con- 
stitute a definite  contraindication  to  the  use 
of  quinidine  except  when  the  patient  is  seri- 
ou.sly  ill.  Other  frequently  mentioned  contra- 
indications are  subacute  bacterial  endocardi- 
tis and  angina  pectoris  which  has  been  re- 
lieved by  the  development  of  auricular  fibril- 
lation. 

The  presence  of  congestive  failure  has  been 
cited  as  a contraindication  to  the  use  of  quini- 
dine. Askey*  studied  the  case  reports  of  839 
patients  with  auricular  fibrillation  treated 
with  ([uinidine  and  who  could  be  separated 
into  those  with  congestive  failure  and  those 
without  congestive  failure.  He  found  no  sig- 
nificant difference  in  the  incidence  of  sudden 
death  in  the  two  groups.  Patients  with  con- 
gestive failure  accompanied  by  auricular 
fibrillation  who  have  not  responded  to  the 
usual  therapeutic  regimen  for  cardiac  decom- 
pensation may  show  a striking  improvement 
on  (piinidine  therapy. 

Summary 

The  actions,  indications,  and  contraindica- 
tions of  quinidine  are  reviewed. 

Because  of  its  depressant  action  on  the  myo- 
cardium, (juinidine  plays  a valuable  role  in 
the  therapy  of  extrasystoles  and  tachycardias 
of  both  ventricular  and  supraventricular 
origin. 

By  increasing  the  refractory  period  of  au- 
ricular musculature,  (piinidine  is  effective  in 
stopping  aui’icular  fibrillation.  However,  in 
the  case  of  chronic  auricular  fibrillation  as- 
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sociated  with  orgaiiie  lieart  disease  the  use  of 
quiiddine  is  hii>hly  controversial.  It  is  felt 
that  at  the  jn'e-sent  time  the  evidence  warrants 
its  use  only  in  excej)tional  cases. 

Digitalis  is  the  drug  of  choice  in  the  thera- 
pA’  of  auricular  tlutter  and  quinidine  should 
be  reserved  for  those  cases  in  which  digitalis 
has  been  a failure. 

Toxic  reactions,  pre-existing  conduction  de- 
fects, subacute  bacterial  endocarditis,  and 
angina  pectoris  which  has  been  relieved  by 
auricular  fibrillation  constitute  contraindica- 
tio7is  to  the  u.se  of  (piinidine. 
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SHOULDER-HAND  SYNDROME  FOLLOW- 
ING CORONARY  HEART  DISEASE* 
Report  of  Cose 

Irvin  X.  C.vrroll,  !M.  D.,  and 
]\Ieier  ]\1ahku,  31. 1). 

Wilmington,  Del. 

The  association  of  jiain  in  the  shoulder  re- 
gion following  myocardial  infarction  is  well 
known,  hut  the  .shonlder-hand  syndrome  fol- 
lowing infarction  was  not  re])orted  in  the 
literature  until  1941,  when  Askey^  presented 
22  ca.ses  with  this  syndrome. 

In  1943  Johnson^  found  that  39  (21.8%) 
out  of  178  consecutive  eases  of  myocardial  in- 
farction developed  atrophic  changes  in  the 
hands  resembling  scleroderma  and  sclerodac- 
tylia. 1 le  suggested  the  term  ‘ ‘ Post-infarction 
Sclerodactylia.'’  He  attributed  the  disabling 
changes  in  the  hands  to  nutritional  disturb- 
ances, chielly  anoxia  from  local  ischemia  due 
to  vasoconstriction  resulting  from  reflex  re- 
sponse to  the  anginal  iiain.  The  shoulder 
symiitoms,  in  his  opinion,  were  not  consider- 
ed related  to  the  hand  changes  and  were 
thought  to  result  from  voluntary  or  involun- 
tary siilinting  of  the  joints. 

In  1948  Steinbrocker  et  aP- reported  42 
cases  with  the  shoulder-hand  syndrome  caused 
by  a variety  of  conditions.  Clinically,  the 
common  feature  was  characteristic,  vasomotor 
atrophic  changes  in  one  or  both  of  the  upper 
extremities.  Of  the  42  cases  repoi’ted,  11  were 
called  idiopathic.  Nine  (9)  followed  myocar- 
dial infarction ; the  others  developed  follow- 
ing trauma  to  the  extremity,  hemiplegia, 
herpes  zoster,  vascular  disease,  cervical  osteo- 
arthritis and  panniculitis. 

♦From  the  Medical  Service,  Veterans  Administration 
Hospital,  Wilmington. 

Reviewed  in  the  Veterans  Administration  and  pub- 
lished with  the  approval  of  the  Chief  Medical  Director. 
The  statements  and  conclusions  published  by  the  authors 
are  the  result  of  their  own  study  and  do  not  necessarily 
reflect  the  opinion  or  policy  of  the  Veterans  Administration. 
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Tlie  explanation  of  the  neurophysiologic 
mechanism  by  which  the  shoulder-hand  syn- 
drome can  be  produced  by  various  pathologic 
states  is  presented  in  detail  by  Lorente  de 
No^  and  Livingston''. 

Mechanism 

The  mechanism  of  the  shoulder-hand  syn- 
drome has  been  summarized  by  Steinbroeker 
and  his  co-workers  as  being  due  to  widespread 
disturbances  of  the  internuncial  pool.  This 
pool  is  composed  of  a network  of  widely  con- 
necting neurons  in  the  gray  matter  of  the 
central  nervous  system,  particularly  the  spin- 
al cord.  Reflex  jiathways  are  thus  estab- 
lished by  way  of  the  afferent  impulses  and 
the  sympathetic  neurons  and  anterior  horn 
cells  to  many  segments  of  the  spinal  cord. 
Stimuli  arising  in  the  heart  reach  the  spinal 
cord  segments  T^-T^  by  way  of  the  cardiac 
nerves.  Here  the  internuncial  pool  is  acti- 
vated and  the  impulses  may  travel  upwards 
and  downwards  to  involve  the  anterior  horn 
cells  and  the  posterolateral  column  sympa- 
thetic neurons  at  different  levels,  resulting  in 
disturbances  which  cause  reflex  dystrophy  of 
the  extremities  involved. 

Symptoms 

These  usually  arise  within  3-16  weeks  fol- 
lowing myocardial  infarction,  and  may  be  di- 
vided into  three  stages.  The  syndrome  may 
occur  in  myocardial  insufflcieney  without  in- 
farction, but  by  far  the  majority  occur  after 
definite  infarction.  Either  or  both  of  the 
upper  extremities  may  be  involved. 

The  fb'st  stage  is  characterized  by  swelling, 
pain,  tenderness,  increased  heat  and  discolor- 
ation in  the  involved  extremities.  This  may 
disappear  or  may  progress  to  the  second  stage, 
at  which  point  the  swelling  subsides  but  pain 
and  stiffness  become  progressively  worse. 
The  hands  are  cold,  the  skin  becomes  thick 
and  attached  to  the  underlying  tissues.  Mus- 
cle atrophy  occurs  and  trophic  changes  de- 
velop in  the  bones  of  the  hands  and  shoulder 
joints  as  well,  at  times.  The  process  may  be 
reversible  at  this  point  but  often  progresses 
to  the  so-called  third  stage.  Here-  one  finds 
claw-like  contractures  due  to  shortening  and 
thickening  of  flexor  tendons  and  palmar 
fascia.  The  hands  become  stiff,  hard,  cold, 
and  dull  rather  than  shiny  as  in  the  earlier 


stages.  These  changes  resemble  those  seen 
in  sclerodactylia  due  to  other  causes. 

Case  Report 

A 55-year-old  mail  carrier  was  admitted  to 
the  hospital  on  May  4,  1949,  complaining  of 
substernal  oppression,  shortness  of  breath  on 
exertion,  stiffness  and  partial  loss  of  func- 
tion of  the  fingers  of  both  hands.  There  was 
also  some  limitation  of  motion  iii  the  left 
shoulder.  He  had  been  well  until  the  25th 
of  February  1948,  at  which  time  he  developed 
severe  preeordial  pain  while  at  work.  A 
diagnosis  of  acute  posterior  myocai’dial  in- 
farction was  made,  and  the  patient  was  treat- 
ed at  home  for  six  weeks.  After  becoming 
ambulatory,  he  continued  to  have  substernal 
pain  and  shortness  of  breath  intermittently. 
There  was  no  history  of  rheumatic  fever.  He 
had  complained  of  “arthritis”  involving  both 
hands  and  shoulders  since  Axiril  1948,  the 
symxitoms  having  developed  within  7-8  w-eeks 
following  the  infarction. 

The  general  physical  examination  on  ad- 
mission revealed  nothing  af  significance  ex- 
ceiit  for  a rough,  blowing,  systolic  murmur  at 
the  apex,  definite  limitation  of  motion  in- 
volving the  left  shoulder,  and  marked  flexion 
contractures  of  the  fingers  of  both  hands, 
resulting  in  “claw-like”  deformities  (Fig.  1). 


The  overlying  skin  was  thickened,  and  firmly 
attached  to  the  underlying  structures. 

Routine  laboratoi’y  studies,  including  blood 
count,  serology  and  urinalysis,  were  entirely 
normal.  The  lung  helds  were  clear  on  x-ray 
and  physical  examination.  The  heart  did  not 
appear  enlarged.  X-ray  of  the  hands  and 
shoulder  showed  moderately  advanced  oste- 
oporotic changes.  The  electrocardiogram  was 
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normal.  However,  tlie  old  tracings  were  ob- 
tained and  showed  a definite  jiosterior  infarc- 
tion in  February,  1948.  The  dermatology  con- 
sultant saw  the  patient  and  made  a diagnosis 
of  sclerodactylia  involving  both  hands.  The 
patient  was  pre.sented  at  a dermatology  con- 
ference in  another  city,  where  the  diagnosis 
was  concurred  in.  An  orthopedic  consultant 
recommended  iihysiotherapy  and  elastic  trac- 
tion for  the  fingers,  and  devised  splints  for 
this  jun'iiose  for  both  hands. 

After  approximately  two  and  one-half 
months  of  treatment,  there  was  marked  im- 
ju’ovement  in  the  disability  of  the  hands  and 
shoulders.  The  i)atient  was  able  to  use  his 
fingers,  but  was  not  able  to  iierform  any  of 
the  finer  movements.  He  was  discharged 
three  months  after  admis.sion  and  continued 
to  wear  the  finger  traction  ajiparatus  inter- 
mittently, with  slowly  progressive  improve- 
ment in  function  up  to  the  time  of  our  last 
communication  in  December,  1949. 

Summary 

1.  The  shoulder-hand  syndrome  occurs  in 
approximately  20  per  cent  of  jiatients  having 
myocardial  infarction. 

2.  The  reversibility  of  the  process  may  be 
possible  in  the  early  stages,  but  becomes  dif- 
ficult after  contractures  have  developed. 

3.  The  internuncial  pool  disturbances  are 
considered  important  factors  in  the  causa- 
tion. 

4.  A typical  case  is  presented  with  rellex 
dystrophy  of  both  uiijier  extremities. 
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PHEOCHROMOCYTOMA* 

IMeier  Mahru,  ]\1.  D.,  and 
Irvin  N.  Carroll,  M.  D. 

Wilmington,  Del. 

The  puriiosc  of  this  paper  is  to  briefly  re- 
view the  literature  on  this  subject,  and  to 
present  a case. 

Pheochromocytomas  are  tumors  of  the  chro- 
maffin system  and  are  most  commonly  found 
in  the  adrenal  medulla,  but  may  occur  in  other 
jiheochrome  tissues.  The  adrenal  medulla  is 
derived  from  the  sympathetic  nervous  sy.stem. 
The  jirimitive  cell  (sympathogonia)  gives  rise 
to  two  types  of  cells,  the  sympathetic  ganglion 
cell  and  the  pheochromoeyte.  The  latter  cell 
shows  an  affinity  for  chrome  salts,  and  from 
this  cell  type  the  chromaffin  system  develops. 
Chromaffin  cells  are  found  not  only  in  the 
adrenal  medulla,  but  also  in  the  inti’athoracic 
chain,  retroperitoneal  tissues,  sympathetic 
ganglia  along  the  aorta,  the  carotid  body, 
Zuckerkandl’s  organ,  and  in  the  intestinal 
wall. 

The  ifiieochrome  cells  secrete  epinephrine 
and  tumors  arising  from  them  have  been  vari- 
ously called  iiheochromocytomas,  chromaffin- 
omas,  and  iiaragangliomas.  These  tumors  are 
most  often  unilateral  and  are  usually  benign. 
However,  in  a series  of  152  cases  of  the  tumors 
reported  by  IMacKeith,^  9.7  per  cent  were  bi- 
lateral and  9 per  cent  were  malignant.  IMulti- 
l)le  tumors  have  frc([uently  been  recorded.^ 
The  extra-adrenal  chromalfinomas  usually  do 
not  jiroduce  hypertensive  symptoms,  but  may. 

The  incidence  of  pheochromocytoma  is  equal 
in  lioth  sexes.  It  occurs  in  all  age  groups  but 
is  most  fre(}uently  reported  between  the  ages 
of  20  and  50.  The  size  of  the  tumors  described 
in  the  literature  varies  from  13  to  2,000  gm. 
The  average  tumor  has  been  said  to  be  the 
size  of  a small  orange. 

The  cardiovascular  symptoms  produced  are 
<bfte  to  a iiressor  iirinciple  having  an  e])ine- 
phrine-like  action.  Assays  of  the  epinephrine 
content  of  the  tumors  vary  from  0.12  to  20 
mg.  ])er  gm.,  while  normal  adrenal  medulla 
contains  about  0.4  mg.  ])cr  gm.  of  tissue. 

The  ])heochromocytoma  is  a relatively  rare 
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tumor,  but  with  improved  diagnostic  methods 
it  has  been  reported  more  and  more  frequently 
in  the  past  few  years. 

In  1886  FrankeP  reported  an  autopsy  find- 
ing of  bilateral  adrenal  pheochromocytomas  in 
an  18-year-old  girl.  For  three  years  prior  to 
her  death,  she  had  paroxysmal  attacks  of  pal- 
pitation, headaches,  and  vomiting. 

The  first  complete  clinical  description  was 
made  by  Labbe,  Tinel,  and  Doumer.’^  They 
reported  the  case  of  a 22-year-old  woman  who 
had  violent  headaches,  vomiting,  tremoi*,  pal- 
pitation, and  paroxysmal  hypertension.  She 
died  of  acute  pulmonary  edema.  An  autopsy 
revealed  a pheochromocytoma  of  the  left 
adrenal. 

In  1926  Vaquez  and  DonzeloF  reported  a 
ease  of  a 37-year-old  male  in  whom  the  diag- 
nosis of  pheochromocytoma  was  made  because 
of  paroxysmal  hypertension. 

In  1927  Mayo®  reported  a woman  with 
severe  attacks  of  dyspnea,  headaches,  tachy- 
cardia, vomiting,  and  paroxysmal  hyjierten- 
sion.  An  exploratory  laparotomy  was  done 
because  of  the  abdominal  symptoms  and  a 
tumor  of  the  left  adrenal  was  found.  The 
patient  improved  following  surgery.  The 
tumor  was  called  “malignant  blastoma. ” 


The  first  clinical  pre-operative  diagnosis, 
followed  by  a successful  operation  and 
symptom-free  survival,  was  reported  in  1929 
by  Pincoffs.'^ 

In  1937  Beer,  King,  and  PrinzmetaP  dem- 
onstrated an  increased  amount  of  epinephrine 
in  the  blood  of  a patient  during  an  attack  of 
paroxysmal  hypertension.  In  1944  MacKeith 
reviewed  152  reported  eases  of  adrenal  pheo- 
chromocytoma and  since  then  a few  additional 
cases  have  been  added  to  the  literature. 


» 


The  clinical  syndrome  is  produced  by  the 
release  of  an  epinephrine-like  substance  from 
the  tumor.  The  symptoms  are  similar  to 
those  that  follow  the  administration  of  large 
doses  of  epinephrine.  MacKeith  concluded 
from  his  review  that  these  tumors  may  cause 
one  or  more  of  the  following  pictures : 

1.  Recurrent  paroxysms  of  generalized 
vasoconstriction  accompanied  by  transient 
hypertension — the  adrenal-sympathetic  syn- 
drome. 

2.  Chronic  hypertension  with  renal  and 


cardiac  failure,  thus  resembling  malignant 
hypertension. 

3.  Addison’s  disease  from  local  pressure 
on  the  adrenal  cortex  (an  uncommon  picture). 

4.  No  symptoms  whatsoever.  . 

When  the  patient  is  first  seen  the  complaints 
usually  date  back  several  years.  The  paroxys- 
mal attacks,  which  are  common,  usually  are 
mild  and  infrequent,  and  the  blood  pressure 
readings  are  found  to  be  normal  between 
attacks.  Subsequently,  the  paroxysms  become 
more  frequent,  severe,  and  the  blood  pressure 
may  become  presistently  elevated.  The  fre- 
quency of  the  attacks  varies  greatly  and  may 
last  from  a few  minutes  to  several  hours. 

In  about  50  per  cent  of  MacKeith ’s  series 
there  were  no  special  precipitating  factors 
that  could  be  determined;  in  others,  however, 
the  attacks  were  found  to  be  brought  on  by 
exertion,  emotion,  postural  changes,  and  by 
pressure  directly  on  the  tumor. 

The  typical  paroxysm  is  characterized  by 
a sudden  generalized  vasoconstriction  that  pro- 
duces local  and  generalized  symptoms.  Palpi- 
tation, substernal  constriction,  throbbing  in 
the  temporal  regions,  headaches,  weakness, 
gastro-intestinal  disturbances,  sweating,  shock, 
Iiallor,  numbness,  tingling  and  coldness  of  the 
extremities  are  some  of  the  common  symp- 
toms. Severe  episodes  may  terminate  in  death 
from  cerebral  hemorrhage,  shock,  or  pulmon- 
ary edema.  Electrocardiograms  have  been 
found  to  show  various  types  of  arrhythmia, 
QRS  slurring,  and  T wave  changes. 

The  systolic  and  diastolic  blood  pressures 
rise  during  an  attack  and  may  reach  as  high 
as  300  mm.  of  mercury  systolic  and  150  mm. 
or  more  diastolic. 

Hyperglycemia  and  glycosuria  are  fre- 
quently found  during  the  acute  attacks.  F'ol- 
lowing  the  episode,  patient  is  usually  weak, 
exhausted,  and  iierspiring  profusely.  Fre- 
quent and  severe  attacks  may  eventually  pro- 
duce cardiac  hypertrophy,  retinal  and  renal 
changes  such  as  are  found  in  essential 
hypertension. 

The  diagnosis  of  pheochromocytoma,  when 
it  is  characterized  by  episodes  of  paroxysmal 
hypertension,  is  usually  not  difficult ; however, 
at  times  the  paroxysmal  nature  of  the  hyjier- 
tension  is  not  present,  and  the  picture  re- 
sembles that  of  ordinary  essential  hyperten- 
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sion.  PheochTomooytomas  have  been  found 
incidentally  at  i)ost-moitems‘*  or  during-  sur- 
gery. In  these  cases  the  differential  diag- 
nosis is  often  very  difficult. 

In  the  differential  diagnosis  hyperthyroi- 
dism, diabetes  inellitus,  hysteria,  coronary  oc- 
clusion and  cardiac  neuroses  have  occasion- 
ally been  confused. 

The  diagnosis  of  pheochromocytoma  de- 
jiends  on  a good  history,  the  ])hysical  examina- 
tion, (especially  during  the  ]>aroxysms),  and 
on  certain  additional  .studies  which  will  be 
mentioned  briefly.  Pali)ation  of  the  tumor, 
jirecipitation  of  attacks  by  massage  over  the 
adrenal  regions,  localization  of  the  tumor  by 
intravenous  and  retrograde  jiyelography,  peri- 
renal insufflation  of  air  (as  advocated  by 
CahilP^),  and  laminagraphy'^  are  all  diag- 
nostic aids.  Demon.stration  of  ])ressor  sub- 
stances in  the  blood  of  the  patient  during 
attacks  has  been  described  by  Beer,  King,  and 
J’rinzmetal.  Intravenous  injection  of  hista- 
mine ba.se,  as  advocated  by  Roth  and  Kvale,^* 
has  been  found  to  induce  attacks  of  jiaroxys- 
mal  hyjiertension  within  a few  minutes  in 
patients  with  pheochromocytoma.  This  test 
is  found  to  be  normal  following  removal  of 
the  tumor. 

The  benzodioxane  test,  as  developed  by 
(Joldenberg,  Snyder  and  Aranow,^^  is  based 
on  the  adrenolytic  action  of  this  drug.  The 
increa.se  of  epinephrine  in  the  circulating 
blood  in  the  presence  of  iiheochromoeytoma  is 
counteracted  by  benzodioxane,  and  the  blood 
pre.ssure  is  found  to  drop.  In  hypertension 
from  other  eause.s,  a minimal  effect  or  a purely 
pre.ssor  response  is  jirodueed  in  that  the  blood 
jiressure  may  remain  elevated. 

Following  the  administration  of  30  mg.  of 
2,4  dimethyl  ])iperidyl-methylbenzodioxane, 
or  10  mg.  of  piperidyl-methlybenzodioxane  per 
square  meter  of  body  surface,  over  a two- 
minute  period  intravenously,  both  the  systolic 
and  diastolic  blood  jiressures  are  found  to  be 
reduced  50  to  70  mm.  in  mercury.  Other 
adrenolytic  drugs  have  been  found  to  produce 
a similar  reduction  in  the  blood  pressure. 

Recent  research  on  the  physiology  of  epine- 
phrine and  nor-epinephrine  in  human  sub- 
jects, using  the  right  heart  catheterization 
method, has  shown  that  epinephrine  acts  as 
an  overall  vasodilator  and  cau.ses  hypertension 


oidy  by  increa.sing  the  cardiac  output.  Nor- 
epineiilirine,  on  the  other  hand,  has  been  found 
to  be  a vasoconstrictor  which  effects  the  car- 
diac output  little  or  none ; thus  its  action  has 
been  ascribed  as  being  similar  to  that  of  vari- 
ous synthetic  pressor  amines. 

The  treatment  of  pheochromocytoma  is  sur- 
gical and  consists  of  the  removal  of  the  tumor. 
Unle.ss  there  are  multiple  tumors  which 
remain  undiscovered,  comiilete  cure  usually 
follows  surgical  extirpation.  The  operative 
])i'ocedure  is  rather  hazardous,  and  the  mor- 
tality rate  during  operation  has  been  reported 
to  vary  from  15  to  40  per  cent  in  various 
.series. 

The  following  case  rei>ort  of  a patient  who 
survived  operation,  and  who  is  apjiarently 
cured  at  pre.sent,  is  presented: 

Case  Report 

A 2fi-year-old  white  male  carpenter  was 
admitted  to  the  ho.spital  on  April  11,  1949, 
with  the  complaints  of  recurrent  attacks  of 
headache,  palpitation,  .shortness  of  breath, 
and  nervousness.  The.se  attacks  had  occurred 
irregularly  and  paroxysmally  since  Novem- 
ber 1946,  at  which  time  he  was  in  the  Army, 
lie  recalled  that  the  fir.st  ejiisode  lasted  about 
five  minutes.  He  was  hospitalized  and  studied 
fairly  conqiletely.  This  included  x-ray  of  the 
chest,  frecpient  blood  pressure  determinations, 
PlCC  with  exercise  tolerance  test,  and  other 
routine  laboratory  ])rocedures.  The  informa- 
tion obtained  was  of  no  help  in  the  diagno.sis, 
and  he  was  finally  discharged  from  the  Army 
hospital  with  the  diagnosis  of  “neurocircula- 
tory  asthenia.”  After  leaving  the  hospital  he 
continued  to  have  paroxysms  at  intervals  of 
two  to  four  weeks.  However,  he  did  not  re- 
])ort  for  further  hospitalization.  After  dis- 
charge from  the  service,  he  obtained  employ- 
ment and  was  able  to  hold  his  job  in  spite  of 
having  attacks  at  intervals  of  three  to  four 
weeks. 

Al)out  two  months  prior  to  his  admission 
to  this  hospital,  the  freipiency  of  the  attacks 
increased  to  as  many  as  four  per  day.  There 
were  no  known  precipitating  factors.  Noc- 
turnal episodes  occurred  frequently.  He  -was 
studied  by  a private  physician  who  sa-w  him 
during  one  of  the  attacks  and  found  a marked 
hypertension  which  subsided  within  a few 
minutes.  He  described  the  typical  episode  as 
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beginning  abruptly  and  usually  with  a mild 
headache  which  increased  in  severity  and  be- 
came throbbing  in  type.  Following  this  there 
was  heart  consciousness,  and  the  patient  noted 
that  his  pulse  was  rapid.  At  the  height  of 
the  attack  there  was  shortness  of  breath  and 
apprehension,  associated  with  a feeling  of 
warmth.  The  attacks  subsided  gradually  and 
usually  lasted  from  one  to  five  minutes,  follow- 
ing which  he  felt  quite  well.  Systemic  review 
on  admission  was  entirely  negative  except  for 
the  paroxysmal  attacks  as  described.  Past 
medical  history  revealed  amebic  dysentei’y  in 
1947  and  removal  of  a benign  tumor  from  the 
coccygeal  region  in  1942. 

Physical  examination  on  admission  was  en- 
tirely normal.  Blood  pressure  was  130/80, 
pulse  80,  respirations  18.  The  routine  labor- 
atory studies,  including  complete  blood  count, 
blood  cholesterol,  fasting  blood  glucose,  toler- 
ance test,  urinalysis,  BMR,  serology,  and  x-ray 
of  the  chest  were  entirely  within  normal  limits. 
An  IV  pyelogram  was  done  and  revealed  that 
the  left  kidney  was  larger  than  the  right.  The 
upper  pole  of  the  left  kidney  was  not  well 
visualized.  On  x-ray,  there  also  appeared  to 
be  slight  enlargement  of  the  spleen  and  liver. 
Contrast  material  was  rapidly  excreted  by 
both  kidneys.  X-ray  of  the  skull  was  normal. 

Shortly  after  admission  the  patient  began 
to  have  frequent  attacks  of  paroxysmal  hyper- 
tension, averaging  five  or  six  a day.  Many  of 
these  were  witnessed  by  the  ward  physician. 
During  these  episodes  it  was  found  that  the 
blood  pressure  rose  abruptly  from  the  aver- 
age normal  of  130/80  to  as  high  as  2604-/150. 
The  pulse  rate  usually  remained  within  nor- 
mal limits.  The  average  duration  of  the  at- 
tacks was  approximately  five  minutes,  after 
which  the  symptoms  gradually  subsided  and 
the  blood  pressure  dropped  to  normal.  Several 
ECG’s  taken  during  these  attacks  w^ere  en- 
tirely normal,  except  for  occasional  tachy- 
cardia. On  several  occasions,  it  was  attempt- 
ed to  precipitate  a paroxysm  by  suggestion 
and  by  the  use  of  parenteral  placebos.  This 
was  unsuccessful.  Later,  an  intravenous  in- 
jection of  histamine  containing  0.0083  mg.  of 
histamine  base  and  10  cc.  of  normal  saline 
was  given.  Within  one  minute  the  patient 
developed  a slight  headache  and  the  blood 
pressure,  which  had  been  128/76,  rose  to 


150/94.  Two  minutes  after  injection,  the 
blood  pressure  was  154/94,  and  reached  nor- 
mal in  eight  minutes.  One  day  later  a second 
injection  containing  0.025  mg.  of  histamine 
base  was  given.  The  blood  pressure  was 
checked  at  frequent  intervals.  The  base  line 
blood  pressure  averaged  138/70  on  several 
determinations  prior  to  histamine.  The  re- 
sults are  shown  in  Fig.  1.  An  BCG  taken 

BLOOD  PRESSURE  AFTER 


TIME  IN  MINUTES 

during  the  provoked  episode  showed  a tachy- 
cardia and  a transient  first  degree  A-V  block 
which  has  been  reported  previously  following 
injection  of  histamine. 

Repeated  attempts  to  precipitate  an  attack 
by  deep  massage  over  both  kidney  regions  was 
unsuccessful.  Laminagraphie  studies  done  at 
another  hospital  revealed  the  following: 

“There  is  presumptive  evidence  of  an  en- 
largement around  the  upper  pole  of  the  left  kid- 
ney. The  lower  pole  has  a normal  aspect  but  the 
upper  pole  is  not  well  defined.  It  is  distinctly 
larger  than  the  appearance  of  the  same  part  on  the 
right  and  a sharp  outline  has  not  been  obtained.” 

Priscoline  was  administered  in  divided  dos- 
es daily  to  see  if  the  frequency  of  the  attacks 
could  be  reduced.  There  was  a significant 
decrease  in  the  frequency,  duration,  and  se- 
verity of  the  episodes  while  on  this  drug. 

With  this  presumptive  evidence  of  pheo- 
chromocytoma  in  the  region  of  the  left  adrenal 
gland  the  patient  was  transferred  to  another 
hospital  for  surgical  exploration.  Perirenal 
air  insufflation  was  done  before  operation.  At 
operation  a somewhat  cystic  tumor  measur- 
ing 6x6x7  cm.  was  found,  involving  the 
uiiper  pole  of  the  left  adrenal  gland.  This 
was  removed  completely.  No  other  tumors 
were  found.  During  the  operation  the  blood 


58 


Delaware  State  Medical  Journal 


March,  1950 


pressure  rose  to  290/80.  Benzodioxane,  so- 
dium nitrite,  and  amyl  nitrite  were  used  to 
control  the  severe  hypertension  during  the 
operative  procedure.  Five  hours  post-opera- 
tively,  the  patient’s  condition  was  excellent 
and  the  blood  pressure  was  120/78. 

An  analysis  of  the  tumor  by  partition 
chromatography  on  filter  paper  was  done  by 
Dr.  Marcel  Goldenberg,  of  Columbia  Univer- 
sity, and  reported  as  follows : 

“The  tumor  contained  per  gm.  of  tissue  1.53 
mg.  of  epinephrine  and  2.47  mg.  nor-epinephrine 
which  gives  a ratio  of  38  per  cent  epinephrine  to 
62  per  cent  nor-epinephrine.  The  total  weight  of 
the  tumor  W'as  92  gm.,  making  the  total 
amounts  of  epinephrine  141  mg.  and  nor- 
epinephrine 227  mg.” 

After  being  discharged  from  the  hospital 
where  the  surgery  was  performed  the  patient 
returned  to  this  hospital  and  was  examined 
for  evidence  of  his  previous  disease.  An  at- 
tempt was  made  to  provoke  an  attack  as  had 
been  done  prior  to  operation,  using  0.025  mg. 
of  histamine  base  intravenously.  This  was 
unsuccessful.  The  blood  pressure  remained 
normal.  Seven  months  after  operation,  the 
patient  remains  perfectly  well. 

SUMM.4RY 

1.  A case  of  pheochromocytoma  with  com- 
lilete  remission  of  symptoms  after  operation 
is  reiiorted,  and  a historical  review  on  this 
subject  is  presented. 

2.  Differential  diagnosis  and  tentative 
tests  for  pheochromocytoma  are  discussed. 

3.  Admini.stration  of  “Priscoline”  in  di- 
vided doses  reduced  the  frequency  and  in- 
tensity of  the  i)aroxysmal  attacks  in  this  case. 
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DISORDERS  OF  THE  GASTRO-INTESTI- 
NAL  SYSTEM  SIMULATING  CARDIAC 
DISEASE^ 

Francis  A.  Harkins,  M.  D., 
Wilmington,  Del. 

It  i.s  well  known  that  serious  cardiovascular 
disease  frequently  may  be  manifested  only 
liy  symptoms  referable  to  the  gastro-intestinal 
tract.  The  “acute  indigestion”  of  coronary 
thrombosis  and  the  nausea  and  vomiting  and 
right  upper  abdominal  discomfort  of  cardiac 
failure  are  but  two  examples.  A class  of 
patients  equally  important  but  more  frequent- 
ly overlooked  are  those  in  whom  symptoms  re- 
ferable to  the  heart  are  the  presenting  mani- 
festations of  a gastro-intestinal  disorder. 

Pathological  conditions  of  the  alimentary 
tract  may  be  confused  with  cardiac  disease 
because  of  the  anatomical  location  of  the 
organs  or  because  of  various  nerve  pathways. 
Some  organs  are  supplied  by  specially  con- 
centrated groups  of  nerve  fibers  or  by  diffuse 
pathways,^  and  it  therefore  is  possible  for 
pain  originating  in  an  organ  below  the  dia- 
phragm to  involve  a segment  of  spinal  cord 
or  dermatome  which  receives  afferent  nerves 
from  the  heart.  The  heart,  coronary  vessels, 
and  aorta  are  supplied  by  T1  to  T4  of  the 
left  spinal  cord  segment.^  The  gallbladder, 
for  example,  although  more  commonly  sup- 
plied by  T7  to  T9  on  the  right,  has  been  dem- 
onstrated to  have  afferent  pathways  from  T1 
to  T12  on  the  right  and  T5  to  TIO  on  the 
left.  Other  viscera  also  vary  in  their  afferent 
nerve  jiathways. 

Another  theory  is  that  gastro-intestinal  di- 
sease, by  means  of  visceral  afferent  fibers 
through  the  vagus  and  phrenic  nerv’es,  may 
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rellexively  cause  vasoconstriction  of  the  coro- 
nary arteries  and  the  pain,  therefore,  is  due 
to  coronary  insutificiency. 

Lesions  of  the  esophagus  most  frequently 
simulate  cardiac  disease  because  of  its  ana- 
tomical relationship  to  the  heart.  The  dis- 
comfort caused  by  malignancy  of  the  esoph- 
agus, spasm,  esophagitis,  peptic  ulcer,  or 
diverticula  of  the  lower  portion  is  substernal 
in  location.-'^  Frequently,  because  of  vari- 
ations in  afferent  nerve  supply,  as  noted 
above,  pain  may  be  referred  to  both  areas 
usually  associated  with  cardiac  referred  pain ; 
i.e.,  the  pectoral  region  and  left  arm.  Dys- 
phagia and  association  of  symptoms  with  food 
intake  rather  than  activity  or  excitement  may 
aid  in  differentiating  eso})hageal  from  cardiac 
disease.  Further  helpful  studies  are  the 
x-ray  and  esophagoscopy. 

Perforation  of  the  esophagus  usually  fol- 
lows a heavy  meal  or  alcoholic  excess  and  is 
manifested  by  violent  retching  and  severe 
pain  which  increases  in  the  early  stages.^’ 
Cyanosis  and  dyspnea,  commonly  associated 
with  cardiac  disease,  are  usually  absent.  This 
condition  was  first  described  by  the  Dutch 
physician,  Boerhaave,*^  in  recounting  his 
treatment  and  post-mortem  examination  of  a 
prominent  person.  X-ray  examination  may 
reveal  an  extra  esophageal  collection  of  air 
and  fluid.  Esophagoscopy  usually  is  impos- 
sible due  to  the  severity  of  the  symptoms  and 
an  electrocardiogram,  if  technically  correct, 
frequently  will  be  nondiagnostic.  Great 
quantities  of  food  frequently  contaminate  the 
mediastinum  and  the  operative  approach,  im- 
mediate or  delayed,  must  be  determined  by 
the  degree  of  mediastinal  involvement.  GotF 
states  that  forceful  vomiting  rarely  ruptures 
a normal  esophagus,  an  average  of  5 to  11 
pounds  of  water  iiressure  being  required. 

Diverticula  of  the  lower  esophagus  may 
cause  pain  beneath  the  lower  sternum  and 
may  be  referred  to  the  interscapular  region.'* 
Frequently,  however,  these  lesions  are  dis- 
covered as  incidental  findings  during  the 
course  of  a gastro-intestinal  survey.  The 
symptoms  occur  in  episodes  involving  vomit- 
ing in  about  50  per  cent  of  the  cases  with 
weight  loss  and  dehydration. 

Peptic  ulcer  of  the  esophagus  is  usually 
associated  with  congenital  or  secondary  short 


esophagus  and  variable  degrees  of  hiatus 
hernia.^  The  pain  is  usually  burning  and  is 
caused  by  regurgitated  acid  through  an  im- 
perfect cardiac  sphincter,  particularly  when 
the  })atient  is  lying  down  at  night.  These 
patients  usually  respond  to  the  treatment  of 
peptic  ulcer,  but  when  this  is  ineffective, 
operative  correction  may  be  necessary. 

Cardiospasm  fre(iuently  is  associated  with 
dilatation  of  the  esophagus  or  achalasia.  In- 
terference with  normal  iieristalsis  is  attributed 
to  sympathetic  preponderance ; atropine  fre- 
quently aggravates  the  condition.  Dilatation 
of  the  cardiac  sphincter  may  result  in  relief 
of  symptoms.  Associated  esophagitis  should 
be  treated  as  any  other  intlammation  of  the 
gastro-intestinal  tract. 

When  a diagnosis  of  malignancy  of  the 
esophagus  is  made,  early  radical  surgery  is 
the  only  treatment  offering  any  hope  to  the 
patient. 

Hiatus  hernia  varies  from  the  small  para- 
esophageal hernia  to  the  massive  type  in  which 
the  entire  stomach  and  portions  of  large  ami 
small  intestine  may  ])rotrude  through  the  dia- 
phragm into  the  chest.  The  occurrence  of  chest 
pain  in  such  conditions  is  not  difficult  to 
understand,  and  a small  incarcerated  hernia 
will  usually  give  severe  pain  while  a large 
defect  may  exist  for  years  with  no  symptoms 
whatsoever.  While  the  diagnosis  of  the  large 
hernia  is  simple  by  x-ray,  the  smaller  type 
is  usually  demonstrated  with  great  difficulty. 
The  small  hiatus  hernia  may  become  tempo- 
rarily or  iiermanently  incarcerated  and  may 
cause  pain  without  dyspnea,  dysphagia,  and 
frecpiently  may  cause  a sensation  of  having 
swallowed  “something  hot;'’  also  shoulder 
and  arm  pain  in  50  per  cent  of  cases.  fSpecial 
procedures  such  as  having  the  patient  swallow 
barium  while  in  the  Trendelenburg  position 
and  taking  films  from  different  angles  with 
compression  may  be  necessary.  Characteristic 
symptoms  are  substernal  pain,  frequently 
burning  in  character,  which  is  relieved  when 
the  patient  assumes  the  upright  position. 
Sedation  and  antisiiasmodies  rather  than  ni- 
trites may  prove  helpful. 

Gaseous  distention  of  the  stomach  or  splenic 
flexure  of  the  colon  due  to  elevation  of  the 
left  dome  of  the  diaiihragm  with  pressure 
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upon  the  heart  may  eatise  a feeling  of  pres- 
sure or  distress  in  the  left  ehest. 

Pylorospasm  may  cause  substernal  pain, 
bnt  in  the  absence  of  associated  esophageal 
si)asm  or  marked  distention  of  the  stomach, 
this  pain  does  not  tend  to  radiate  to  the 
left  arm. 

The  co-existence  of  biliary  tract  disease  and 
coronary  artery  disease  is  significantly  greater 
than  is  to  be  expected  from  the  relative  in- 
cidence of  the  two  diseases.®  Regardless  of 
the  theories  concerning  some  common  lipid  or 
endocrine  abnormality,  the  fact  i*emains  that 
cardiac  symptoms  aivd  even  cardiac  decom- 
l)ensation  have  been  relieved  following  gall- 
bhulder  surgery.’*  IMarked  T wave  inversion 
with  i)rolongation  of  the  QT  interval  ascribed 
to  cardiac  di-sease  has  disappeared  following 
gallbladder  surgery.  It  is  well  known  that  bra- 
dycardia follows  jaundice.  Other  more  com- 
plex ari-hythmias  have  been  noted  during  the 
course  of  infectious  hepatitis^^*  but  have  dis- 
appeared coincidental  with  clinical  recovery. 

The  above  are  but  a few  of  the  gastro- 
intestinal disorders  simulating  cardiac  di- 
sease. Acute  pancreatitis,  perforated  ulcer, 
])eritonitis,  bowel  obstruction,  or  infarction  of 
some  abdominal  organ  may  simulate  coronary 
artery  disease. 

There  is  no  single  laboratory  test  of  great 
aid  in  diagnosis.  Electrocardiographic  changes 
have  been  reported  in  many  gastro-intestinal 
conditions  such  as  bleeding  from  peptic  ul- 
cer”, perforated  gastric  uleer,^’^  hyperperistal- 
sis  of  the  intestinal  tract, and  experimental 
visceral  stimulation.” 

Summary 

( ia.stro-intestiual  disease  frequently  is  man- 
ifested only  by  sym])toms  referable  to  the 
cardiovascular  sy.stem.  The.se  symptoms  may 
be  due  to  proximity  of  the  abdominal  organ 
to  the  heart  with  transmission  of  impulses 
through  various  nervous  ])athways  or,  re- 
llexively,  the  gastro-iute.stinal  disease  may 
cause  .spasm  of  the  coronary  arteries  with 
]>ain  due  to  actual  coronary  insufficiency. 
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Chi'oilie  senile  phthisis  is  a condition  which 
may  drag  on  for  yeai’s  unsuspected,  and  the 
patient  may  come  to  be  regarded  as  just  an- 
other chronic  bronchitic.  The  patients  and 
their  relatives  are  often  so  accustomed  to  their 
symi>toms,  and  have  had  so  little  help  from 
medicine,  that  they  are  averse  to  again  visit- 
ing their  doctor  for  a detailed  overhaul,  and 
the  true  state  of  affairs  is  only  brought  to 
light  when  some  young  member  of  the  fam- 
ily develops  acute  tuberculosis,  possibly  men- 
ingitis, and  all  contacts  are  reviewed.  Then 
the  damage  is  done;  for  the  sputum  of  the 
supposed  chronic  bronchitic  is  found  to  be 
loaded  with  tubercle  bacilli.  \Y.  A.  Lister, 
The  Lancet,  April  30,  1949. 


A person  with  tuberculosis  has  many  needs 
and  before  we  can  meet  them  we  must  under- 
stand them  fully.  IMedical  treatment  is,  of 
course,  the  obvious  essential.  But  also  to  be 
considered  are  many  factors  which  have  a 
bearing  upon  the  way  a patient  responds  to 
his  particular  therapy.  What  are  these  fac- 
tors? What  facilities  do  our  communities 
have  to  deal  with  them?  3Iost  patients  face  a 
variety  of  psychological,  financial,  and  per- 
sonal adjustments  which  cannot  be  separated 
from  one  another.  Emotional  reactions  to  the 
disease  itself  influence  the  acceptance  of  the 
diagnosis  and  treatment.  Robert  J.  Ander- 
son. IM.l)..  Pub.  Health  Rep..  June  3,  1949. 
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Welcome — V.  A.  H. 

In  this  issue  we  present  herewith  for  the 
first  time  a number,  the  scientific  contents  of 
which  have  been  contributed  by  the  Veterans 
Administration  Hospital.  It  is  meet  and  fit 
that  this  outstanding  medical  plant  with  an 
outstanding  medical  staff  and  equipment 
should  be  willing  and  able  to  gather  together 
several  splendid  papers  for  one  issue  of  The 
Journal.  They  have  seen  fit  to  contribute  six 
papers  dealing  with  cardiac  conditions,  all  of 
them  timely  and  of  interest.  In  accordance 
with  an  old  rule  of  the  Publication  Commit- 
tee the  cover  carries  the  legend  since  the  hos- 
pital contributed  75%  of  the  scientific  text 
“V.  A.  Hospital  Number.” 


We  have  every  expectation  that  The  Jour- 
nal and  the  V.  A.  Hospital  will  lie  able  to 
carry  this  V.  A.  Hospital  Numbei’  as  a reg- 
ular feature  each  year. 

In  1945  The  Journal  began  the  custom  of 
having  the  various  hosiiitals  throughout  the 
state  contrilnite  scientific  papers  for  certain 
designated  i.ssues.  The  schedule,  as  originally 
set  up  in  February,  1945,  has  been  altered  lint 
little  and  at  present  is  as  follows : 

January,  Delaware  Hospital 
February,  Wilmington  General  Hospital 
March,  V.  A.  Hospital 
April,  Memorial  Hospital 
May,  St.  Francis  Hospital 
June,  Downstate  Hospitals 
July,  Delaware  Hospital 
August,  Delaware  State  Hospital 
SeiJtember,  State  Board  of  Health 
October,  Memorial  Hospital 
November,  St.  Francis  Hospital 
December,  Downstate  Hospitals 

With  this  somewhat  rigid  schedule  the  hos- 
pitals should  never  be  at  a loss  to  know  when 
their  issue  is  to  appear.  The  only  other  thing 
to  remember  is  that  copy  for  each  particular 
is.sue  is  to  be  sent  to  the  editor  no  later  than 
the  20th  of  the  previous  month. 


]\IoTTO  OF  the  Month 

A good  thing  to  remember 

And  a better  thing  to  do 

Is  to  work  with  the  construction  gang 

And  not  with  the  wrecking  crew. 
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Doctor  of  Industrial  Medicine 

Chicago — The  first  degrees  of  Doctor  of  In- 
dustrial iMedicine  ever  awarded  were  granted 
three  doctors  last  month  by  the  University  of 
Pittsburgh  School  of  INledicine. 

The  occasion  was  hailed  as  a “historic  step 
forward  in  the  recognition  of  industrial  med- 
icine and  surgery  as  one  of  the  great  and  rec- 
ognized specialties  in  the  medical  profession’’ 
by  Dr.  J.  D.  Willems,  of  the  American  A.sso- 
ciation  of  Industrial  Physicians  and  Surgeons. 

The  three  men  who  were  graduated  from 
the  specialized  jmst-gradimte  course  were  Drs. 
Harley  S.  Gibbs,  Dolor  J.  Lauer  and  James 
II.  ^IcDonough. 

Gibbs  was  graduated  in  medicine  from  Pitts- 
burgh in  1945  and  is  i\ow  in  charge  of  the 
medical  division  of  Carnegie  Illinois  Steel 
( ’oi'i)oration. 

Lauer  took  his  ^1.1).  at  the  University  of 
Minnesota  in  193S.  He  is  now  medical  director 
of  the  National  Lead  Comi)any  and  is  doing- 
research  in  occupational  diseases  at  the  Ket- 
tering Laboratories  of  the  LTiiversity  of 
Cincinnati. 

McDonough  took  his  IM.D.  at  the  University 
of  Pennsylvania  in  1942  and  is  now  medical 
dii'cctor  of  the  Rome  Cable  Company, 
Rome,  X.  Y. 

Lauer  and  ^IcDonough  took  the  advanced 
course  under  fellowshii)  grants  from  the  James 
S.  Kemper  Foundation.  The  Foundation  was 
represented  at  their  graduation  by  H.  L.  Ken- 
nicott,  .secretary  of  the  Kemper  group  of  in- 
sui'ance  companies,  and  Dr.  Willems,  chief 
surgeon  of  the  companies  and  a member  of 
the  fellowsliip  committee  of  the  American 
A.ssociation  of  Industrial  Physicians  and 
Surgeons. 

Gibbs  studied  under  a fellowshij)  granted 
by  tlie  iMiiie  Safety  A])pliance  Company, 
which  was  rei)re.sented  by  the  company’s  presi- 
dent and  treasurer,  George  H.  Deike. 

Dr.  Alfred  H.  AVhittaker,  of  Detroit,  pre.si- 
dent  of  the  AAIPS,  was  among  the  guests  at 
a pre-convocation  lunch  given  by  Dean  AVil- 
liam  S.  McFllory,  of  the  University  of  Pitts- 
burgh's  School  of  Medicine,  and  1).  T.  Lyle 
Hazlett,  head  of  the  School’s  department  of 
industrial  medicine. 

Dr.  Willems  characterized  the  awarding  of 


the  new  degree  as  “an  event  of  significance 
to  labor,  employers,  and  insurance  carriers 
under  workmen’s  compensation  and  occupa- 
tional di.seases  acts.” 

Post-graduate  Institute 

The  Philadelphia  County  Medical  Society 
will  hold  its  Fourteenth  Annual  Postgraduate 
Institute  at  the  Bellevue-Stratford  Hotel  in 
Philadelphia  April  25-28,  1950.  Among  the 
subjects  to  be  covered  will  be  Pediatrics,  Virus 
Diseases  of  the  Skin,  Antibiotics  and  Chemo- 
therai)y.  Management  of  Inoperable  ^lalign- 
ancy,  Rehabilitation,  Carcinoma  of  the  Pros- 
tate, Problems  of  Adolescence,  Epilepsy,  Gas- 
trointestinal Hemorrhages,  Obstetrical  and 
( lynecological  Problems,  Geriatrics,  Fractures, 
and  Arthritis.  There  will  also  be  two  si)ecial 
evening  .sessions  at  the  hotel  one  consisting  of 
a (’linical  Pathological  (’onference  and  the 
other  dealing  with  i)roblems  of  Alcoholism. 

Arrangements  ai-e  being  made  to  record  the 
material  j)resented  in  the  (Question  and 
Answer  I^eriod  following  each  lecture  and  a 
summary  of  this  matei-ial  will  be  made  avail- 
able to  each  paid  registrant.  The  registration 
fee  is  .$10.00  payable  in  advance  or  at  the 
time  of  registration.  The  usual  variety  of 
high  grade  technical  exhibits  will  be  part  of 
the  meeting.  Preliminaiy  programs  have  al- 
ready been  mailed  to  all  physicians  in  Penn- 
sylvania, New  Jersey,  Delaware,  Maiyland, 
and  the  District  of  Columbia,  but  additional 
copies  may  be  secured  by  writing  to  Gilson 
Colby  Engel,  i\LD.  Director;  301  South  Twen- 
ty-first Street,  Philadelphia,  Pa. 

Streptomycin  sui)presses  but  does  not  kill 
tubercle  bacilli  in  the  human  body.  Hence  we 
cannot  and  must  not  think  of  streptomycin  as 
a definitive,  all-sufficient  treatment.  It  miist 
fit  into  the  over-all  strategy  of  treatment,  and 
it  complicates,  rather  than  simplifies,  the  task 
of  the  iJiysician.  It  is  necessary  to  know  not 
only  whether  or  not  to  use  streptomycin  but 
also  when  to  use  it,  because  often  it  can  be 
used  only  once.  Each  time  it  is  used,  there 
is  a i)ossibility  of  altering  the  bacterial  pop- 
ulation so  that  only  drug-resistant  bacteria 
remain.  If  a more  serioiis  tuberculous  com- 
plication develops  later,  recourse  to  strep- 
tomycin might  then  be  useless.  H.  Corwin 
llinshaw,  ]\LD.,  Nat.  Tuberc.  A.  Tr.  1948. 
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Facial  Service 


This  service  includes  a com- 
prehensive range  of  types, 
variations  and  shades  of 
preparations  for  dry,  normal 
and  oily  conditions  of  skin. 

A balanced  service  includes 
preparations  for  cleansing, 
conditioning  and  makeup. 

Dry  skins  need  lubricating 
creams  and  emollient  lo- 
tions. Oily  skins  need  as- 
tringents and  suitable  make- 
up bases.  Normal  skins  de- 
serve the  protection  afford- 
ed by  suitable  creams  and  lotions.  We 
proves  the  appearance  of  any  type  of  s 


believe  that  artistically  applied  makeup  im- 
cin.  Loveliness  thrives  on  intelligent  care. 


Are  Distributed  in  Delaivare  By : 


701  West  10th  Street  Phone:  2-2502  Wilmington  16,  Delaware 


EVERYTHING  NEW  IN  DRUGS 


FOR  DOCTORS  ONLY! 

I 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only.  . . . Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 
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PHARMACY 

Medical  Arts  Bidg.  Del.  Trust  Bldg. 
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A 

JT^  story  familiar  to  millions  of 
mothers  is  the  daily  preparation  of 
PABLUM*  and  PABENA*  as  the  first 
solid  foods  for  millions  of  infants. 

Pablum  is  a mixed  cereal — Pabena 
is  oatmeal. 

Both  are  precooked,  vitamin  and 
mineral  enriched,  and  practically  iden- 
tical in  nutritive  values.  They  are  pala- 
table and  readily  digestible,  and  quickly 
prepared  by  simply  mixing  with  milk 
or  water,  hot  or  cold. 

Pablum  and  Pabena  may  be  freely 
alternated  to  provide  variety  in  taste 


for  infants,  or  for  children  and  adults 
requiring  a bland , low  residue  diet . Both 
are  prescribed  by  physicians  every- 
where, and  are  advertised  to  physicians 

only.  «T.  M.  Res.  U.  S.  Pat.  Oft. 


Mead  Johnson  & co. 

E V A N S V I t E E 2 1 , I N D.,  U.  S.  A. 
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This  order  is  furtlier  interpreted  by  conscientious 
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"Mapharsen  has  largely 
replaced  other  arsenicals 
in  the  treatment  of  syphilis" 

loecause  the  dose  is  smaller, 
toxic  effects  are  less  frequent, 
it  is  excreted  more  rapidly 
and  is  thereby  less  cumulati\'e. 

Past  experience  and  present  practice 
are  joined  in  setting  the  seal  of 
clinical  approval  upon  MAPHARSEM. 

Each  day,  thousands  of  ampoules  of 
MAPHARSEN  are  administered  — 
alone  or  with  penicillin;  in  one  or 
another  treatment  schedule  — adding 
further  e\  idence  of  its  antiluetic 
effectiveness  and  relative  safety. 

United  States  Dispensatory  24tli  edition,  1947. 
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THE  EMPLOYMENT  OF  MASSIVE 
BLOOD  TRANSFUSIONS 
In  the  Performance  of  Extensive 
Surgical  Procedures. 

Robert  A.  Mino,  M.  D., 
Wilmington,  Del. 

With  particular  reference  to  its  use  in  (A) 
complete  and  incomplete  pelvic  and  perineal 
eviscerations,  with  uretero-eolic  implantation ; 
(B)  portacaval  shunt;  and  (C)  total  thoracic 
esophagectomy  with  high  intra-thoracic  cer- 
vical esophago-gastrostomy. 

In  the  past  decade  a great  number  of  ad- 
vances have  occurred  in  the  field  of  surgery. 
l\Iany  new  operative  procedures  have  been 
devised  and  are  now  being  employed  with  a 
fair  degree  of  success. 

A number  of  factors  have  contributed  to 
this  extension  in  the  surgical  field.  It  is  not 
the  purpose  of  this  report  to  elaborate  on 
each  of  these  factors,  since  these  are  now  well 
known  by  all  recognized  surgeons.  Whipple^^^ 
has  recently  given  a brief  review  of  the  fac- 
tors which  have  contributed  to  the  safety  and 
success  of  present-day  radical  surgery.  Numer- 
ous other  recent  publications  have  stressed 
the  advances  in  anesthesiology,  chemotherapy, 
preoperative,  operative,  and  postoperative 
fluid  and  electrolyte  therapy,  plasma  and 
blood  transfusions,  etc.  Suffice  it  to  say,  that 
without  these  important  contributions,  it 
would  be  impo.ssible  to  carry  out  many  of  the 
present-day  surgical  procedures. 

The  present  communication  is  limited  to  a 
consideration  of  the  importance  of  the  iise  of 
large  (luantities  of  blood  during  operation  as 
a means  of  extending  the  surgical  sphere.  By 
the  use  of  large  amounts  of  blood  it  has  been 
possible  to  operative  procedures 

which  have  formerly  never  been  employed, 
and  which  would  otherwise  be  impossible  of 
accomplishment.  In  stressing  this  factor  it  is 
well  recognized  that  massive  transfusions 

''From  the  Department  of  Surgery  and  the  Carpenter 
Memorial  Clinic,  Memorial  Hospital. 


alone  are  not  responsible  for  the  successful 
performance  of  these  itrocedures,  since  the 
other  factors  listed  above  are  also  in  operation. 
Yet  it  can  be  stated  unreservedly  that,  in 
siiite  of  these  advances,  the  successful  accom- 
lilishment  of  the  procedures  listed  in  this 
report  would  have  been  impossible  if  large 
quantities  of  blood  had  not  been  administered 
during  the  operation. 

The  individual  case  reports  herein  are  of 
procedures  of  relatively  recent  origin,  which 
have  been  performed  with  comxiarative  rarity 
thronghout  the  world.  All  the  cases  in  this 
report  have  been  operated  upon  by  the  author, 
and  all  have  been  iiersonally  followed  to  the 
present  date. 

Case  Rei’orts 

A.  Complete  or  incomplete  pelvic  and  pe- 
rineal evisceration,  with  or  without  uretero- 
colic  implantation. 

Case  1.  D.  C.  Hospital  No.  83153.  This 
54  year  old,  white  female  was  admitted  to  the 
Memorial  Hosirital  on  May  15,  1949,  with  re- 
currence from  carciiroma  of  the  cervix.  In 
1942  a total  abdominal  hysterectomy  had  been 
Xrerformed  in  another  institution  for  carci- 
noma of  the  cervix.  In  August  1945  she  was 
seen  in  the  Cari>enter  Memorial  Clinic  by  Dr. 
John  F.  Hynes,  with  recurrent  carcinoma, 
involving  the  anterior  vaginal  wall.  She  was 
treated  by  irradiation  through  a irer-vaginal 
coue,  with  subse()uent  complete  clinical  regres- 
sion of  the  lesion.  On  a followup  examination 
on  i\Iay  5,  1949  recurrent  tumor  was  noted 
in  the  anterior  vaginal  wall,  vaginal  apex, 
both  parametria,  ])eri-vesical  and  peri-rectal 
tissues.  Biopsy  report  showed  sfiuamous  cell 
carcinoma,  grade  III.  The  entire  ma.ss  of 
recurrent  tumor  was  movable,  (not  fixed  to 
the  pelvic  walls).  Comi)lete  examination 
showed  no  evidence  of  metastases  other  than 
that  noted  in  the  pelvis.  X-ray  examination  of 
the  chest  was  negative  lor  metastases.  The 
initial  blood  count  showed  a slight  anemia. 
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wliidi  was  c'oiTeeted  l)v  ti-ansrusiou  of  1000 
o.c.  of  blood.  The  urinalysis  and  blood  ehem- 
istry  determinations  were  within  normal  lim- 
its . The  Hr\  was  15  mg'.^.  l.V.  })yelo«rams 
showed  no  abnormalities.  Sinee  the  di.sease 
was  reenrrent  and  extensive,  in  spite  of  pre- 
vious ade(inate  irradiation,  no  therapy  was 
available  to  this  jiatient,  and  she  was  thus 
cla.ssified  as  a hopeless  ca.se. 

However,  since  the  disea.se  was  confined  to 
the  pelvis,  it  was  decided  to  extirpate  all  the 
pelvic  and  perineal  viscera,  and  implant  the 
ureters  into  the  colon  proximal  to  the  colos- 
tomy. After  a detailed  explanation  of  the 
l)roblem  to  the  patient,  she  <>ladly  accepted 
the  ])ro])osed  ])rocednre.  On  l\lay  23,  1949 
operation,  consisting-  of  en-bloc  complete  jiel- 
vic  and  perineal  evisceration  (resection  of  the 
common  iliac,  external  iliac,  hypogastric  and 
obturator  lymph  nodes;  internal  iliac  vessels 
and  branches;  bladder,  urethra,  lower  ureters; 
])arametria;  reenrrent  tumor;  pelvic  sigmoid, 
rectum,  anus;  vagina,  vulva  and  perineum), 
with  implantation  of  both  ureters  into  the 
colon,  proximal  to  the  colostomy,  was  ]ier- 
formed.  C'arefnl  examination  of  the  entire 
abdomen  showed  no  evidence  of  di.sease,  except 
for  that  which  was  resected.  It  was  felt  that 
all  disea.se  had  been  completely  removed,  and 
thus  the  patient  should  have  a good  chance 
of  lieing  jiermanently  cured  of  an  otherwise 
ho])eIess  disea.se. 

She  tolerated  the  lOi  o hour  o[)erative  pro- 
cedure very  well,  the  blood  ])ressnre  at  the 
conclusion  of  the  operation  being  130/80,  with 
a i)ul.se  rate  of  112  jier  minute.  During  the 
operation,  she  received  0000  c.c.  of  blood, 
ISOO  c.c.  of  jilasma,  and  3500  c.c.  of  5%  glu- 
cose in  .saline  intravenously.  The  immediate 
and  .snb.seipient  i)ostoperative  course  was 
(piite  good. 

Drinary  flow  from  the  implants  began 
immediately  after  ojieration,  and  snbsecinently 
the  urinary  output  varied  between  1000-2000 
c.c.  daily.  She  was  andnilatory  on  her  six- 
teenth j)ostoperative  day,  and  her  abdominal 
wound  healed  ]>er  jirimam.  On  0-15-49  the 
H1*X  was  0 mg.^. 

At  the  time  of  discharge  from  the  hos])ital 
on  7-4-49,  the  large  pelvic  defect  was  only 
about  40^/.  of  its  original  size.  She  has  been 
followed  closely.  She  has  resumed  all  of  her 


])ievious  duties  as  a housewife,  and  editor  of 
a local  newspaper.  Her  wet  colostomy  is  well 
controlled  by  means  of  a modified  “ Rutzen 
Bag,"  which  usually  reipiires  reapplication 
every  5-0  days.  The  last  follow-up  examina- 
tion, April  4,  1950,  showed  no  evidence  of 
recurrent  di.sease.  The  pelvic  defect  now  con- 
sists of  a small  .sinus  about  .5  cm.  in  diameter 
and  2 cm.  in  depth.  She  is  entirely  asympto- 
matic. Her  mental  outlook  is  excellent.  The 
BI  N was  17  mg.'/. 

Case  2.  P.  R.  Hospital  No.  83080.  This 
49  year  old,  white  female  was  admitted  to  the 
(Memorial  Hospital  on  11-17-49,  with  residual 
carcinoma  of  the  cervix,  with  extension  to  the 
anterior  vaginal  wall,  left  parametria,  ]>eri- 
urethral,  peri-vesical,  and  peri-rectal  tissues. 
The  entire  massive  tumor  was  movalile.  She 
had  previously  received  an  adeijuate  course 
of  external  irradiation  and  raidum  thera])y, 
shortly  after  first  being  seen  by  Dr.  John  F. 
II  ynes.  At  the  time  of  the  jiresent  admission 
she  was  in  good  general  condition.  There  was 
no  evidence  of  meta.stases  in  the  groins  or 
elsewhere.  X-ray  examination  of  the  chest 
showed  a shadow  in  the  left  upper  lobe,  which 
probably  represented  an  old  healed  tuber- 
culous lU'ocess.  The  l.V.  jiyelogram  .showed 
an  absence  of  the  renal  .shadow  on  the  left 
side,  jirobably  due  to  long  standing  ureteral 
ob.structiou  from  tumor  iu  the  left  para- 
metrium. The  initial  blood  count,  urinalysis 
and  blood  chemistry  determinations  were 
within  normal  limits. 

On  11-30-49  ojieration  was  iierformed,  con- 
sisting of  en-bloc  complete  pelvic  and  iierineal 
evi.sceration,  (resection  of  common  iliac,  ex- 
ternal iliac,  hypoga.stric  and  obturator  lymph 
nodes;  internal  iliac  ve.ssels  and  branches; 
blatlder,  urethra,  lower  ureters;  uterus,  ad- 
uexae,  ])arametria ; recurrent  tumor;  pelvic 
sigmoid,  rectum,  anus;  vagina,  vulva  aud  jie- 
riueum),  with  ligation  of  the  left  ureter,  (this 
kidney  .showed  no  function  during  the  en- 
tire course  of  the  operation  and  had  i>rev- 
iously  .showed  non-function  by  iiyelograms; 
this  non-functioning  was  found  to  be  due  to 
long  standing  left  utereral  obstruction  by 
turner  in  the  left  ])arametrium,  which 
completely  occluded  the  ureter),  and 
implantation  of  the  right  ureter  into 
the  sigmoid  colon  proximal  to  the  colostomy. 
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Exploration  of  the  abdomen  at  the  time  of 
operation  showed  no  evidence  of  disease  otlier 
than  that  completely  resected  from  the  pelvis, 
except  for  the  i>ossilnlity  of  tumor  in  a few 
nodes  around  the  celiac  axis,  since  these  nodes 
were  slightly  enlarged.  Therefore,  the  ulti- 
mate prognosis  in  this  case  remains  somewhat 
guarded. 

The  patient  tolerated  the  9i/o  hour  pro- 
cedure well.  She  received  8100  c.c.  of  Wood, 
2000  c.c.  of  5%  glucose  in  water,  and  1000  c.c. 
of  5%  glucose  in  saline  intravenously  during 
the  operation.  Urinary  tiow  from  the  implant 
began  immediately  after  operation,  and  con- 
tinued well  throughout  the  remainder  of  her 
hospital  course.  Since  this  patient  was  rather 
uncooperative,  it  took  a great  deal  of  i)er- 
suasion  to  get  her  to  the  stage  of  ambulation, 
thus  delaying  her  discharge  from  the  hos- 
pital for  over  a month.  She  was  finally  dis- 
charged on  2-12-50  in  an  ambulatory  state. 
The  BUN,  .shortly  before  discharge,  was 
10  mg.%. 

At  a recent  follow-up  examination  in  IMarcli, 
1950,  she  was  progressing  satisfactorily.  The 
pelvic  defect  is  now  about  50%  of  its  original 
size.  There  was  no  evidence  of  recurrent 
disease.  Her  wet  colostomy  is  well  controlled 
by  means  of  a modified  “Rutzen  Bag.” 

Case  3.  L.  M.  Hospital  No.  85567.  This 
56  year  old,  married,  white  female  was  admit- 
ted to  the  Memorial  Hos])ital  on  12-12-49  with 
metastatic  carcinoma  to  the  vaginal  apex,  left 
parametrium,  and  peri-vesical  tissues.  The 
entire  mass  of  tumor  was  movable.  On  12-8-48 
total  abdominal  hysterectomy  and  bilateral 
•salpingo-oophorectomy  had  been  performed  in 
another  institution  for  adenocarcinoma  of  the 
uterine  corpus.  At  the  time  of  the  present 
admission,  x-ray  of  the  chest  was  negative  for 
metastases.  The  blood  count,  urinalysis,  and 
blood  chemistry  determinations  were  within 
normal  limits.  The  I.V.  ])yelogram  showed  no 
abnormalities.  On  12-21-49  an  en-bloc  in- 
complete pelvic  and  ])erineal  evisceration, 
(resection  of  the  common  iliac,  external  iliac, 
hy])ogastric  and  obturator  lymph  nodes ; in- 
ternal iliac  vessels  and  branches ; bladder  and 
urethra  ; recurrent  tumor ; ]>arametria  ; vag- 
ina and  vulva),  with  implantation  of  both 
ui'eters  into  the  sigmoid  colon  by  a modified 
Coffey  I techni(iue,  was  performed.  The  rec- 


tum was  preserved.  Exploration  of  the  entire 
abdomen  at  the  time  of  operation  showed  no 
evidence  of  di.sease  other  than  that  which  was 
completely  resected ; thus  this  patient  should 
have  a chance  of  lieing  })ermanently  cured  of 
her  disease. 

She  tolerated  the  10  hour  procedure  very 
well,  although  iinexi)lained  continuous  oozing 
from  the  operative  area  in  the  pelvis,  in  spite 
of  meticulous  ligation  of  vessels,  nece.ssitated 
the  use  of  huge  ([iiantities  of  blood.  At  the 
beginning  of  the  operation  the  B.P.  was 
125/80,  with  a pulse  rate  of  84  ]>er  minute; 
while  at  the  conclii.sion  of  the  operation  B.P. 
was  120/90,  with  a pulse  rate  of  86  ]>er  minute. 

She  received  11,000  c.c.  of  blood,  2250  c.c. 
of  plasma,  and  6000  c.c.  of  5%  glucose  in 
saline  during  the  operation.  A urinary  out- 
put of  1000  c.c.  from  the  transplants  occurred 
in  the  first  3 hours  postoperatively,  and  there- 
after the  urinary  outi)ut  was  excellent 
throughout  the  lios])ital  course.  Her  alidoni- 
inal  wound  healed  her  jirimam.  She  was  ambu- 
latory on  the  seventeenth  postoperative  day. 
The  BUN  on  1-25-50  was  8 mg.%.  She  was 
discharged  from  the  hospital  on  2-1-50.  On 
follow-up  examination  in  March,  1950  the 
patient  was  asymptomatic  and  ])erforming 
light  household  duties.  She  voids  every  3-4 
hours  rectally  and  has  excellent  sphincter 
control.  There  was  no  evidence  of  recurrent 
disease  and  the  defect  in  the  pelvis  was  only 
about  10%  of  its  original  size. 

Case  4.  H.C.  Hospital  No.  36647.  This  59 
year  old,  married,  white  female  was  admitted 
to  the  Memorial  Hospital  on  10-31-49  with  re- 
current adenocarcinoma  of  the  recto-sigmoid, 
involving  both  parametria,  right  lower  ureter, 
cervical  stump,  and  soft  tissues  of  the  left 
lower  abdominal  ([uadrant.  One  year  pre- 
viously, an  incompletely  obstructing  carci- 
noma, grade  IV,  of  the  rectosigmoid  had  been 
resected  and  continuity  of  the  bowel  re- 
established by  anastomosis  of  the  iipiier  sig- 
moid to  the  rectum.  IMany  years  [irior  to  this 
operation  a su])racervical  hysterectomy  and 
right  salpingo-oo])horectomy  had  lieen  per- 
formed. At  the  iiresent  admission,  coniiilete 
examination  failed  to  reveal  the  presence  of 
metastatic  disease  other  than  that  previously 
mentioned.  X-ray  examination  of  tlie  chest 
was  negative  for  metastases.  Barium  enema 
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revealed  an  iiieonipletely  olist meting  lesion 
10  cm.  from  the  anus,  which  was  confirmed 
l)v  sigmoidoscopy.  Cystosco])y  revealed  dis- 
placement of  the  right  side  of  the  base  of  the 
bladder,  ajiparently  by  tumor.  The  right 
ureter  was  found  to  lie  blocked  G cm.  above 
the  vesical  orifice,  apparently  by  tumor  in  the 
right  parametrium.  J.V.  iiyelogram  showed 
a slight  hydronephrosis  on  the  right  side. 
Renal  function  tests  showed  adeijuate  kidney 
function.  The  entire  mass  was  movable.  The 
initial  blood  count,  urinalysis  and  blood  chem- 
istry determinations  were  within  normal 
limits. 

On  11-4-49  operation,  consisting  of  en-bloc 
re.section  of  pelvic  lymph  nodes,  combined 
abdomino-perineal  re.section,  resection  of  re- 
current tumor;  parametria,  left  adnexae,  right 
lower  ureter,  cervical  stump,  and  up})er  half 
of  the  vaginal  canal,  with  im])lantation  of  the 
right  ureter  into  the  fundus  of  the  bladder 
was  performed,  along  with  resection  of  the 
left  lower  abdominal  (piadrant.  Exploration 
of  the  abdomen  at  the  time  of  ojieration  showed 
no  evidence  of  disease  except  for  that  which 
was  comi)letely  resected.  In  spite  of  metic- 
uluous  ligation  of  blood  vessels,  continuous 
unexplained  oozing  of  blood  from  the  opera- 
tive area  in  the  jielvis  occurred.  During  the 
l()i/2  hour  ojierative  procedure  she  received 
8000  e.c.  of  blood,  2100  c.c.  of  iilasma,  3000  c.c. 
of  5%  gluco.se  in  saline,  and  2000  c.c.  5%  glu- 
cose in  water  intravenously.  She  tolerated  the 
operative  procedure  well,  the  B.P.  at  the 
beginning  being  130/80,  with  a pulse  rate  of 
80  ])er  minute,  while  at  the  conclusion  of  the 
operation  the  B.P.  was  110/G2,  and  the  pulse 
rate  was  102  per  minute. 

She  did  well  postoperatively  and  was  ambu- 
lated on  the  eighteenth  jiostoperative  day. 
She  was  discharged  from  the  hos])ital  on 
12-9-49.  When  last  seen  in  March,  1950,  she 
was  com])letely  asymjitomatic  and  ]>erforming 
light  household  duties.  There  was  no  evi- 
dence of  recurrent  tumor  and  no  disturbance 
in  urinary  function.  The  jielvic  defect  con- 
sisted only  of  a .small  sinus  several  millimeters 
in  diameter  and  about  3 cms.  in  dejith.  Her 
mental  outlook  is  excellent. 

Case  5.  M.  VanI).  Hosjiital  No.  7992G. 
This  64  year  old,  white  widow  was  admitted 
to  Memorial  Hospital  on  9-10-48  with  a mas- 


sive primary  melanoma  of  the  vagina,  filling 
practically  the  entire  vaginal  canal,  involving 
the  vaginal  walls,  parametria,  iieri-rectal  and 
peri-vesical  tissues.  The  entire  tumor  was 
movable.  Both  groins  were  negative,  and 
careful  examination  failed  to  reveal  metastatic 
disease.  X-ray  examination  of  the  chest  was 
negative  for  metastases.  The  blood  count, 
urinalysis  and  blood  chemistry  determinations 
were  within  normal  limits.  The  I.V.  ]>yelo- 
gram  showed  complete  absence  of  a kidney 
shadow  on  the  right  side  (this  was  later  found 
to  be  due  to  complete  destruction  of  the  kid- 
ney by  an  old  healed  tubercidous  process). 

On  9-20-49  oiieration,  consisting  of  en-bloc 
complete  jielvic  and  perineal  evisceration,  (re- 
.section of  common  iliac,  external  iliac,  hypo- 
ga.stric  and  obturator  lymph  nodes;  internal 
iliac  vessels  and  branches;  bladder,  urethra, 
lowei-  ureters;  uterus,  adnexa,  parametria; 
tumor;  pelvic  sigmoid,  rectum,  anus;  vagina, 
vulva  and  perineum ) , with  ligation  of  the 
right  ureter  and  imjilantation  of  the  left  ure- 
ter into  the  sigmoid  colon  proximal  to  the  col- 
ostomy, by  a modified  Coffey  1 techni(pie,  was 
jierformed.  Careful  examination  of  the  entire 
abdomen  failed  to  reveal  the  pre.sence  of 
metastatic  disease  other  than  that  which  was 
completely  resected.  The  patient  tolerated 
the  12  hour  operative  ])rocedure  fairly  well, 
the  B.P.  at  the  beginning  being  115/78,  while 
two  hours  following  the  completion  of  the 
jirocedure  the  B.P.  was  140  MOO.  She  received 
G300  c.c.  of  blood,  2000  c.c.  of  jilasma,  and 
1000  c.c.  of  5%  glucase  in  .saline  intravenously 
during  the  cour.se  of  operation.  The  immedi- 
ate j)o.sto]ierative  cour.se  was  good. 

The  urinary  outjiut  of  GOO  c.c.  occurred  in 
the  first  six  hours,  after  which  time  the  uri- 
nary outjiut  comjiletely  ceased.  Failure  of 
urinary  output  continued  up  to  the  fifth  post- 
ojierative  day.  Whether  this  represented  a 
lower  ne])hron  nephrosis  or  a block  of  the 
ureter  which  had  occurred  six  hours  after 
ojieration  was  not  certain.  Difficulty  was 
encountered  in  attempting  to  maintain  normal 
electrolyte  balance.  The  patient  began  to 

.show  the  ill  effects  of  continuous  retention  of 
nitrogenous  waste  products,  and  since  her 
general  condition  was  deteriorating  rapidly, 
a nejihrostomy  was  iierformed  on  the  fifth 
liostoperative  day.  However,  the  patient 
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Jailed  to  improve,  and  expired  as  a result  ot 
uremia  on  her  sixtli  postoperative  day 
(9-26-48).  Autopsy  examination  revealed  the 
liresence  of  a small  3x6  mm.  clot,  which  had 
formed  in  the  postoperative  period,  and  re- 
sulted in  occlusion  of  the  lower  end  of  the 
implanted  ureter.  The  right  kidney  was  found 
to  consist  of  only  a shell  containing  calcified 
material,  presumably  having  been  destroyed 
by  an  old  tuberculous  process. 

' Case  6.  A.S.  Hospital  No.  85244.  This  55 
year  old,  married,  white  female  was  admitted 
to  the  Memorial  Hospital  on  11-14-49  with  a 
large  squamous  cell  carcinoma  of  the  cervix, 
with  massive  infiltration  of  both  pai*ametria, 
and  adjacent  peri-vesical  and  peri-rectal  tis- 
sues. The  entire  mass  was  movable.  She  had 
previously  been  seen  in  April,  1949  in  another 
institution,  at  which  time  she  gave  a history 
of  post-menopausal  bleeding  of  2%  years  dur- 
ation. She  received  external  irradiation  and 
radium  therapy  in  that  institution  without 
any  significant  regression  of  the  lesion.  At 
the  time  of  present  admission  careful  exam- 
ination failed  to  reveal  evidence  of  metas- 
tatic disease,  other  than  that  noted  in  the 
pelvis.  X-ray  examination  of  the  chest  was 
negative  for  metastases.  I.  V.  pyelogram 
showed  poor  kidney  function  on  the  left  side. 
The  BUN  was  12  mg.%.  Patient  was  a known 
hypertensive,  although  there  had  been  no  pre- 
vious evidence  of  failure.  B.P.  on  admission 
was  250/110. 

On  11-23-49  an  operation,  consisting  of  en- 
bloc  complete  pelvic  and  perineal  evisceration, 
(resection  of  common  iliac,  external  iliac, 
hypogastric  and  obturator  lymph  nodes ; inter- 
nal iliac  vessels  and  branches ; bladder,  ure- 
thra, lower  ureters;  uterus,  adnexa,  para- 
metria ; tumor ; pelvic  sigmoid,  rectum,  anus ; 
vagina,  vulva  and  perineum),  with  implan- 
tation of  both  ureters  into  the  colon  proximal 
to  the  colostomy  by  a modified  Coffey  I tech- 
nique, was  performed.  In  spite  of  her  hyper- 
tension, she  tolerated  the  91/2  hour  procedure 
extremely  well.  She  received  4500  c.c.  of 
blood,  2000  c.c.  of  5%  glucose  in  saline  intra- 
venously during  the  course  of  the  operation. 
Careful  exploration  of  the  abdomen  at  the 
time  of  operation  failed  to  reveal  the  presence 
of  disease,  other  than  that  which  was  com- 
pletely resected,  and  thus  this  patient  has  a 


good  chance  of  lieing  permanently  cured  of 
an  otherwise  hopeless  disease.  The  urinary 
output  began  immediately  after  operation,  and 
thereafter  the  output  varied  from  1000-2600 
c.c.  daily.  Ambulation  was  begun  on  12-14-49. 
Her  postoperative  course  was  quite  good.  Her 
wound  healed  her  primam.  On  1-9-50  the 
BUN  was  14  mg.%. 

She  was  discharged  from  the  hospital  on 
1-14-50,  at  which  time  she  was  completely 
asymptomatic.  In  March,  1950,  on  follow-up 
examination,  she  was  progressing  satisfactor- 
ily. There  was  no  evidence  of  recurrent 
disease.  The  wet  colostomy  was  being  well 
managed  by  a modified  “Rutzen  Bag.”  The 
pelvic  defect  was  approximately  25%  of  its 
original  size.  Her  mental  outlook  is  excellent. 

Case  7.  F.K.  Hospital  No.  46622.  This  55 
year  old,  white  male  was  admitted  to  the 
Memorial  Hospital  on  11-5-48  with  numerous 
perirectal  sinus  tracts  and  multiple  fistulae  in 
ano,  of  years  duration,  and  with  incomplete 
obstruction  of  the  rectum.  Examination  re- 
vealed the  patient  to  be  in  fairly  good  con- 
dition. There  were  numerous  fistuluous  tracts 
and  sinuses,  and  extensive  induration  in  the 
perirectal  area  extending  out  to  the  buttocks. 
There  was  an  obstructing  mass  in  the  rectum 
with  adjacent  ma.ss  filling  practically  the 
entire  pelvis.  The  entire  mass  was  movable, 
except  for  fixation  to  the  lower  end  of  the 
sacrum,  coccyx,  and  prostate  gland.  Biopsy 
of  one  of  the  sinus  tracts  revealed  adeno- 
carcinoma, grade  III,  which  represented  ex- 
tension down  the  tract  from  an  adenocar- 
cinoma of  the  rectum  which  had  infiltrated 
extensively  into  the  perineum.  The  groins 
were  negative  for  metastases,  and  examina- 
tion failed  to  reveal  evidence  of  disease  other 
than  that  previously  mentioned.  X-ray  of  the 
chest  was  negative  for  metastases.  X-ray  of 
the  sacrum  was  negative  for  invasion  by 
tumor,  and  apparently  the  tumor  was  fixed 
only  to  the  periosteum  overlying  the  lower  end 
of  the  sacrum. 

On  11-12-48  incomjfiete  pelvic  and  perineal 
evisceration  was  performed  by  an  en-bloc  com- 
bined abdomino-perineal  resection ; resection 
of  prostate ; ]ielvic  lymiih  nodes,  lower  sac- 
rum, coccyx ; wide  excision  of  perineum  and 
adjacent  gluteal  muscles;  and  a segment  of 
the  urethi’a,  which  was  re-anastomosed  end 
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to  end ; eystotoniy  was  performed  in  order  to 
earefully  delineate  the  extent  of  the  tumor 
and  preserve  tliis  structure  from  injury.  The 
bladder  was  closed  ]>rior  to  closure  of  the 
abdomen.  Careful  examination  of  the  abdo- 
men during  operation  failed  to  reveal  evi- 
ilenee  of  disease  except  for  that  which  was 
resected.  The  patient  tolerated  the  8 hour 
operative  iirocedure  very  well,  receiving  3500 
c.c.  of  blood,  300  c.c.  of  iilasma,  and  3000  c.c. 
ot  5%  glucose  in  water  intravenously  during 
the  cour.se  of  the  ojicration.  The  jiostoperative 
course  was  (piite  good.  The  colostomy  func- 
tioned well,  and  the  abdominal  wound  healed 
jier  primam.  He  was  discharged  from  the 
hospital  12-17-48,  and  shortly  afterwards  re- 
turned to  work. 

On  a follow-ui)  examination  4-1-49  a metas- 
tatic lymph  node  was  noted  in  the  left  groin 
and  on  4-4-49,  a left  radical  groin  dissection 
was  performed.  However,  at  the  time  of  jier- 
formance  of  the  groin  dissection  tumor  was 
found  fixed  to  the  pubic  bone.  Postoperative 
course  was  e.ssentially  uneventful,  and  he  was 
<lischarged  on  4-2G-49.  He  did  well  for  sev- 
eral months,  but  finally  expired  on  8-3-49  of 
metastatic  disease. 

Ca^e  8.  F.Ij.  Hospital  No.  79739.  This  44 
year  old,  married,  white  female  was  admitted 
to  the  IMemorial  Hospital  on  2-15-49  with  re- 
current carcinoma  of  the  cervical  stump  and 
bilateral  parametrial  involvement,  with  in- 
volvement of  the  lower  end  of  the  right  and 
adjacent  i>ortion  of  the  right  side  of  the  blad- 
der. In  1944  a suiiracervical  hysterectomy 
had  been  ])erformed  in  another  institution.  In 
the  summer  of  1948  carcinoma  of  the  cervical 
stumj),  (squamous  cell  carcinoma,  grade  III), 
was  discovered,  and  she  received  an  adequate 
course  of  irradiation  and  radium  therajiy  at 
the  Carpenter  Memorial  Clinic.  At  the  time 
of  jiresent  admission  the  entire  tumor  ma.ss 
was  movable.  Her  general  condition  was  excel- 
lent and  there  was  no  evidence  of  disease 
other  than  that  noted  in  the  ]>elvis.  Exam- 
ination of  the  chest  by  x-ray  was  negative  for 
metasta.ses.  A complete  (i.Th  investigation 
revealed  slight  hydronephrosis  on  the  right 
side  and  distortion  of  the  right  side  of  the 
ba.se  of  the  bladder  by  tumor. 

On  2-23-49  an  en-bloc  resection  of  common 
iliac,  external  iliac,  hypogastric  and  obturator 


lymph  nodes ; internal  iliac  ve.s.sels  and 
branches ; right  side  of  the  bladder,  including 
its  ba.se,  along  with  the  right  lower  ureter; 
recurrent  tumor;  parametria,  cervical  stump, 
upper  vagina;  with  implantation  of  the  right 
ureter  into  the  sigmoid  colon  by  a modified 
Coffey  1 techniipie,  was  performed.  The 
])atient  tolerated  the  9 hour  operative  pro- 
cedure very  well,  the  B.P.  at  the  beginning 
of  the  operation  being  130/90,  with  a pulse 
rate  of  70  per  minute,  and  at  the  conclu.sion, 
the  B.P.  was  130/90,  with  a pulse  rate  of  90 
per  minute.  She  received  3500  c.c.  of  blood, 
2000  c.c.  of  5%  glucose  in  saline  intraven- 
ously during  the  oiieration.  Exploration  of 
the  abdomen  failed  to  reveal  evidence  of 
disease  other  than  that  which  was  resected, 
and  thus  the  jiatient  should  have  a good  chance 
of  being  iiermanently  cured  of  her  otherwise 
ho])eless  disease.  The  i>ostoperative  course 
was  ([uite  good.  Urinary  How  began  immedi- 
ately after  operation,  and  continued  from  the 
transplant  in  a .satisfactory  manner. 

Since  the  patient  had  received  heavy  irradi- 
ation preoperatively,  and  since  a great  iiortion 
of  the  blood  .siqiply  of  the  bladder  had  been 
.sacrificed  during  the  operation,  a vesico- 
vaginal fistula  appeared  on  the  twenty-first 
jiostoperative  day.  Shortly  afterwards,  the  en- 
tire necrotic  bladder  extruded  itself  through 
the  urethra. 

On  4-1-49  the  left  ureter  was  implanted  in 
the  sigmoid  colon  by  a modified  Coffey  I tech- 
nique. Postoperative  course  was  quite  smooth, 
and  the  urinary  output  iier  rectum  continued 
in  a satisfactory  manner.  She  was  dischai’ged 
from  the  hospital  coinjiletely  asymptomatic  on 
4-15-49. 

On  a recent  follow-up  examination,  thir- 
teen months  jiostoperatively,  she  was  found 
to  be  completely  well  and  leading  a normal 
life.  There  was  no  evidence  of  recurrent 
disease.  She  usually  voids  rectally  about 
every  five  hours  during  the  day,  and  seldom 
has  to  get  u])  at  night.  There  is  excellent 
sphincter  control.  The  BUN  on  12-G-49  was 
13  mg.%. 

Case  9.  B.A.  Hospital  No.  80532.  This  4G 
year  old,  colored  female  was  admitted  to  the 
(Memorial  Hospital  on  4-20-49,  with  repeated 
ejiisodes  of  .severe  vaginal  bleeding  due  to  a 
recurrent  carcinoma  of  the  cervix.On  12-27-48 
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she  was  first  seen  in  the  Carpenter  Memorial 
Clinic  with  a bulky  squamous  cell  carcinoma 
of  the  cervix,  w'hich  had  extended  to  involve 
both  parametria.  She  received  a full  coui’se 
of  external  irradiation,  followed  by  intrau- 
terine radium.  Clinical  regression  of  the 
lesion  occurred.  On  a follow--up  examination 
4-6-49  recurrent  carcinoma  was  noted  in  the 
cervix  and  there  was  massive  involvement  of 
both  parametria,  with  extension  to  the  peri- 
vesical tissues  and  adjacent  bladder.  There 
was  apparently  no  peri-rectal  or  rectal  inva- 
sion. The  entire  tumor  mass  was  movable. 
Examination  of  the  chest  was  negative  for 
metastases.  I.V.  pyelogram,  retrograde  pye- 
lograms  showed  no  abnormalities.  The  blood 
chemistry  determinations  were  within  normal 
limits.  The  anemia  was  corrected  by  multiple 
transfusions. 

On  5-3-49  an  en-bloc  incomplete  pelvic  and 
perineal  evisceration,  (common  iliac,  external 
iliac,  obturator  and  hypogastric  lymph  nodes ; 
internal  iliac  vessels  and  branches ; bladder, 
urethra  ; uterus,  adnexae,  parametria ; tumor ; 
vagina  and  vulva),  with  implantation  of  both 
ureters  into  the  sigmoid  colon,  was  performed. 
Exploration  of  the  abdomen  at  the  time  of 
operation  showed  no  evidence  of  disease  other 
than  that  which  was  resected,  thus  this  patient 
has  a good  chance  of  being  cured  of  her 
disease.  The  rectum  was  preserved,  since  it 
was  not  involved  by  tumor.  She  tolerated  the 
IIV2  hour  operative  procedure  very  well ; the 
B.P.  at  the  conclusion  being  130/90,  with  a 
pulse  rate  of  90  per  minute.  She  received 
4100  c.c.  of  blood,  1000  c.c.  of  plasma,  2000  c.c. 
of  5%  glucose  in  saline  and  1000  c.c.  5%  glu- 
cose in  water  intravenously,  during  the  course 
of  the  operation. 

The  general  postoperative  course  was  quite 
good.  Urinary  flow  from  the  implants  began 
immediately  after  operation  and  a daily  out- 
put of  1200-1500  c.c.  per  rectum  was  recorded. 
She  was  ambulatory  on  the  seventh  post- 
operative day.  Seventeen  days  postopera- 
tively  a small  fistula  occurred  on  the  anterior 
rectal  wall,  thus  somew'hat  complicating  the 
postoI)erati^'e  course.  Since  she  lived  a great 
distance  from  the  hospital  and  had  no  one  to 
offer  her  care  she  was  necessarily  delayed  in 
the  hospital  for  several  months,  in  order  to 
allow'  the  large  pelvic  defect  and  fistula  to 


contract.  She  was  discharged  on  8-20-49,  at 
which  time  the  pelvic  defect  was  only  about 
25%  of  its  original  size  and  the  fistula  could 
be  fairly  well  controlled  by  daily  change  of 
a small  amount  of  packing.  At  the  time  of 
discharge  BUN  was  7 mg.%.  She  was  entirely 
ambulatory. 

On  follow-up  examination  on  12-14-49  there 
was  no  evidence  of  recurrent  disease.  The 
defect  in  the  pelvis  and  perineum  consisted 
of  a tract  % ” by  2 ’ ’.  The  small  fistula  was 
still  jiresent  and  well  controlled  by  daily 
change  of  packing.  She  was  asymptomatic 
and  performing  light  household  duties.  The 
BUN  was  19  mg.%.  A letter  received  in 
March,  1950,  stated  that  the  patient  con- 
tinued to  progress  in  a satisfactory  manner. 

Case  10.  H.B.  Hospital  No.  83212.  This 
63  year  old,  white,  married  female  w'as  admit- 
ted to  the  Memorial  Hospital  on  12-15-49.  She 
was  first  seen  in  the  Carpenter  Memorial 
Clinic  by  Dr.  John  F.  Hynes  on  4-12-49,  with 
a carcinoma  of  the  cervix  involving  the  entire 
circumference  of  the  adjacent  vagina.  She 
received  a full  course  of  external  irradiation, 
followed  by  intrauterine  radium.  Complete 
clinical  regression  of  the  lesion  occurred.  Re- 
currence was  noted  on  the  anterior  vaginal 
wall  on  10-4-49,  and  she  received  irradiation 
through  a per-vaginal  cone,  following  which 
there  was  again  complete  regre.ssion  of  the 
lesion.  On  11-1-49,  recurrent  carcinoma  of  the 
cervix  and  a portion  of  the  adjacent  vaginal 
wall  was  again  noted.  Biop.sy  showed  squam- 
ous cell  carcinoma.  She  was  otherwise  free  of 
metastatic  disease.  X-ray  examination  of  tlie 
chest  showed  no  evidence  of  metastases. 

Following  admission  a moderately,  severe, 
previously  unrecognized  diabetes  was  found 
and  controlled  by  diet  and  insulin.  EKG 
showed  left  ventricular  preponderance  and 
anterior  myocardial  damage,  most  likely  on 
the  basis  of  an  old  anterior  infarct.  However, 
there  was  no  definite  evidence  of  failure.  Since 
her  disease  was  recurrent  and  involved  the 
circumference  of  the  vaginal  canal  when  first 
noted,  it  was  felt  that  complete  evisceration 
(was  necessary  in  order  to  be  sure  that  all 
disease  would  be  removed.  Aside  from  the 
diabetes  her  blood  chemistry  and  laboratory 
determinations  were  essentially  within  normal 
limits. 
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On  12-28-49  a complete  pelvic  and  iierineal 
evisceration  (common  iliac,  external  iliac, 
hypo«astric  and  obturator  lymiih  nodes;  inter- 
nal iliac  vessels  and  branches;  bladder,  ure- 
thra; uterus,  adnexae,  parametria;  i)elvic  sig- 
moid, rectum;  anus,  vagina;  perineum  and 
vulva  ),  with  imiilantation  of  both  ureters  into 
the  colon  ])roximal  to  the  colostomy  by  a modi- 
fied Coffey  1 techni(jue,  was  iierformed.  Ex- 
ploration of  the  abdomen  at  the  time  of  oper- 
ation, revealed  absence  of  disease  other  than 
that  completely  resected,  thus  it  was  felt  that 
this  jiatient  had  an  excellent  chance  of  being 
permanently  cured.  She  tolerated  the  9Vi> 
hour  oi>erative  i>rocedure  extremely  well,  the 
B.  P.  at  the  beginning  of  the  procedure  being 
110/70,  with  a pulse  rate  of  70  per  minute, 
while  at  the  conclusion  the  B.P.  was  110  60, 
with  a ])ulse  rate  of  80  jier  minute.  She  re- 
ceived 5600  c.c.  of  blood,  2000  c.c.  of  5% 
glucose  in  saline  intravenously  during  the 
course  of  the  oi)eration. 

However,  it  was  noted  during  the  operation 
that  no  flow  of  urine  occurred  from  the  divided 
uretei*s,  and  at  the  conclusion  of  the  operation 
large  wheals  were  noted  on  the  skin.  This 
j)robably  indicated  an  unrecognized  trans- 
fusion reaction  during  anesthesia,  with  the 
result  that  a lower  nephron  nephrosis  had 
occurred.  Although  no  urinary  flow  aiipeared 
until  the  seventh  postoperative  day,  her  gen- 
eral condition  remained  good.  The  urinary 
outjnit  rapidly  iiicrea.sed,  and  attained  a satis- 
factory level.  On  the  fifteenth  postojierative 
day  (1-12-50),  while  the  patient  was  sitting 
uj)  eating  her  evening  meal,  she  .suddenly 
ex])ii-ed.  Po.stmortem  examination  revealed  a 
massive  pulmonary  embolism.  No  evidence  of 
residual  carcinoma  was  found  in  the  body. 

Case  11.  A.S.  Hospital  No.  37327.  This 
4()  year  old,  colored  female  was  admitted  to 
the  Memorial  Hospital  on  9-14-48  with  a 
carcino.sarcoma,  (])robable  radiation  cancer) 
of  the  uterus,  involving  j)arametria,  bladder 
and  vagina,  with  an  accompanying  vesico- 
vaginal fistula.  This  ]>atient  had  first  been 
seen  in  Carpenter  -Memorial  Clinic  by  Dr. 
John  F.  Hynes  in  1935,  with  an  anaplastic 
carcinoma  of  the  cervix.  Following  treatment 
by  irradiation  she  refu.sed  to  retuni  for  follow- 
uj)  examinations  until  1946,  when  she  was 
admitted  to  the  hosjiital  with  a vesico-vaginal 


fistula  and  mild  uremia.  There  was  no  evi- 
dence of  recurrent  disea.se  at  this  time.  The 
fistula  was  repaired  but  recurred  in  fifteen 
days  following  surgery,  and  the  patient  was 
di.scharged.  She  again  failed  to  return  for 
follow-up  examinations  until  ju.st  before  the 
pi'esent  admission.  X-ray  examination  of  the 
chest  was  negative  for  metastases.  BUN  was 
slightly  elevated.  Previous  episodes  of  urin- 
ary tract  infection  had  resulted  in  impair- 
ment of  renal  function.  Thus  it  was  decided 
to  first  implant  the  ureters  into  a divided  seg- 
ment of  the  colon,  in  order  to  allow  for  im- 
lirovenient  in  renal  function.  Attempt  at  I.V. 
])yelograms  were  unsuccessful,  and  it  was 
obviou.sly  impossible  to  do  retrograde  pyelo- 
grams,  due  to  the  presence  of  the  fistula.  On 
10-15-48  both  ureters  were  im])lanted  into  the 
di.stal  sigmoid  colon  and  the  i)roximal  colon 
was  brought  out  as  colostomy. 

On  11-15-48  an  en-bloc  resection  of  the  pel- 
vic lymph  nodes;  uterus;  ])arametria,  ad- 
nexae; bladder;  urethra;  and  vagina  was  i)er- 
formed.  Unfortunately,  during  the  last  stages 
of  completion  of  the  resection  it  was  noted 
that  there  was  .slight  fixation  of  tumor  to  the 
lateral  pelvic  wall,  thus  obviously  indicating 
that  a cure  would  not  be  obtained.  However, 
it  was  felt  that  palliation  would  be  offered. 
She  tolerated  the  71,2  hour  operative  proce- 
dure well,  receiving  4000  c.c.  of  blood,  1200 
c.c.  of  plasma,  3000  c.c.  5%  glucose  in  water, 
and  1000  c.c.  of  5%  glucose  in  saline  intraven- 
ously during  the  course  of  the  operation.  The 
patient  did  well  in  the  immediate  postoperative 
])eriod.  The  output  from  the  implants  was 
good.  On  the  thirteenth  jicstoperative  day  a 
small  fistula  of  the  terminal  ileum  occurred. 
The  fistula  resulted  in  no  significant  ill  effects 
on  the  general  status  of  the  i>atient,  and  the 
electrolyte  balance  could  be  well  controlled  by 
the  addition  of  30  grams  of  sodium  bicar- 
bonate, daily,  in  divided  do.ses.  She  was  quite 
insistent  on  going  home,  and  .since  no  attempt 
for  the  immediate  repair  of  the  fi.stula  was 
contemplated,  she  was  allowed  to  leave  the 
hos])ital  on  12-2-48.  The  BUN  several  weeks 
]>rior  to  discharge,  was  22  mg.%.  The  ]>a- 
tient  suddenly  died  at  home,  of  unexplained 
causes,  about  ten  days  after  discharge  from 
the  hosi)ital. 

Case  12,  E.  (1.  Ho.spital  Xo.  69210.  This 
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45-year-old,  colored  female  was  admitted  to 
the  Memorial  Hospital  on  7-25-49.  She  was 
first  seen  in  the  Carpenter  Memorial  Clinic 
by  Dr.  .John  F.  H.ynes  on  10-27-48,  with  a 
squamous  cell  carcinoma  of  the  cervical  stump 
(grade  IV).  She  was  treated  by  an  adequate 
course  of  external  irradiation  and  radium 
theraipv,  with  complete  regression  of  the  le- 
sion. In  May,  1949  recurrent  carcinoma  in- 
volving the  cervical  stump,  parametria,  peri- 
vesical and  peri-rectal  tissues  was  noted.  The 
entire  lesion  was  movalile.  Complete  exami- 
nation failed  to  reveal  the  evidence  of  metas- 
tases  elsewhere.  X-ray  examination  of  the 
chest  showed  no  metastases.  Pyelograms 
showed  no  abnormality.  The  kidney  func- 
tion was  good.  The  blood  chemistry  deter- 
minations were  within  normal  limits.  The 
anemia  which  was  present  was  corrected  by 
1000  c.  e.  of  blood  preoperatively. 

On  8-10-49,  complete  en-bloc  pelvic  and 
perineal  evisceration,  (common  iliac,  external 
iliac,  hypogastric  and  obturator  lymph  nodes; 
intemal  iliac  vessels  and  branches : pelvic 

sigmoid ; rectum ; anus ; bladder ; cervical 
stump;  tumor;  parametria;  vagina  and  peri- 
neum ) , with  implantation  of  both  ureters  into 
the  colon  proximal  to  the  colostomy,  was  per- 
formed. Complete  exploration  of  the  abdo- 
men at  the  time  of  operation  showed  no  evi- 
dence of  disease  except  that  wJiich  was  re- 
sected ; thus  she  had  an  excellent  chance  of 
being  permanently  cured.  She  tolerated  the 
12  hour  operative  procedure  well,  receiving 
5000  c.  c.  of  blood,  1000  c.  c.  of  5%  glucose  in 
saline,  and  2000  c.  c.  of  5%  glucose  in  water 
intravenously.  There  was  immediate  urinary 
flow  from  the  transplanted  ureters,  and  the 
urinary  flow  continued  in  a satisfactory  man- 
ner throughout  the  i)o.stoperative  course.  She 
was  ambulatory  on  the  seventh  postoperative 
day.  Dn  the  thirty-third  postoperative  day 
(9-12-49)  an  ileo-perineal  fistula  occurred. 

On  10-14-49  complete  exclusion  of  the  fis- 
tula was  ])erformed  by  transection  and  closure 
of  the  ends  of  the  fistuluous  segment,  and  by 
side-to-side  ileo-cecostomy.  She  did  fairly 
well,  and  was  discharged  from  the  hospital 

11- 26-49.  The  BUN  shortly  before  discharge 
(11-21-49)  was  13  mg.  %. 

She  was  again  admitted  to  the  hospital  on 

12- 28-49  in  a .state  of  severe  .starvation,  .show- 


ing severe  malnutrition  (weight  48  lbs.),  se- 
vere anemia,  and  de-hydration.  It  was  most 
shocking  to  see  this  patient  return  in  such  a 
state,  and  apparently  this  situation  was  the 
result  of  neglect  and  inability  to  have  some- 
one provide  for  her  at  home.  In  retrospect, 
this  situation  could  have  been  prevented  if 
the  patient  had  been  discharged  to  an  insti- 
tution where  she  could  have  at  least  receiveil 
proper  nutrition.  Soon  after  admission  the 
patient  was  transfused,  and  an  attempt  made 
to  correct  the  marked  malnutrition  by  paren- 
teral alimentation  and  nasal  tube  feeding. 
However,  the  patient  was  apparently  in  an 
irreversible  stage  of  starvation  and  she  ex- 
pired 1-1-50.  Postmortem  examination  re- 
vealed no  evidence  of  residual  tumor  in  the 
body,  and  showed  merely  severe  wasting  of 
the  viscera,  as  a result  of  inanition. 

/>.  Forfacaval  slmnf  for  portal  hyperten- 
sion, secondary  to  severe  sarcoidosis  of  the 
liver. 

Case  13.  E.  C.  Hospital  No.  62286.  This 
26-year-old,  colored,  married  female  was  ad- 
mitted to  the  Memorial  Hospital  on  11-24-47, 
with  marked  ascites  jiroducing  severe  dysp- 
nea, with  generalized  Boeck’s  sarcoidosis.  At 
the  time  of  admission,  the  liver  and  spleen 
were  tremendously  enlarged.  Since  first  dis- 
covery of  her  disease  the  process  had  remain- 
ed somewhat  stationary  except  for  the  in- 
creased involvement  in  the  spleen  and  liver. 
The  liver  involvement  had  produced  enough 
jiortal  hyiiertension  to  result  in  ascites.  The 
resultant  symptoms  were  such  as  to  make  an 
invalid  out  of  her.  After  some  deliberation 
it  was  decided  to  resect  the  spleen  and  lower 
the  venous  ])res.sure  in  the  portal  system  by 
means  of  a shunting  operation. 

On  12-11-47  splenectomy  and  portacaval 
shunt,  by  means  of  an  end-to-side  spleno- 
renal venous  anastomosis,  with  preservation 
of  the  kidney,  was  performed.*®’  The  pa- 
tient tolerated  the  8 hour  jn'oeedure  fairly 
well,  receiving  5500  c.  c.  of  blood  and  1000 
c.  c.  of  5%  glucose  in  saline  intravenously, 
during  the  course  of  the  operation.  The  post- 
operative course  was  complicated  by  a num- 
ber of  distressing  developments.  However, 
she  was  discharged  from  the  hospital  on 
3-20-48.  She  was  completely  relieved  of  the 
dyspnea  and  ascites,  and  the  improvement 
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ol'  ‘ienei'al  well-being  was  marked.  The  pa- 
tient was  able  to  perform  light  household  du- 
ties. and  at  one  time  became  pregnant,  for  the 
first  time  in  her  life,  hut  aborted  spontaneous- 
ly early  in  her  jiregnancy.  She  was  again 
admitted  to  the  hospital  in  December,  1949 
with  a short  history  of  dyspnea  and  occasional 
vomiting.  There  was  evidence  of  renewed 
activity  of  her  disease,  particularly  in  the 
lungs,  and  she  suddeny  died  on  12-11-49,  al- 
most two  years  following  her  operation.  Post- 
mortem examination  revealed  marked  involve- 
ment of  lymph  nodes  throughout  the  body, 
lungs,  liver  and  other  viscera.  In  spite  of 
death  from  exacerbation  of  her  disease,  there 
is  no  doubt  that  the  excellent  palliation  that 
she  received  justified  the  operative  procedure. 
There  was  no  recurrence  of  ascites  following 
the  ojieration. 

C.  Total  thoracic  esophagectomy  with  in- 
tra-thoracic  cervical  esophagoyastrostomy , for 
carcinoma  involving  or  extending  to  the  su- 
perior medutstinal  segment  of  the  esophagus. 

Case  14.  C.  M.  Hospital  No.  49738.  This 
70-year-old,  white  male  was  admitted  to  the 
Memorial  Hospital  on  4-27-48  with  an  incom- 
pletely obstructing  carcinoma  of  the  upper 
thoracic  esophagus.  His  general  condition 
was  fairly  good.  Exarticulation  of  the  left 
half  of  the  mandible  had  been  performed  by 
Dr.  John  Hynes  on  9-20-39  for  squamous 
cell  carcinoma  of  the  gum,  involving  the  bone. 
The  patient  had  apparently  been  cured  of 
this  lesion,  since  there  was  no  evidence  of  re- 
currence. At  the  time  of  the  jiresent  admis- 
sion barium  swallow  showed  an  incompletely 
obstructing  lesion  of  the  upper  esophagus, 
and  by  esoiihagoscojiy  the  lesion  was  encoun- 
tered 20  cm.  from  the  upper  alveolar  arch. 
Biopsy  revealed  a squamous  cell  carcinoma, 
grade  IV,  of  the  eso])hagus.  The  EK({  was 
essentially  normal.  The  chest  x-ray  showed 
no  evidence  of  pulmonary  metastases.  The 
blood  chemistry  determinations  were  within 
normal  limits.  The  presenting  anemia  was 
corrected  by  1500  c.  c.  of  blood  jireoperatively. 

Dn  5-0-48,  a bilateral  proiJiylactie  sujier- 
ficial  femoral  vein  ligation  was  done. 

On  5-13-48  a trans-jileural  approach, 
through  the  bed  of  the  resected  sixth  rib,  was 
em])loyed  to  enter  the  left  pleural  cavity.  The 
carcinoma  of  the  e.so])hagus  was  found  to  be- 


gin 4 cm.  above  the  superior  margin  of  the 
aortic  arch,  and  extended  underneath  and 
below  the  arch,  (longitudinal  extent  of  the 
tumor  was  10  cm.).  The  tumor  was  found  to 
be  resectable.  By  mobilization  of  the  aortic 
arch,  it  was  possible  to  free  the  entire  esopha- 
gus, after  which  the  diaiihragm  was  incised 
and  the  stomach  mobilized,  so  that  it  could 
easily  be  brought  up  to  the  apex  of  the  pleural 
cavity.  The  entire  thoracic  esophagus  was 
resected.  The  remaining  4 cm.  of  the  cervical 
esophagus  was  gently  mobilized  and  held 
downward  by  traction  sutures,  after  which 
the  stomach  was  anastomosed  to  the  cervical 
esophagus. 

The  point  of  anastomosis  lay  about  2 cm. 
above  the  jugular  notch.  The  patient  tolerat- 
ed the  10y2  hour  operative  procedure  extreme- 
ly well.  Quinidine  lactate  had  been  given 
preoperatively,  and  during  the  course  of  the 
operation  to  jirevent  possible  cardiac  arryth- 
mias.*  The  pulse  was  regular  Ihroughout 
the  operation.  The  B.  P.  at  the  conclusion 
of  the  operation  was  124  90,  the  pulse  rate 
being  86  per  minute.  He  received  3750  c.  c. 
of  blood,  3000  c.  c.  of  5%  glucose  in  water, 
and  1000  c.  c.  5%  glucose  in  saline  intra- 
venously during  the  ojieration. 

He  did  very  well  postoperatively,  and  was 
ambulatory  several  days  after  operation.  He 
was  eating  a solid  diet  by  his  tenth  post- 
operative day,  without  discomfort.  On  the 
eighteenth  postojierative  day,  shoitly  before 
contemplated  discharge  from  the  liospital,  he 
suddenly  vomited  a large  amount  of  blood, 
which  he  iiromptly  aspirated,  resulting  in  im- 
mediate asphyxiation.  The  cause  of  this  un- 
usual complication  is  not  known,  since  post- 
mortem examination  was  not  permitted. 

Case  15.  A.  H.  Hospital  No.  82875.  This 
82-year-old,  white,  widowed  female  was  ad- 
mitted to  the  (Memorial  Hospital  on  4-26-49 
with  a history  of  progressive  dysphagia,  be- 
ginning in  December,  1948.  She  had  lost  ap- 
proximately 25  lbs.  in  weight,  and  at  the  time 
of  admission,  could  inge.st  only  liquids.  There 
was  moderate  anemia,  which  was  corrected 
by  several  transfusions  of  blood.  Barium 
swallow  showed  a lesion  of  the  upper  thoracic 
esoiihagus,  which  was  confinned  by  esopha- 

•Under  the  supervision  of  Dr.  A.  Henry  Clagett,  Jr., 
Consultant  Cardiologist,  Memorial  Hospital. 
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goscopy.  X-ray  examination  of  the  chest  was 
negative  for  metastases.  The  patient  showed  a 
moderate  degree  of  arteriosclerosis,  and  there 
was  some  impairment  in  renal  function.  How- 
ever, it  was  felt  that  the  patient  would  be 
able  to  withstand  a resection  of  the  esophagus. 

On  5-2-49  a bilateral  prophylactic  superfi- 
cial femoral  vein  ligation  was  done. 

On  5-10-49  the  chest  was  entered  through 
the  bed  of  the  resected  sixth  rib,  and  the  in- 
cision continued  across  the  costal  margin  into 
the  abdomen  to  convert  it  into  a combined 
thoraco-abdominal  incision.  A carcinoma  of 
the  esophagus,  which  extended  3-4  cm.  above 
the  superior  margin  of  the  aortic  arch,  under- 
neath and  below  the  arch  for  5 cm.,  was  found 
The  lesion  was  considered  resectable.  After 
mobilizing  the  aortic  arch,  the  entire  esopha- 
gus and  stomach  were  mobilized,  so  that  the 
latter  could  be  easily  brought  into  the  apex 
of  the  left  pleural  cavity.  The  entire  thoracic 
esophagus  was  resected.  The  proximal  4 cm. 
of  cervical  esophagus  was  held  downward  with 
traction  sutures,  and  a cervical  esophagogas- 
trostomy  was  performed. 

The  patient  tolerated  the  11  hour  operative 
procedure  extremely  well.  She  had  previous- 
ly been  placed  on  quinidine  lactate  to  prevent 
the  development  of  cardiac  arrythmias.  The 
B.  P.  at  the  beginning  of  the  operation  was 
150/80,  with  a pulse  rate  of  90  fier  minute ; 
and  at  the  conclusion  of  the  operation  the 
B.  P.  was  140/100,  with  a regular  pulse  of 
90  per  minute.  During  the  operative  proce- 
dure, she  received  3350  c.  c.  of  blood,  1000  c.  c. 
of  5%  glucose  in  saline  and  1000  c.  c.  of  5% 
glucose  in  water  intravenously. 

The  immediate  postoperative  course  was 
satisfactory.  Barium  swallow  on  the  seventh 
postoperative  day  showed  that  the  stomach 
failed  to  empty  at  the  pylorus,  presumably 
due  to  pyloro-spasm  occurring  as  a result  of 
the  necessary  division  of  both  vagi  nerves, 
during  the  course  of  the  operation.  Main- 
tenance of  adequate  nutrition  and  electrolyte 
balance  by  intravenous  route  was  apparently 
not  completely  satisfactory.  On  the  tenth 
postoperative  day  the  abdomen  and  lower 
chest  were  re-explored,  and  no  mechanical  ob- 
struction of  the  pylorus  was  found;  thus  con- 
firming the  inability  of  the  stomach  to  empty 
due  to  pyloro-spasm.  AWitzel  jejunostomy 


was  performed.  She  tolerated  the  procedure 
fairly  well.  However,  the  long  continued  and 
taxing  postoperative  course  began  to  show  its 
effects  on  the  patient,  and  evidence  of  mild 
congestive  failure  appeared. 

On  the  fifth  postoperative  day  (5-26-49) 
at  a time  when  the  patient  showed  signs  of 
gradual  improvement,  she  suddenly  expired. 
Postmortem  examination  revealed  the  anasto- 
mosis between  the  upper  4 cm.  of  cervical 
esophagus  and  stomach  to  be  completely  heal- 
ed and  presenting  an  adequate  stoma.  No 
obstmction  to  the  outlet  of  the  stomach  was 
demonstrated.  Death  was  presumably  due 
to  degenerative  diseases  of  the  heart  and  kid- 
neys. 

Case  16.  0.  K.  Hospital  No.  85353.  This 
65  year  old,  white  female  was  admitted  to 
the  Memorial  Hospital  on  11-25-49  with  an 
incompletely  obstructing  carcinoma  of  the  up- 
per thoracic  esophagus.  She  was  somewhat 
anemic,  dehydrated,  and  had  lost  an  unknown 
amount  of  weight  prior  to  admission.  She 
could  swallow  only  liquids,  and  was  quite 
resentful  of  her  marked  dysphagia.  On  the 
day  of  admission  she  had  severe  chest  pain, 
which  was  proved  to  be  a myocardial  infarc- 
tion. Barium  swallow  showed  a high  esopha- 
geal lesion,  producing  incomplete  obstruction. 
Esophagoscopy  confirmed  the  presence  of  a 
lesion  beginning  20  cm.  from  the  upper  al- 
veolar arch,  and  biopsy  showed  squamous  cell 
carcinoma.  She  was  treated  by  parenteral  ali- 
mentation, high  protein  liquids  by  mouth,  and 
the  existing  anemia  was  corrected  by  multiple 
blood  transfusions. 

On  12-5-49,  a bilateral  prophylactic  super- 
ficial femoral  vein  ligation  was  carried  out. 

The  patient’s  dysphagia  gradually  in- 
creased. She  was  quite  insistent  on  being 
operated  upon  for  relief  of  symptoms,  even 
though  she  knew  she  presented  an  extremely 
poor  risk.  In  view  of  the  increased  symptoms 
and  the  known  behavior  of  the  disease,  the 
medical  consultant  agreed  that  she  should 
undergo  operation,  although  he  fully  realized 
that  her  chance  of  survival,  following  the  re- 
cent myocardial  infarction,  was  small. 

On  1-11-50,  through  a combined  thoraco- 
abdominal approach,  the  esophagus  was  ex- 
posed. Beginning  at  a point  2 cm.  below 
where  the  cervical  esophagus  entered  the 
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cliest,  a bulky  carcinoma  of  the  eso|)liagus  was 
found,  which  involved  the  entiie  thoracic 
esophagus.  After  incising  the  iliaphragm,  ex- 
tension of  tlie  tumoi'  into  the  cardia  of  the 
stomacli  was  noted.  There  were  several  nodes 
in  the  region  of  the  mediastinum  and  celiac 
axis.  Kealizing  it  was  impossible  to  remove 
all  the  disease,  it  was  decided  to  resect  the 
entire  esojihagus  in  order  to  obtain  jialliation 
from  the  dysphagia.  After  mobilizing  the 
aortic  ai'ch,  the  entire  thoracic  esophagus  and 
U])per  stomach  were  resected.  The  remainder 
of  the  stomach  was  converted  into  a tube-like, 
structure,  which  could  readily  be  brought  uji 
to  the  apex  of  the  pleural  cavity  and  anas- 
tomo.sed  to  the  cervical  esoiihagus  ^\ithout  ten- 
sion. She  tolerated  the  lOfA  hour  operative 
procedure  very  well.  The  B.  P.  at  the  con- 
clusion of  the  operation  was  13()/1()0,  with 
a regular  i)ulse  of  S4  per  minute.  During  the 
course  of  the  operation  she  received  (luinidine 
lactate  to  preveid  the  occurrence  of  cardiac  ar- 
rythmias.  She  received  4000  c.  c.  of  blood 
and  2000  c.  c.  of  5%  glucose  in  water,  intra- 
venously, to  which  ((uinidine  lactate  had  been 
added,  during  the  course  of  the  operation. 

The  first  |)ostoperative  day  the  patient 
showed  no  more  ill  effects  than  those  follow- 
ing a routine  a])pendectomy.  However,  on 
the  second  jiostoperative  day  signs  of  conges- 
tive failure  appeared,  and  in  sjiite  of  treat- 
ment the  i)afient  expired  on  1-15-50.  Post- 
mortem examination  showed  degenerative  dis- 
ease of  the  heart  and  vessels.  The  anastomo- 
sis of  the  remaining  3.5  cm.  of  the  cervical 
eso])hagus  to  the  stomach  was  found  to  be  in- 
tact, ])atent  and  heal'ing  well.  It  may  be 
noted  that  the  resected  sjiecimen  in  this  case 
was  most  unusual,  iii  that  carcinoma  had  in- 
volved iiractically  the  entire  thoracic  esojiha- 
gus,  extending  downward  to  involve  the  up]>er 
fundus  and  cardia  of  the  stomach. 

1 )ISCUSS10N 

(Complete  iielvic  and  jierineal  evisceration 
with  ureteral-colic  implantation  represents  a 
new  operative  procedure,  which  has  been  de- 
vised for  the  extirpation  of  advanced  and 
usually  ho])eless  carcinoma,  confined  to  the 
pelvis.  The  necessity  for  this  operation  first 
came  to  the  attention  of  the  author  in  Sej)- 
tember,  1948,  when  Case  5 presented  lierself 
with  an  extensive  primary  melanoma  of  the 


vagina.  Olndously,  the  lesion  could  not  be 
cured  by  radiation,  since  this  lesion  is  xela- 
tively  radio-resistant.  In  considering  the 
anatomical  extent  of  the  tumor  it  seemed  ap- 
parent that  the  oidy  way  in  which  the  dis- 
ease could  be  com])letely  extirjiated  was  by 
the  removal  of  all  the  i)elvic  and  perineal 
structures,  followed  by  the  implantation  of 
the  ureters  into  the  colon  i)roximal  to  the 
colostomy.  Whether  an  individual  could  tol- 
erate such  a formidable  procedure  was  a mat- 
ter of  immediate  speculation  within  the  au- 
thor's mind.  However,  after  careful  con- 
sideration of  the  probhun  it  was  decided  that 
the  procedure  could  be  performed,  provided 
huge  (luantities  of  blood  were  admini.stered 
during  the  course  of  the  operation.  The  jirob- 
lem  was  discussed  with  the  patient’s  family, 
and  they  decided  that  they  would  be  willing 
to  accept  the  pro])osed  procedure,  rather  than 
have  the  jiatient  die  without  an  attempt  being 
made  to  cure  the  disease.  Accordingly,  a 
complete  pelvic  and  ])crineal  evisceration, 
with  implantation  of  the  left  ureter  into  the 
colon  jiroximal  to  the  colostomy  was  iierform- 
ed.  It  may  be  noted  that  the  patient  tolerated 
the  oi)erative  jirocedure  very  well,  and 
strengthened  the  author’s  conviction  that  the 
lirocedure  was  jiractical  and  could  be  under- 
taken with  a reasonable  risk.  The  unfortu- 
nate outcome  in  this  individual  was  the  re- 
sult of  a rather  rare  complication — blockage 
of  the  ureter  by  a small  clot  during  the  im- 
mediate postojierative  jieriod.  Had  this  not 
occurred  it  is  reasonable  to  assume  she  would 
have  left  the  hos])ital  alive. 

The  employment  of  this  operation  for  prim- 
ary melanoma  of  the  vagina  will  undoubtedly 
occur  with  extreme  rarity  in  the  future.  Only 
18  jireviously  reported  authentic  cases  of  this 
disease  have  been  recorded  in  literature  to 
date.  The  18th  case  was  a 2(1  year  old,  white 
female,  who  was  subjected  to  a radical  extir- 
pation of  her  disease  by  the  author"  in  De- 
cember, 194().  This  jiatient  is  free  of  disease 
and  leading  a normal  existence  at  the  time  of 
this  publication. 

The  demonstration  that  an  individual  could 
tolerate  this  formidable  procedure  so  well  im- 
mediately brought  to  mind  the  use  of  this 
ojieration  for  the  more  frecpiently  seen  ad- 
vanced cervical  and  uterine  carcinoma,  and 
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for  similar  carcinoma  which  recurs  follow- 
ing previous  irradiation.  Thus  the  majority 
of  the  subseciuent  eviseerations  contained  in 
this  report  were  employed  for  recurrent  and 
otherwise  hopeless  pelvic  carcinoma.  The  re- 
sults to  date  have  been  encouraging.  Further 
support  in  the  defense  of  this  operation  came 
to  the  attention  of  the  author  shortly  after 
the  performance  of  Case  5,  when  it  was  dis- 
covered that  Brunschwig^  had  recently  re- 
ported on  a similar  operation  for  the  treat- 
ment of  hopelessly  advanced  pelvic  carcinoma. 
He  reported  on  22  patients  whom  he  had  sub- 
jected to  extirpation,  with  an  immediate  oper- 
ative mortality  of  23%.  His  longest  post- 
oiierative  survival  was  a 47  year  old  female 
who  was  living  and  apparently  free  of  dis- 
ease seven  months  after  operation.  Api>arent- 
ly  no  other  reports  of  this  operation  have 
been  recorded  in  literature  to  date.  This  pro- 
cedure can  also  be  extended  and  employed 
for  extensive  carcinomas  of  the  prostate,  blad- 
der, or  lower  sigmoid,  rectum  and  anus,  pro- 
vided the  disease  is  confined  to  the  pelvis  at 
the  time  the  patient  is  seen.  In  a few  patients 
resection  may  even  be  advisable  in  the  pres- 
ence of  limited  distal  metastases  for  palliation 
only.  One  must  keep  in  mind  that  all  of  the 
Xiatients  subjected  to  evisceration  in  this  re- 
Xiort  were  x^i’eviously  classified  as  hoiJeless 
cases.  Even  if  the  number  of  resultant  cures 
from  this  x>i‘ocedure  should  eventually  xirove 
to  be  small  the  xiatient  should  be  given  the 
opportunity  of  having  the  disease  removed, 
since  some  of  these  x^atients  will  undoubtedly 
be  cured. 

A brief  review  of  the  12  eviseerations  re- 
veals certain  significant  findings.  As  X-^'e- 
viously  mentioned,  one  case  died  on  the  sixth 
X>ostox)erative  day,  of  ureteral  obstruction 
(Case  5).  It  will  be  recalled  this  x^atient  had 
only  one  ureter  transx^lanted,  since  the  other 
kidney  had  been  completely  destroyed  by  an 
old  tuberculous  x^i'oeess.  Had  the  diagnosis 
of  mechanical  ureteral  obstruction  been  made 
with  certainty,  an  earlier  nexihrostomy  would 
have  been  performed,  with  a greater  x>ossi- 
bility  of  saving  her  life. 

Case  10  died  on  the  fifteenth  x^ostoxierative 
day  of  a massive  x^nlmonary  embolism.  At 
the  time  of  her  death  she  was  in  excellent 
condition  and  rexiresented  one  of  the  cases  in 


which  it  seemed  reasonable  to  hope  she  might 
have  been  X'ermanently  cured  of  her  disease 
had  she  survived.  It  was  well  apx^i'eciated 
that  death  from  pi-iluionary  embolism  might 
occur  in  any  of  these  cases.  However,  fol- 
lowing this  tyxie  of  x^TOcedure,  it  is  impossible 
to  place  the  x»atient  on  anti-coagulant  therapy 
for  fear  of  severe  bleeding  from  the  large  de- 
nuded surfaces,  and  likewise  it  is  inadvisable 
to  x^erform  xiroxihylactic  ligation  of  the  snxier- 
ficial  femoral  veins,  since  the  major  x'ortion  of 
the  collateral  venous  channels  in  the  x^elvis 
are  resected  during  the  course  of  the  ox>era- 
tion.  Thus,  two  eases  out  of  twelve,  or 
16  2/3%,  represents  the  operative  mortality. 
This  is  indeed  an  insignificant  mortality  rate, 
when  one  considers  the  extent  of  the  ox)era- 
tion,  and  the  fact  that  all  cases  would  have 
expired  soon  from  hox>eless  carcinoma.  It 
may  also  be  noted  that  no  patient  was  denied 
resection  on  the  basis  of  age  or  the  x>i‘eseuce 
of  other  comxilieating  diseases. 

Case  7 died  nine  months  X)Ostoperatively 
from  metastatic  disease.  However,  it  was 
realized  at  the  time  of  oxieration  that  the  ex- 
tensiveness of  the  disease  would  make  his 
chance  of  being  cured  rather  remote.  Yet  he 
received  definite  palliation  from  the  oxieration. 

Case  12  represents  a x>atient  who  had  a good 
chance  of  xiermanent  cure  of  her  disease  and 
yet  expired  as  a result  of  severe  inanition  due 
to  inability  to  obtain  x>i'opei'  fai'e  at  home. 
Had  her  circumstances  been  dift'erent  the  out- 
come might  have  been  more  favorable. 

Case  11  had  a rather  sudden,  unexpected 
death  at  home,  from  nnknowai  causes,  short- 
ly after  discharge  from  the  ho-sx^ital.  This  pa- 
tient, however,  represented  the  only  case  in 
wdiich  a definite  amount  of  residual  disease 
was  found  to  be  not  comxiletely  resectable  dur- 
ing the  course  of  oxiei’ation. 

In  all,  five  of  the  twelve  eviseerations, 
(412/3%)  have  died,  two  being  x>ostopera- 
tive  deaths,  and  three  dying  later.  Seven, 
(58  1/3%)  of  the  x^atients  are  living  and  ai>- 
Xiarently  free  of  disease  to  date.  The  longest 
Xmstoperative  survival  is  thirteen  months 
(Case  8).  Most  of  these  x^atients  are  asympto- 
matic and  performing  hou.sehold  duties,  and 
in  one  ease  xiai't-time  newsx>ax)er  work.  Tliey 
all  have  an  excellent  mental  outlook.  Each 
volunteers  the  information  that  she  was  glad 
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the  procedure  had  been  performed,  in  spite 
of  the  slight  ineonveiiienee  resulting  from  the 
anatomical  changes  iiroduced  by  the  opera- 
tion. 

Xo  detailed  discu-ssiou  will  be  given  of  Case 
13,  since  this  patient  was  previously  reported 
by  the  author.^ 

The  operation  of  portacaval  shunt  for  the 
correction  of  portal  hypertension  has  been 
lierformed  to  date  with  relative  rarity.  In 
this  ])atient  operation  was  followed  by  excel- 
lent relief  of  symptoms  which  had  incapaci- 
tated the  jiatient,  reducing  her  to  a state  of 
invalidism.  For  the  remaining  two  years  of 
her  life  following  operation  she  was  (piite  com- 
fortable and  that,  in  itself,  is  ample  jn.stifica- 
tion  for  having  iierformed  the  procedure.  It 
was  well  realized  before  operation  that  this 
})atient  might  eventually  expire  of  generalized 
exacerbation  of  her  disease  process,  yet  the 
operation  was  deemed  advisable  in  order  to 
relieve  her  of  her  incapacitating  symptoms. 
The  imiiortance  of  the  n.se  of  liberal  amounts 
of  blood  in  allowing  the  sncce.ssfnl  perform- 
ance of  this  procedure  cannot  be  overempha- 
sized. 

The  accomplishment  of  resections  for  car- 
cinomas of  the  esophagus  indicate  another 
achievement  which  is  of  recent  origin.  Adams 
and  Phemister^  reported  the  first  successful 
resection  of  the  lower  esoiihagns  with  esopha- 
go-gastrostomy  for  a carcinoma  of  the  lower 
thoracic  esophagus  in  1938.  Subsequently  nu- 
merous other  atteni])ts  were  made  at  resection 
of  the  eso])hagns;  however,  only  until  recent- 
ly has  carcinoma  of  the  superior  segment  of 
the  thoracic  e.sophagus  been  attacked  surgical- 
ly- 

At  the  time  Case  14  was  subjected  to  opera- 
tion no  report  had  yet  ajipeared  in  the  litera- 
ture dealing  with  resection  of  the  entire  tho- 
racic esophagus  for  carcinoma  and  the  re- 
establishment of  continuity  of  the  (I.  I.  tract 
by  esoiihago-gastrostomy.  In  Case  14  it  was 
found  ])ossible  to  resect  the  entire  thoracic 
esojihagus  for  carcinoma,  and  yet  perform 
anastomosis  of  the  remaining  cendcal  e.sopha- 
gus to  the  mobilized  stomach  by  trans-thoracic 
route.  In  this  individual  the  uppermo.st  limit 
of  the  lesion  was  found  to  be  4 cm.  above  the 
su})erior  margin  of  the  aortic  arch.  This  70 
year  ohl  male  tolerated  the  long  operative 


procedure  extremely  well,  and  at  the  time  of 
his  sudden  death  on  the  seventeenth  post- 
ojierative  day,  he  was  ambulatory,  asympto- 
matic and  eating  .solid  food.  A death  from 
asy})hyxiation  following  aspiration  of  vomited 
blood  is  an  extremely  rare  and  unexpected 
compli(‘ation,  and  the  source  of  bleeding  was 
only  conjectural,  since  iiostmortem  examina- 
tion was  not  permitted. 

Case  15  rejiresented  an  obviously  poor  risk, 
since  she  was  82  years  of  age  and  showed  signs 
of  degenerative  diseases  of  the  heart,  kidneys 
and  blood  vessels.  Her  lesion  extended  3-4 
cm.  above  the  superior  margin  of  the  aortic 
arch.  The  entire  thoracic  e.sophagus  was  re- 
sected and  the  cervical  esophagus  anastomosed 
to  the  transplanted  stomach  through  a thora- 
co-abdominal  aiiproaeh.  This  patient  also 
tolerated  the  long  operation  extremely  well. 
It  might  be  noted,  iiarenthetically  that  both 
of  these  patients  received  quinidine  lactate^^ 
during  the  immediate  preoperative,  operative, 
and  postoperative  period,  under  the  super- 
vision of  Dr.  A.  Henry  Clagett,  Jr.,  in  order 
to  prevent  the  possibility  of  development  of 
cardiac  arrythmias.  Both  of  the.se  patients 
exhibited  no  changes  in  their  cardiac  rhythm. 
This  ]>atient  also  showed  a rather  unusual 
complication  in  her  postoperative  period, 
namely,  inability  of  the  outlet  of  the  .stomach 
to  empty  due  to  jiyloro-spasm,  which  was  the 
result  of  the  necessary  division  of  both  vagi 
nerves,  during  the  course  of  extirpation  of 
the  esophagus.  The  long  protracted  post- 
o])erated  course  apparently  placed  too  great 
a bui'den  on  her  already  impaired  cardio- 
vascular-renal system  and  .she  ex])ired  fifteen 
days  after  operation.  Had  the  stomach  emp- 
tied sooner  in  the  postoperative  period  it  is 
reasonable  to  asstime  this  jiatient  might  have 
survived. 

Case  16  reiiresented  an  extremely  poor 
operative  risk,  since  she  had  a myocardial  in- 
farction six  weeks  jirior  to  operation.  The 
jiatient,  in  full  possession  of  the  facts,  insi.sted 
upon  operation  and  it  was  decided  to  accept 
the  risk.  This  decision  was  further  bolstered 
by  the  knowledge  that  the  di.sease,  untreated, 
would  be  umpiestionably  fatal  within  a .short 
time.  She  tolerated  total  extirpation  of  the 
esojihagus  extremely  well.  Her  death  was 
not  unex])ected  in  view  of  her  previous  poor 
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<?ardiae  status.  The  disease  in  this  patient 
represents  an  unusual  entity,  since  it  involved 
praetieall}^  the  entire  thoracic  esophagus,  and 
■extended  dowuiward  to  involve  the  stomach. 
It  will  be  noted  that  successful  anastomosis 
■of  the  stomach  to  the  ceiwical  esophagus  was 
possible,  even  though  a segment  of  the  up- 
per stomach  was  resected  at  the  time  of  opera- 
tion. 

Very  few  reports  of  resections  of  the  en- 
tire thoracic  esophagus  tor  carcinoma  of  the 
upper  thoracic  esophagus  have  appeared  in 
the  literature  to  date.  In  June,  1948,  DeBak- 
■ey  and  Oschner^  reported  resection  of  a car- 
cinoma of  the  upper  esophagus  through  a 
thoraco-abdominal  approach,  in  a 77  year  old 
colored  male.  The  continuity  of  the  alimen- 
tary tract  was  re-established  by  a high  intra- 
thoracic  esophago-gastrostomy  The  lesion  in 
this  instance  extended  up  to  the  level  of  the 
superior  surface  of  the  aortic  arch.  The  pa- 
tient did  well,  and  was  alive  and  apparently 
continuing  to  do  well  ten  months  postopera- 
tively. 

In  July,  1948,  Gaidock  * reported  resection 
of  a carcinoma  of  the  esophagus  extending  one 
inch  above  the  superior  surface  of  the  aortic 
arch,  in  a 46  year  old,  white  female,  through 
a combined  left  neck  and  thoracic  approach. 
The  entire  thoracic  esophagus  was  resected 
and  the  continuity  of  the  alimentary  tract  re- 
■established  by  anastomosis  of  the  cervical 
esophagus  to  the  stomach  in  the  neck.  The 
patient  died  5 hours  postoperatively,  pre- 
sumably of  a vago-vagal  reflex. 

In  December,  1948,  Sweet®  reported  the  re- 
section of  a carcinoma  of  the  superior  medias- 
tinal segment  of  the  esophagus  in  a 55  year 
old  male,  through  a trans-thoracic  approach. 
After  mobilization  of  the  stomach  a portion 
of  the  first  rib  and  clavicle  were  resected,  and 
tlie  stomach  anastomosed  to  the  ceiwical  eso- 
phagus through  a separate  neck  incision.  The 
patient  did  well  and  was  apparently  living 
and  presumably  free  of  disease  at  the  time 
of  his  report. 

In  June,  1949,  Schefts  and  Fischer®  report- 
ed resection  of  the  entire  esophagus  and  a por- 
tion of  the  adjacent  pharynx,  with  anastomo- 
sis of  the  transplanted  stomach  to  the  phar- 
ynx, through  a combined  neck  and  trans- 
thoracic approach,  in  a 66  year  old  male  with 


a carcinoma  of  the  cervical  esophagus,  ex- 
tending to  the  upper  thoracic  esophagus.  The 
patent  expired  on  the  sixth  postoperative  day 
of  a pulmonary  embolism,  and  at  postmortem 
examination  the  anastomosis  was  found  to  be 
intact. 

The  feasibility  of  resecting  the  esophagus 
for  these  lesions  which  were  formerly  con- 
sidered not  operable  is  well  demonstrated  by 
the  above  reports.  Fortunately,  carcinoma 
involving  the  superior  thoracic  segment  of  the 
esophagus  is  not  common.  However,  since 
the  operation  for  these  lesions  is  now  well 
established,  more  patients  will  be  subjected 
to  operation  in  tbe  future  and  an  increasing 
number  of  these  patients  will  survive  as  ex- 
perience is  gained.  The  imx>ortance  of  the 
use  of  liberal  quantities  of  blood  in  the  suc- 
cessful performance  of  these  long  and  diffi- 
cult cases  is  obvious. 

Conclusion 

The  entire  series  of  cases  herein  reported 
serves  to  demonstrate  what  has  been  accom- 
plished in  the  extension  of  the  surgical  sphere. 
Tills  has  been  made  possible  only  by  the  re- 
cent advances  which  have  iireviously  been 
mentioned,  and  particularly  by  the  employ- 
ment of  massive  quantities  of  blood  during 
the  operative  procedures.  During  the  per- 
formance of  these  long  operations,  particu- 
larly the  pelvic  eviscerations,  considerable  ef- 
fort is  expended  to  insure  as  good  hemostasis 
as  possible.  However,  at  times,  blood  is  lost 
rather  rapidly  by  oozing  from  large  denuded 
surfaces.  At  other  times,  rapid  bleeding  from 
temporarily  inaccessible  vessels  necessitates 
the  infusion  under  pressure,  of  500-1000  c.  c. 
of  blood  in  a period  of  5-10  minutes.  Thus, 
it  is  obvious  that  large  amounts  of  blood  must 
be  crossmatched  and  ready  for  instant  use. 
The  practice  of  continuously  administeiing 
blood  with  the  crossmatching  of  each  pint, 
after  half  of  the  volume  of  the  previous  pint 
has  been  transfused,  cannot  be  employed  in 
these  cases,  since  the  necessity  for  infusion  of 
blood  rapidly  makes  it  imperative  that  the 
blood  be  immediately  on  hand.  The  possi- 
bility of  transfusion  reaction  occurring,  when 
these  large  amounts  of  blood  are  administered, 
is  more  of  an  academic  speculation  than  a 
real  occurrence.  No  significant  reactions  have 
occurred  in  this  entire  series  except  for  the 
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])ossil)ility  of  a reaction  in  Case  10.  However, 
l)v  careful  attention  to  the  postoperative  elec- 
trolyte ])alance,  this  patient  did  extremely 
well,  and  recovered  satisfactory  urinary  iunc- 
tion  until  she  suddenly  died  of  massive  i)ul- 
monary  embolism. 

In  the  employment  of  such  larue  (piantities 
of  blood  mauy  problems  immediately  arise. 
The  first  consideration  is  obtaining  the  don- 
ors. As  a rule  donors  can  be  obtained,  pro- 
vided the  {)hysician  takes  the  nece.ssary  time 
to  emphasize  the  necessity  of  having  this  blood 
readily  available.  Secondly,  a s])irit  of  un- 
.seltishness  and  cooperation  must  exist  among 
the  iiersonnel  of  the  laboratory  and  blood 
bank,  since  the  detailed  pi'oce.ssing  involved 
in  handling  the  entire  course  of  this  blood 
necessitates  the  expenditure  of  a great  deal  of 
energy.  The  director  of  the  blood  bank 
should  not  offer  objection  to  the  use  of  blood 
in  .such  lai'ge  (piautities,  since  the  fear  of 
transfusion  reaction  has  been  demonstrated 
to  l)e  more  theoretical  than  real.  Obviously, 
the  surgeon  is  the  one  who  must  assume  re- 
si)onsibility  for  any  reaction  which  may  oc- 
elli', since  he  is  well  aware  of  the  fact  that 
no  patient  could  survive  these  procedures  if 
blood  were  not  administered  in  large  quanti- 
ties, and  at  times  in  a rapid  manner.  Fortu- 
nately, the  author  has  not  encountered  any 
difficulty  in  this  respect,  since  the  director  of 
the  blood  bank  and  jier.sonnel  have  been  most 
coojierative  and  have  taken  great  jiains  and 
expended  much  effort  in  obtaining  and  ad- 
ministering this  blood. 

The  relative  safety  of  infusions  of  large 
(piantities  of  blood  .su|)))ort  the  practice  of 
administering  blood  in  any  situation  where 
there  is  any  indication  to  warrant  its  use. 
Such  situations  ari.se  in  massive  bleeding  from 
the  <i.  I.  tract,  as.sociated  with  ulcer,  varices, 
etc.,  and  in  hemorrhagic  shock,  etc.  The  con- 
.servative  attitude  of  giving  only  small 
amounts  of  blood  in  the.se  circumstances  for 
fear  of  raising  the  blood  jiressure  and  pro- 
moting further  bleeding,  or  of  the  danger  of 
.severe  transfusion  reactions,  is  apj»arently 
not  based  on  proxani  fact.  Undoubtedly,  many 
patients  seen  in  such  a situation  have  beini 
lost  by  failure  to  infuse  sufficient  (piantities 
of  blood. 


Sni  MARY 

1.  Sixteen  cases  re])resenting  formidable 
operative  procedures  are  pre.sented.  All 
are  of  relatively  recent  origin,  and  the 
majority  reiiresent  procedures  which 
have  been  devised  and  emjiloyed  to  ex- 
tirpate formerly  hopele.ss  disea.se. 

2.  The  successful  iierformance  of  these  oper- 
ations are  based  on  the  application  of 
many  recent  advances,  which  have  made 
it  possible  to  extend  the  surgical  .seoiie 
and  make  the.se  procedures  relatively 
safe. 

3.  Massive  blood  transfusions  (in  one  case, 
11, 0(H)  c.c.  of  blood  and  2250  e.c.  of  idas- 
ma  ) during  the  course  of  operation  has 
been  the  one  dominant  factor  which  has 
made  these  surgical  jirocedures  possible, 
although  it  is  well  realized  that  other  re- 
cent advances  have  contributed  to  the 
.safety  and  success  of  the.se  procedures. 

4.  This  experience  indicates  that  large 
amounts  of  blood  can  be  ra])idly  infused 
with  relative  safety.  Severe  transfusion 
reactions  are  not  common,  and  do  not 
mitigate  against  the  employment  of  large 
quantities  of  blood  when  indications  for 
administration  in  this  fashion  are  present. 
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ADENOMA  OF  THE  PARATHYROID 
Preliminary  Report  of  a Cose  Associated 
with  Osteitis  Fibrosa  Cystica. 

John  F.  Hynes,  M.  D.,  and 
Robert  Heller,  M.  D., 
Wilmington,  Del. 

The  diagnosis  of  adenoma  of  the  parathy- 
Toid  is  made  rarely,  usually  in  association 
with  osteitis  fibrosa  cystica  or  with  recurrent 
renal  calucli.  Norris  ^ in  19J7  collected 
only  322  proven  cases  from  the  world  litera- 
ture. At  the  Memorial  Hospital  in  Wilming- 
ton the  diagnosis  has  been  made  once  pre- 
viously since  1935,  in  a series  of  70,918 
admissions.  No  case  has  been  recorded  at  the 
Delaware  Hospital  since  1932  in  192,020  ad- 
missions, or  at  the  St.  Francis  Hospital  since 
1947  in  8,010  admissions.  The  Wilmington 
General  Hospital  repoi  ts  no  cases  since  1943 
in  35,000  admissions.  The  first  case  (J.  R., 
^Memorial  Hospital  42, 764)  diagnosed  at  the 

iMemorial  Hospital  was  operated  upon  else- 
where (Philadelphia)  and  the  diagnosis  con- 
firmed. Only  one  other  proven  case  has  been 
found  in  the  records  of  the  hospitals  of  Del- 
aware, a case  from  the  State  Welfare  Home 
found  at  autopsy  by  Dr.  D.  M.  Gay. 

The  relationship  of  parathju’oid  adenoma 
to  osteitis  fibrosa  cystica  was  first  suspected 
by  Askanazy  in  1904 ; however  the  first  surgi- 
cal removal  of  a parathyroid  adenoma  was 
reported  by  Mandl  (4)  in  1925.  Since  then, 
of  the  322  eases  collected  by  Norris  (5),  80% 
were  proven  by  operation,  20%  by  autop.sy. 
Bilateral  tumors  occur  rarely  (6%)  and 

•From  The  Carpenter  Memorial  Clinic,  Memorial 
Hospital. 


tumors  ill  aberrant  positions  for  iiarathyroid 
tissue  somewhat  more  ITeiiuently  (11%), 
iLSually  in  the  mediastinum  (8%).  Most  of  the 
reported  cases  (60%)  showed  only  generalized 
osteitis  fibrosa.  A few  (5%)  showed  only 
renal  lesions  such  as  stone  or  renal  calcifi- 
cation. A larger  group  (30%)  showed  both 
osteitis  fibrosa  and  renal  lesions.  The  remain- 
ing showed  neither  (1.5%)  or  no  record  is 
available  (2.5%). 

Carcinoma  of  the  parathyroid  is  extremely 
rare.  In  another  collective  review'  Norris  (6) 
found  12  acceptable  eases  in  the  literature 
and  added  3 more.  Albright  and  Reifenstein 
(1)  know'  of  only  3 unquestioned  cases,  and 
found  none  in  their  series  of  89  proved  cases 
of  hyperparathyroidism  from  the  Massachus- 
setts  General  Hospital.  Their  series  includes 
81  parathyroid  adenomas  and  8 cases  of  dif- 
fuse parathyroid  hyperplasia. 

The  clinical  findings  in  hypeiqiarathyroid- 
ism  may  be  considered  as  those  due  to  bone 
disease,  those  due  to  anatomic  or  functional 
kidney  disease,  and  those  due  to  hyper- 
calcemia. 

(1)  The  generalized  cy.stic  change  in  bones 
is  that  most  often  recognized.  The  so-called 
cysts,  as  in  the  case  to  lie  reported,  are  fre- 
(piently  solid  tumors  of  soft  tissue  producing 
rounded  areas  of  bone  destruction  indistin- 
guishable from  cysts  in  the  roentgenogram. 
The  tumors  are  benign  and  consist  of  osteo- 
blasts, osteoclasts,  and  stroma,  resembling  be- 
nign giant  cell  tumors.  Other  cases  may  show 
extensive  demineralization  of  bones.  Bone  pain 
and  tenderness  is  fre(|uently  present.  Loss  of 
stature  may  result  from  wedging  of  vertebrae. 
The  .jaw'S  may  be  involved,  and  giant  cell 
epulis  has  to  be  considered  as  possibly  due  to 
a parathyroid  disease  (vide  infra). 

(2)  Renal  disease  may  be  due  to  hyper- 
calcemia per  se,  wdth  polydipsia,  polyuria,  low 
si)ecific  gravity,  increased  water  and  electro- 
lyte excretion,  or  may  be  a.ssociated  w'ith  calci- 
fication of  the  renal  tubes  (nephrocalcinosis) 
or  renal  calculi.  Hy})ertension,  nitrogen  re- 
tention, and  reduced  renal  function  may  be 
found.  Since  .secondary  hyperparathyroidism 
is  reported  in  chronic  I'cnal  disease,  the  differ- 
ential diagnosis  may  be  difficult.  In  the  IMassa- 
chusetts  General  Hosiiital  series,  contrary  to 
the  other  reported  eases,  renal  disease  was 
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commoner  than  lione  disease  in  association 
with  hyperparathyroidism.  Albright  and 
Keifenstein  (1  ) report  that  5%  of  all  jiatients 
with  kidney  stones  in  Boston  have  underlying 
hyperpai'athyroidism  as  its  cause. 

t3)  Clinical  symptoms  from  hypercal- 
cemia are  less  definite  and  are  usually  noted 
in  retrospect.  The  patient  notices  the  loss  of 
com])laints  he  had  come  to  accept  as  the  nor- 
mal accomjianiment  of  ill-health.  IMuscular 
hypotonicity,  and  diminished  excitability  of 
nerves  explains  most  of  the  clinical  symptoms. 
Anorexia,  fatiguability,  chronic  con.stipation, 
visual  and  auditory  disturbances  may  occur. 
Our  patient  was  amazed  by  an  immediate 
sense  of  well-being  within  a few  days  of  para- 
thyroidectomy, contrary  to  her  previous  ex- 
lierience  with  thyroidectomy. 

The  diagnosis  of  hyperparathyroidism  is 
confirmed  by  blood  chemical  determinations. 
The  serum  calcium  is  elevated  and  the  phos- 
phorus depressed.  The  .serum  alkaline  phospha- 
tase is  usually  elevated,  depending  on  the  ex- 
tent of  bone  disease  present ; if  the  bones  are 
not  involved,  it  may  be  (luite  normal.  Under 
some  conditions,  as  in  the  case  to  be  reported, 
serum  calcium  and  phosphorus  levels  may  be 
only  slightly  altered.  Albright  and  Keifen- 
stein (1)  in  a series  of  35  cases  found  9 with 
serum  calcium  below  12  mg.  and  one  below 
11  mg.  Churchill  and  (fope  reported  2 cases 
of  a series  of  11  with  relatively  little  change 
in  calcium  and  i)hosj>horus  levels.  Particular- 
ly if  total  serum  protein  is  low,  calcium  values 
may  be  low.  l\lild  ca.ses  of  hyperparathy- 
roidi.sm  may  be  diagno.sed  by  studying  the 
urinary  calcium  excretion  when  the  patient 
is  on  a low  calcium  diet  and  NOT  confined 
to  bed,  (which  may  cau.se  increased  calcium 
excretion  due  to  bone  atrophy  of  disuse). 
Such  studies  were  not  made  in  our  case.  The 
final  jiroof,  of  course,  is  demonstration  of  the 
jiarathyroid  [lathology. 

Case  Kerort 

l\irs.  B.  K.,  aged  ()3,  (Memorial  Hospital  No. 
831)44,  was  first  seen  in  consultation  on 
12-17-47,  fourteen  months  after  the  removal 
of  a tumor  of  the  upper  jaw.  Tlie  tumor, 
submitted  with  the  patient,  was  examined 
microsco])ically  and  considered  to  be  a typ- 
ical benign  giant-cell  tumor  oi-  epulis.  There 


was  no  evidence  of  recurrence  and  no  treat- 
ment was  recommended. 

She  was  next  seen  on  6-24-49,  after  hospital 
admission  because  of  jiain  in  the  left  groin 
and  difficulty  in  walking.  The  initial  x-ray 
examination  was  reported  as  showing  a de- 
structive lesion  in  the  left  pubic  bone  with 
pathologic  fracture,  ,sugge.stive  of  secondary 
carcinoma.  (Fig.  1)  Keview  of  the  patient's 
history  elicited  the  following  facts  of  interest: 
1.  Eighteen  years  before,  a thyroidectomy,  ap- 
parently for  toxic  nodular  goitre.  2.  Tumor  of 
ui)per  gum  two  years  previously.  3.  Possible 
loss  of  .stature.  4.  An  attack  of  violent  right 
flank  i>ain  two  years  jireviously,  consistent 
with  passage  of  a renal  calculus,  relieved  by 
mori)hine  without  further  urologic  or  x-ray 
studies. 

Further  x-ray  studies  .showed  several  bone 
lesions  and  also  widening  of  the  .superior 
mediastinal  shadow,  which  after  fluoroscopy 
was  considered  a po.ssible  innominate  aneu- 
rysm. The  diagnosis  of  multiple  myeloma  or 
possible  o.steitis  fibrosa  cystica  generalisata 
was  suggested.  The  qualitative  Sulkowich 
test  was  i)ositive.  Serum  calcium  was  11 
mg.%  and  serum  phosphorus  4.8%.  Serum 
alkaline  iihosphatase  was  21.8  Bodansky  units. 
Blood  urea  was  26  mg.%.  Urinalysis  showed 
alkaline  reaction,  specific  gravity  1.009,  trace 
albumin,  negative  sugar,  W.B.C.  13-20  per 
H.P.F.  The  blood  count  was  R.B.C.  3.36, 
lib  11.5  gm.,  W.B.C.  6,200.  Aspiration 
biopsy  of  a lesion  in  the  ilium  was  not  con- 
clusive. Surgical  biojisy  of  a cystic  lesion  of 
the  sca])ula  revealed  a ])urple-red  solid  mass 
which  micro.scopically  was  consi.stent  with 
von  Kecklinhau.sen 's  osteitis  fibro.sa  cy.stica. 
(Fig.  3). 

The  patient's,  age,  absence  of  severe  .sys- 
temic .symi)toms,  and  relatively  normal  cal- 
cium and  phosphorus  levels  inclined  us  to 
withhold  immediate  treatment.  During  the 
en.suing  three  months  her  moderate  hyper- 
t(*nsion  became  more  severe.  Rei)eated  x-ray 
e.xaminations  in  September,  1949  .showed  in- 
crease in  the  extent  and  number  of  bone  les- 
ions (except  for  healing  at  the  site  of  ])ath- 
ologic  fracture).  (Fig.  2)  On  9-13-49  .sernm 
calcium  was  12  mg%,  phosjihorus  4.5  mg%, 
alkaline  i)hosi)hatase  31.6  Bodansky  units. 

On  readmission  10-24-49,  the  blood  count 
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was  R.B.C.  4.09,  Hb  12  gm.  W.B.C.  7,900, 
Polys  67%,  Ly  28%,  E 5%  . Urinalysis:  2 
plus  albumin,  negative  sugar,  4-8  round  cells, 
J-4  squamous,  10-2  w.b.c.  Serum  calcium  11 
mg.%,  phosphorus  4.1  mg.%,  phosphatase  18 
Bodansky  units.  Blood  urea  14,  albumin 
4.22,  globulin  1.98,  total  proteins  6.2.  PSP 
-excretion  was  18%  in  80  minutes.  Urea  clear- 
ance was  39%.  The  blood  pressure  varied 
from  230/130  to  140/90. 

While  the  blood  chemical  studies  only  once 
-showed  a serum  calcium  distinctly  above  nor- 
mal, and  never  showed  marked  depression  of 
.serum  phosphorus,  the  bulk  of  the  evidence 
pointed  to  the  diagnosis  of  hyperparathyroid- 
ism and  the  bone  biopsy  was  considered  con- 
firmatory. The  presence  of  a superior  me- 
■diastinal  mass  on  x-ray  examination  was  con- 
fusing, since  it  seemed  too  large  for  a pai'a- 
thyroid  adenoma.  Since  renal  function  was 
impaired,  it  was  thought  that  decreased  abil- 
ity to  excrete  phosphates  might  explain  the 
failure  of  serum  calcium  to  rise  to  higher 
levels. 

The  neck  was  explored  through  the  previous 
thyroidectomy  incision  on  10-28-49.  Dissec- 
tion at  first  was  difficult  due  to  scar  tissue, 
but  the  absence  of  lateral  thyroid  veins  made 
it  easier.  The  right  inferior  thyroid  artery 
had  an  anomolous  origin  between  the  trans- 
verse processes  of  the  fourth  and  fifth  cervical 
vertebrae,  presumably  from  the  vertebral 
artery.  At  least  5 cm.  of  the  right  inferior 
thyroid  artery  and  3 cm.  of  the  left  were  ex- 
posed, and  no  vascular  pedicle  leading  to  the 
mediastinum  was  present,  as  described  by 
Black  ^ in  most  cases  of  mediastinal  para- 
thyroid adenoma.  All  four  parathyroid 
glands  were  identified  in  their  usual  anatomic 
location.  The  right  superior  parathyroid  was 
enlarged,  measuring  14  x 8 x 6 mm.  in  size, 
-and  weighing  0.5  gm.  Frozen  section  con- 
firmed the  presence  of  an  adenoma  and  the 
gland  was  excised.  The  other  parathyroids 
were  from  3 to  5 mm.  in  diameter. 

The  pathologic  report  describes  a discrete 
encapsulated  adenoma  making  up  almost  half 
the  bulk  of  the  entire  parathyroid  gland, 
hence  one  of  the  smallest  yet  reported,  judg- 
ing from  the  size  and  weight  of  the  entire 
specimen.  According  to  the  classification  of 


Mallory  and  Castlemann  it  is  a benign  acinar 
parathyroid  adenoma.  (Fig.  4). 

The  patient’s  recovery  was  uneventful. 
Immediately  postoperatively  the  serum  cal- 
cium was  11  mg.%  and  the  serum  jihosphorus 
4 mg.%.  She  wns  given  5 grams  of  calcium 
gluconate  postoperatively  and  3 grams  the 
following  day.  At  no  time  did  she  show 
signs  of  tetany.  A paradoxical  rise  in  cal- 
cium and  fall  in  phosphorus,  attributed  to 
overdosage  with  calcium,  was  noted.  On 
11-4-49  serum  calcium  was  12.5  mg.%  and 
phosphorus  was  2.5  mg%.  She  was  discharg- 
ed on  11-4-49,  the  seventh  postoperative  day, 
feeling  better  than  she  had  in  several  years. 
Further  x-ray  studies  and  blood  chemistries 
are  planned  for  the  future. 

Summary 

The  diagnosis  of  hyperparathyroidism  is 
reviewed.  A case  of  parathyroid  adenoma  in 
a 63  year  old  woman,  with  a past  history  of 
giant  cell  tumor  (or  epulis)  of  gum,  osteitis 
fibrosa  cystica  and  impaired  renal  function 
is  reported.  The  blood  chemical  changes  were 
not  typical.  The  adenoma  was  unusually 
small. 

1100  N.  Jackson  Street 
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LIGATION  OF  THE  INFERIOR 
VENA  CAVA 
A Case  Report 

Harold  S.  Rafal,  M.  D.* 
Wilmington,  Del. 

This  case  is  presented  to  relate  a sequence 
of  events  which  occurred  during  the  manage- 
ment of  a disease  which  is  ordinarily  free  of 
such  surgical  complications. 

It  is  not  implied  that  any  measure  used 
here  should  be  discarded. 

This  case  report  is  submitted  with  the  hope 
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that  it  may  be  of  value  to  those  who  encounter 
a similar  case. 

Case  Report 

A.S.K.,  a 00  year  old  white  male  was  first 
seen  as  an  office  patient  on  3-29-48  with  the 
chief  complaint  of  “])Riu  in  my  calves.”  This 
symptom  had  been  iiresent  for  one  year  and 
had  been  «ettin«’  worse  for  several  months. 
At  the  time  of  the  initial  examination  he 
would  have  to  .stop  and  rest  after  walking- 
two  blocks  because  of  cramping  })ain  in  both 
calves,  lie  had  noted  no  postural  variation 
in  the  color  of  the  extremities  or  any  suscep- 
tibility to  extremes  of  weather.  The  patient 
believed  that  the  right  foot  felt  colder  to 
touch  than  the  left,  lie  gave  the  history  of 
smoking  one  carton  of  cigarettes  each  week. 

The  past  hi.story  revealed  that  he  had  had 
C.N.S.  lues  several  years  before.  After  treat- 
ment, however,  there  was  a revel  sal  of  the 
s])inal  fluid  AVa.ssermann  to  normal  with  dis- 
appearance of  delusions  of  grandeur  and  oth- 
er manifestations  of  the  disease. 

The  i)hysical  examination  revealed  the  fol- 
lowing: B.P.  132/78,  neurological  examina- 

tion negative;  heart,  lungs,  and  abdomen  neg- 
ative. The  lower  extremities  were  of  good 
color  and  cool  to  touch.  There  was  no  ple- 
thora or  blanching  with  elevation  or  depend- 
ency of  the  extremities  and  there  was  no  calf 
tenderne.ss.  No  donsalis  pedis  pulsation  was 
felt  on  either  side,  and  palpation  of  the  pos- 
terior tibial  and  i)0])liteal  i)ulses  gave  equiv- 
ocal results.  The  femoral  ])ulsations  were 
both  of  good  volume. 

The  clinical  diagnosis  was  iritermittent 
claudication  due  to  ai-teriosclerosis  obliterans. 
Ilosiiitalization  for  .study  and  possible  surg- 
ery was  recommended. 

The  patient  was  admitted  to  the  hospital 
on  4-5-48.  it  was  found  that  walking  up  and 
down  the  hos])ital  corridor  8 times  produced 
claudication.  Paravertebral  block  with  2% 
jirocaine  was  then  done  on  the  right  side  and 
the  patient  was  again  asked  to  walk  the  corri- 
dor. After  8 trips  pain  occurred  on  the  left 
but  not  on  the  right,  ('are  was  taken  not 
to  sugge.st  to  the  patient  on  which  side  he 
might  expect  relief.  The  oj)i)0-site  side  was 
then  blocked  with  ])rocaine.  After  this,  the 
])atient  had  unlimited  walking  distance  with 
no  pain  ai)peai-ing  in  either  e.xtremity. 


Skin  temperature  recordings  taken  with  the 
tliermocou])le  were  inconclusive  and  gave  no 
objective  findings  to  correlate  with  the  ap- 
])arently  marked  subjective  imi)rovement.  It 
was,  therefore,  decided  to  test  the  jiatient  with 
Etamon  (tetra-ethyl  ammonium  chloride) . Ac- 
cordingly, on  4-8-48,  300  mg.  of  the  drug  were 
injected  intravenously.  This  was  felt  to  be 
a safe  dose  for  a subject  whose  weight  was 
158  lbs.  Skin  temperatures  were  recorded 
every  15  minutes  and  again  found  to  be 
eipiivocal.  Though  all  went  well  for  a while, 
after  50  minutes  he  began  to  have  respiratory 
difficulty  which  at  first  seemed  merely  to  be 
due  to  inability  to  cough  mucus  out  of  his 
trachea.  This  respiratoiy  difficulty  increas- 
ed, .so  that  within  10  minutes  of  its  on.set  it 
had  reached  fairly  alarming  proportions.  (It 
is  worthy  to  note  here  that  the  effects  of 
Pltamon  will  usually  be  passing  off  by  this 
time.).  One  c.e.  of  adrenalin  1:1000  was 
given  hypodermically  to  counteract  the  effect 
of  etamon.  This  had  no  beneficial  effect  and 
within  a matter  of  seconds  all  respiratory 
efforts  ceased,  intense  cyanosis  apjieared  and, 
except  for  a full  bounding  radial  ])ulse,  the 
patient  ap]>eared  moribund.  Emergency 
tracheostomy  was  performed  on  the  sjiot  with 
very  inadequate  and  improvised  eipiiinnent. 

By  extreme  good  fortune,  tlie  staff  an- 
esthesiologist happened  to  i>ass  by  and,  grasp- 
ing the  situation  at  a glance,  brought  up  a 
gas  machine  and  delivered  oxygen  under  jires- 
sure  through  the  tracheostomy. 

Considerable  difficulty  was  .sub.seciuently 
encountered  in  controlling  recurrent  bleeding 
from  the  crudely  constructed  tracheostomy 
wound.  This,  however,  was  soon  controlled. 

The  emergency  was  terminated  when  the 
])atient  coughed  iq)  a long  clot,  after  which  his 
res])iratory  exchange  and  color  immediately 
impi-oved  and  he  became  fully  conscious. 

Though  fever  reached  103°  (oral)  on  the 
second  i)ost-tracheo.stomy  day,  all  vital  signs 
subsided  with  ])enieillin  and  adjuvant 
measures.  The  tracheostomy  tube  was  remov- 
ed on  4-17-48  and  the  wound  was  closing  .satis- 
factorily when  he  was  discharged  three  days 
later. 

He  was  readmitted  on  5-17-48  because  of 
]>ain  in  the  right  lower  che.st,  dys])iiea,  non- 
productive cough,  and  low  grade  fever.  Two 
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plus  pitting  edema  of  both  ankles  was  present 
at  that  time.  Bronchoscopy  was  negative  for 
evidence  of  disease,  but,  immediately  follow- 
ing bronchoscopic  examination,  he  coughed 
up  old  dark  blood  after  which  his  tempera- 
ture came  to  normal  and  chest  pain,  dyspnea 
and  cough  disappeared. 

X-rays  showed  changes  in  the  right  lower 
lobe  which  the  roentgenologist  thought  was 
not  in  keeping  with  clinical  suspicion  of  pul- 
monary embolism. 

The  patient  was  then  referred  to  a special- 
ist in  cardiovascular  diseases  who,  after  an 
intensive  effort  to  achieve  amelioration  of  the 
patient’s  complaints,  recommended  that  only 
sympathectomy  offered  hope  of  improvement. 

Bilateral  lumbar  sympathectomy  was  done 
in  stages  on  7-13-48  and  7-20-48  through  the 
now  conventional  extra-peritoneal  approach. 
The  patient  was  ambulatory  on  the  first  post- 
operative day  after  both  procedures  and  was 
discharged  on  7-28-48,  after  an  apparently 
completely  benign  post-operative  convales- 
cence. 

He  was  readmitted  8-1-48  because  of  pain 
in  the  left  chest,  cough  and  hemoptysis.  X-ray 
confirmed  the  clinical  diagnosis  of  pulmonary 
embolism. 

Bilateral  superficial  femoral  vein  ligation 
was  performed  as  an  emergency  procedure. 
However,  the  right  superficial  and  common 
femoral  veins  contained  adherent  thrombus 
which  could  not  be  evacuated.  He  was,  ac- 
cordingly, placed  on  complete  bed  rest  and 
anti-coagulation  therapy  with  heparin  and 
dicumarol.  The  former  was  discontinued 
when  an  adequate  effect  on  the  prothrombin 
time  had  been  achieved. 

A very  profound  prolongation  of  the  pro- 
thrombin time  was  accomplished  and  after  two 
weeks  the  patient  was  permitted  out  of  bed. 
He  promptly  reported  mild  chest  pain  and 
x-ray  revealed  that  several  more  pulmonary 
infarcts  had  occurred  dispite  highly  effective 
depression  of  the  prothrombin  activity  of  the 
blood. 

Ligation  of  the  inferior  vena  cava  was  de- 
cided upon  since  there  seemed  no  other  way 
of  controlling  recurrent  emboli  with  the  high 
probability  of  sudden  and  fatal  outcome.  Ac- 
cordingly, on  8-17-48,  the  patient  was  taken 


to  the  operating  room  aftei'  receiving  a large 
dose  of  vitamin  K intravenously. 

The  inferior  vena  cava  was  exposed  through 
trans-peritoneal  approach  and  ligated  in  con- 
tinuity with  two  ties  of  umbilical  tape.  Hol- 
lowing operation,  he  developed  fever  up  to 
103°  (rectally)  on  the  second  post-operative 
day,  which  subsided  satisfactorily  without  an- 
tibiotics. Slight  ecchymosis  of  the  scrotum  and 
base  of  the  penis  developed,  as  well  as  mod- 
erate abdominal  distention  and  diarrhea.  All 
these  passed  off  with  conservative  measures. 
Only  slight  edema  of  the  dorsum  of  the  left 
foot  was  detectable. 

The  patient  was  discharged  on  the  15th  day 
after  caval  ligation.  He  was  still  running- 
fever  to  about  99-99.2°  (orally)  every  day 
but  it  was  believed  that  this  was  due  to  or- 
ganization and  absorption  of  the  thrombus 
and  emboli. 

About  4 weeks  later  he  had  only  slight 
edema  of  the  left  lower  leg  but  none  on  the 
right. 

On  6-10-49,  ten  months  after  caval  ligation, 
he  stated  he  could  walk  for  an  unlimited  dis- 
tance without  calf  i:)ain.  He  had  completely 
discarded  his  elastic  bandages  and  had  no 
edema  at  all.  He  did,  however,  have  mild 
exertional  dyspnea,  possibly  due  to  fibrotic 
changes  in  the  lung  resulting  from  healing  of 
the  numerous  infarcts. 

Comment 

Shumaker,  in  a thorough  review  of  several 
hundred  cei-vical  and  lumbar  sympathectom- 
ies, emphasizes  the  rarity  of  important  com- 
plications and  sequellae  and  concludes  that 
it  is  a highly  satisfactory  procedure  with  a 
wide  margin  of  safety  even  in  poor  risk  pa- 
tients. 

My  comparatively  small  experience  coin- 
cides witli  this  conclusion  completely,  with 
the  one  outstanding  exception  of  the  case 
cited  above. 

Interestingly  enough,  Coder  et  al,  in  their 
report  of  end-results  of  sympathectomy  for 
arteriosclerosis  note  that  none  of  their  pa- 
tients achieved  unlimited  walking  distance. 
The  patient  in  this  case  did  achieve  this,  the 
one  bright  feature  in  an  otherwise  trying- 
case. 

Summary 

1.  A case  of  intermittent  claudication  is 
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iTpoited  wliidi  (k‘veio|)etl  ;m  unusual  re- 
ad ion  to  Ktamon. 

2.  Thi  oml)o-einl)olic  disease  eomplieated 
the  inanaijement  and,  1'ailin^'  to  respond  to 
anti-eoas>ulation  therapy,  finally  re<|uired 
lio-ation  of  the  inferior  vena  eava. 

3.  The  patient  i-eeovered  and  has  unlimited 
walking'  distance. 
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What  Next? 

We  invite  the  attention  of  our  membershii) 
to  the  official  statement  of  the  Democratic 
Party  in  its  platform  adopted  at  the  1948 
convention:  “We  favor  the  enactment  of  a 
national  health  program  for  expanded  medical 
re.search,  medical  education,  and  hospitals  and 
clinics."  We  do  not  find  in  that  platform 
any  further  official  reference  conceniing  Fed- 
eral aid  to  imiirove  national  health. 

A numlhu'  of  hills  introduced  into  the  Fon- 
gre.ss  since  1948  have  apparently  sought  by 
(piite  iiroper  legislative  procedure  to  imple- 
ment such  a program.  Pre:-mmably  hearings 
on  these  bills,  if  and  when  rejiorted  out  of 
committees,  will  follow  the  u.sual  course  with 

0] )iuions  pro  and  con  being  afforded  the  ojipor- 
tunity  to  be  heard. 

IMeanwhile,  a booklet,  “National  Health 
Insurance,  What  It  Means  To  You,"  prepared 
by  the  self-styled  (’ommittee  for  the  Nation's 
Health,  seems  to  be  a])pearing  in  nation-wide 
distribution  from  some  source.  This  brochure 
and  (piestionnaii-e  is  o|>eidy  favorable  to  the 
welfai'e  state  medical  program,  as  might  be 
surmised  from  its  preparation  by  Dr.  Chan- 
niug  Frothiidiam 's  organization,  of  which  the 
executive  committee,  accoidiug  to  Mr.  .John 
() 'Donnell,  lists,  among  othei’s,  Mrs.  Franklin 

1) .  Roosevelt,  Fhester  Powles,  Mi's.  IMary  Key- 
serling,  .John  (iunther,  and  Newbold  lUorris.’^ 

The  booklets  “go  out  in  envelopes  which  in 
th(‘  upiier  left  hand  corner  carry  the  words: 
‘Democratic  National  (’ommittee,  iiermanent 
headciuarters,  1200  18th  Street  N.W.,  Wash- 
ington, I).  it  would  thus  appear  that 

their  distribution  is  under-written  in  a man- 

1 Daily  News,  February  14,  1950. 


iier  to  cause  recipients  of  the  booklets  to  infer 
at  least  endor.sement  of  the  contents — a pro- 
gram for  .socialized  medicine — by  the  Demo- 
cratic National  (Committee. 

Apparently  many  members  of  the  Demo- 
cratic Party  do  not  see  eye  to  eye  with  the 
lii'oponents  of  national  compulsory  health 
insurance,  nor  do  they  seem  to  ajiprove  of  this 
liarticular  action  of  the  national  committee. 
To  (piote  Mr.  O'Donnell  again  : 

The  staunchly  democi'atic  Daih’  Advance  of 
Lynchburg,  Virginia,  in  an  editorial  entitled 
"What  Price  Democrats?,’’  angrily  observes  that 
there  are  “several  things  that  Democrats  who  are 
not  Fair  Dealers  would  like  to  know,”  and  asks 
the  questions: 

“Dy  what  jirocedure  of  the  Democratic  Party 
was  the  Democi'atic  National  Committee  author- 
ized to  be  the  jiromoter  of  socialized  medicine? 
How  many  and  what  members  of  the  Democratic 
National  Committee  know  about  or  jiaiticipated  in 
this  promotion? 

“Is  it  one  of  the  recognized  and  legitimate 
functions  of  such  a committee  of  one  of  the  two 
major  political  parties  to  so  function?  What 
other  spurious  and  undemocratic  jirocedures  is 
the  Democratic  National  Committee  promoting  in 
the  name  of  the  Democratic  Party? 

“They  (Democrats)  should  demand  to  know 
whether  their  national  committee  has  tacitly  ])re- 
fixed  ‘Socialist’  before  Democratic  National  Com- 
mittee and  thereby  secretly  or  semisecretly  split 
away  from  the  Democrat  Party  as  real  Democrats 
know  it.” 

Wc  fet‘1  that,  irrespective  of  party  affilia- 
tions, it  is  surely  time  for  Americans  to 
examine  how  far  we  have  gone  along  the 
devious  path  toward  .socialism.  A lecent  book. 
77) c Hoad  Ahead,  by  ’.lohu  T.  Flynn,  an 
economist,  is  well  worth  careful  .study  by  those 
who  would  inform  themselves  of  the  back- 
ground of  this  important  subject."  Intelligent 
o|)inion  on  much  of  wlnit  has  hai)pened  in  this 
country  and  on  what  is  to  come  must  be 
founded  on  com|)rehensive  study  of  recent 
history.  .Mere  criticism  of  political  mechanics, 
artful  dodges,  and  sly  maneuvers  such  as  we 
have  illustr:ited  is  jiointle.ss.  Thinking  men 
and  women  will  not  be  materially  intluenced 
but  more  likely  nause:ited  by  such  tactics. 

\Ve  urge  our  membership  of  whatever  polit- 
ical affiliation  to  do  its  own  thinking,  based 
on  serious  study  of  available  sources  of  real 
information.  It  is  the  duty  and  privilege  of 
each  citizen-taxpiiyer  to  do  so. 

Editorial,  .V.  Y.  >7.  ./.  .1/.,  April  4.  19.-)(). 

2 The  Devin-Adair  Company.  New  York  City. 
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The  Mothpir’s  Milk  Bank 

It  is  hard  to  visualize  a food  shortage  in 
Delaware,  but  the  oldest  food  known  to  hu- 
mans — mother's  milk  — is  too  frequently  on 
the  fringe  of  being  in  short  supply. 

Despite  the  persistent  and  commendable 
efforts  of  the  ladies  who  conduct  the  important 
functions  of  the  Mother's  Milk  Bank,  the 
stock  is  normally  .just  about  sufficient  for 
current  — and  urgent  — needs,  with  little  or 
no  reserve.  The  Mother's  Milk  Bank  is  a 
service  of  the  Junior  Board  of  the  Delaware 
Hospital,  and  its  existence  and  inventory  are 
of  vital  importance  to  every  hospital  and 
jiliysician  in  the  state,  since  the  Bank  is  the 
only  one  in  Delaware  or  this  whole  area. 

Keeping  the  supply  of  mother's  milk  large 
enough  for  current  requirements,  with  ample 


reserve,  is  the  responsibility  of  every  doctor. 
The  mere  .sanctioning  of  the  idea  by  members 
of  the  medical  jirofession  individually  and 
collectively  is  not  enough.  Every  mother  at 
the  time  of  a birth,  should  be  reminded  of 
the  Bank  and  its  importance  .stressed  by  the 
physician  in  attendance. 

The  ^Mother's  jMilk  Bank  Committee  works 
hard  at  its  laudable  task  and  plans  to  pub- 
lish material  to  hammer  home  the  need  for 
this  activity.  But  the  most  diligent  efforts 
of  these  worthy  volunteers  can  go  for  naught 
without  the  active,  spoken  support  of  the 
physician  in  every  natal  case. 

The  mother  of  a new  baby,  particularly  a 
first  baby,  is  ii.sually  inundated  by  a diversity 
of  suggestions  from  well-meaning  relatives 
and  friends  regarding  the  care  of  her  baby. 
For  the  most  part,  tlie  suggestions  run  con- 
trary one  to  another  and  the  new  mother  be- 
comes confused.  Too  often  she  is  in  the 
position  of  a person  with  a cold  listening  to 
suggestions  about  home  cures.  And  too  often 
the  attending  physician  is  not  sufficiently  in- 
sistent upon  the  mother  nursing  her  new 
baby ! 

In  the  midst  of  this  all-too-often  confused 
mental  state  of  the  new  mother,  the  JMother's 
51ilk  Bank  Committee  is  expected  to  get  across 
the  story  of  its  service  and  the  need  thereof. 
Unless  the  attending  phy.sician  speaks  up, 
plainly  and  emphafically,  in  support  of  the 
Bank,  the  new  mother  may  readily  forego 
contributing  to  it  at  the  moment  when  she 
is  best  in  a position  to  hel[)  the  babies  of  less 
fortunate  mothers. 

Speak  up.  Doctor,  and  tell  your  patients 
about  the  ^Mother's  Milk  Bank,  its  function 
and  its  imiiortance.  Speak  uj)  in  every  case, 
because  upon  you  rests  the  responsibility  foi‘ 
the  Bank's  existence  and  continuance.  Who 
can  tell  when  your  patient  may  be  the  next 
to  need  its  milk? 
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Survey  of  Physictax's  Ixcome 

Toward  the  end  of  April  the  AM  A and  the 
United  States  Department  of  Uommerce  will 
beoin  jointly  the  most  eomjjlete  and  authentic 
survey  of  physicians'  incomes  in  the  history 
of  this  country.  This  is  the  first  full-scaled 
survey  of  this  type  since  1941  and  it  should 
prove  more  complete  and  valuable.  The  Com- 
merce Department  points  out  that  returns  will 
be  used  for  .statistical  purj>o.ses  only,  and  in  no 
way  will  they  be  made  available  to  the 
Internal  Revenue  Bureau.  The  AIMA  is 
addressing  the  first  100,000  to  every  other 
name  on  its  luster,  which  takes  in  members 
and  non-members.  These  physicians  get  the 
short  form,  covering  income  only  for  1949. 
An  additional  10,000  get  the  same  form,  but 
these  envelopes  will  bear  code  numbers.  Code 
numbers  also  will  be  used  on  another  group 
of  lb, 000  long  forms,  covering  income  from 
194b  through  1949.  A])proximately  per- 
cent of  the  nation’s  ])hysicians  will  be  con- 
tacted. The  code  number  will  be  used  only 
for  a follow-up  letter  from  the  A1\IA  to  be 
sent  to  those  who  delay  returning  the  (lues- 
tionnaire.  The  Commerce  Department  does 
not  receive  the.se  codes;  its  analysis  will  be 
conducted  on  blind,  unidentified  forms.  The 
docfors  of  Delaware  are  urged  fo  fill  ouf  and 
refurn  fheir  ([uestionnaires  accurately  and 
promptly. 

Xearixg  The  Daxcjer  Mark? 

With  trends  in  this  country  ])ointing  more 
and  moi-e  towards  socialism,  how  far  do  we 
yet  have  to  go  in  these  United  States  before 
we  run  the  risk  of  becoming  not  merely  a 
.socialistic  nation  bnt  a communistic  nation? 
Here  is  food  for  thought:  in  1917  Russia  had 
but  one  communist  in  its  borders  for  every 
2,277  citizens;  in  1947  the  United  States  had 
one  communi.st  for  every  1,814  citizens,  20% 
more  than  the  number  that  was  able  to  effect 
the  Bolshevik  Revolution  and  the  installation 
of  communism  in  Russia.  Something  to  think 
about,  isn't  it?  Our  superior  education  and 
exi)erience  with  freedom  are  the  only  bul- 


works  between  us  and  communism.  Hold  fast, 
America,  hold  fast ! 


Exter  “GP’’ 

We  have  received  Volume  I,  Number  1,  of 
“GP, " the  new  journal  by  and  for  the  gen- 
eral jjractitioner,  edited  and  published  by  the 
American  Academy  of  General  Practice  at 
Kansas  Gity,  Missonri.  This  first  issue  con- 
tains 132  i>ages,  including  cover,  and  carries 
a splendid  series  of  articles  and  editorials  and 
an  amazing  amonnt  of  the  better  class  adver- 
tising for  a brand  new  journal.  We  wi.sh 
“GP"  every  success  in  the  world,  aiul  if  their 
first  issue  is  any  criterion  of  what  is  to  follow, 
it  will  have  a very  successHil  career. 


Papers  ! Papers  ! Papers  ! 

The  time  has  now  come  for  the  doctors  of 
Delaware  who  wish  to  i>resent  papers  at  the 
next  annual  session  of  the  Medical  Society  of 
Delaware,  to  be  held  at  Dover,  October  2-4, 
19b0,  to  make  the  fact  known  to  the  Executive 
Secretary.  The  program  should  contain  five 
or  .six  worthwhile  papers  by  Delaware  doctors, 
and  those  who  wish  to  be  on  the  program 
should  send  at  least  the  title  of  the  i)aper  to 
this  office,  prompthf. 


We  have  learned  that  you  cannot  i)ut  a 
patient 's  mind  in  a cast.  The  tuberculosis  ex- 
perience is  an  interesting  example  of  this. 
The  great  problem  of  the  tuberculosis  sana- 
torium is  ])eople  leaving  against  medical  ad- 
vice. We  have  been  foolish  enough  to  expect 
liatients  to  rest  idly  in  bed  and  not  to  worry, 
but  worries  about  families,  jobs  or  money,  go 
round  and  round  in  their  heads  until  they 
decide  to  give  ii])  treatment  and  go  home. 
Howard  A.  Ru.sk.  IM.D.,  Nat.  Foiuidation  for 
Infantile  Paralysis. 

# * # 

City-wide  X-ray  surveys  can  be  conducted 
with  i-elative  economy  of  means  and  money. 
Previous  experience  in  cities  already  surveyed 
and  preliminary  studies  of  other  communities 
indicate  that  if  i>resent  facilities  are  fnlly  util- 
ized and  if  newly  discovered  cases  are  given 
reali.stic  disposition,  the  increased  case  load 
of  tnbercnlosis  will  not  present  a grave  prob- 
lem to  the  community.  Francis  J.  Weber. 
i\I.D.,  Ohio  Pub.  Health,  Feb..  1948. 
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WOMAN'S  AUXILIARY 
New  Castle  County  Medical  Society 

The  Executive  Board  would  like  to  take 
this  opportunity  to  contact  all  members  of  the 
New  Castle  Auxiliary  and  especially  to  wel- 
come all  new  members. 

As  we  formulated  our  program  for  the 
year  we  have  tried  to  keep  in  mind  the  five 
pui'iioses  of  the  Auxiliary  which  are: 

1.  To  extend  the  aims  of  the  medical  pro- 
fession to  all  organizations  which  look  to  the 
advancement  of  health  and  health  education  ; 

2.  To  cultivate  friendly  relations  and 
mutual  understanding  among  physicians’  fam- 
ilies ; 

3.  To  iiarticipate  in  any  endeavor  on  the 
recpiest  of  the  American  Medical  Association 
and  of  its  constituent  Medical  Society  of  Dela- 
ware ; 

4.  To  coordinate  and  advise  concerning 
the  activities  of  constituent  auxiliaries; 

5.  To  assist  in  the  entertainment  at  ail 
conventions  of  the  American  IMedical  Associa- 
tion. 

AVe  also  thought  that  you  might  be  inter- 
ested in  knowing  all  of  our  county  officers  and 
committee  chairmen : 


President  Mrs.  R.  B.  Thomas 

Vice-President  ....  Mrs.  H.  T.  Mcduire 

Secretary  Mrs.  John  Alden,  Jr. 

Treasurer Mrs.  H.  H.  Stroud 

Public  Relations  . . Mrs.  Lemuel  INIcGee 

Sewing Mrs.  L.  J.  Rigney 

Legislation IMrs.  W.  E.  Bird 

Hospitality Mrs.  I.  Charamella 

Membership  Airs.  Alillard  Squires 

Program Airs.  J.  R.  Durham,  Jr. 

Revisions  Airs.  C.  E.  Wagner 

Einance Airs.  John  H.  Alullin 


Press  and  Publicity,  Airs.  Alark  llolzman 
“Today’s  Health’’,  Airs.  John  Barnhart 
AVays  and  Aleans  . . Airs.  H.  T.  AlcGuire 
To  bring  our  program  up  to  date  mention 
should  be  made  of  the  successful  Christmas 
Party  and  Bridge  Luncheon  given  in  Decem- 
ber and  January.  The  Christmas  Party  was 
held  in  the  Academy  for  the  children  of  the 
Auxiliary  members,  and  was  planned  by  Airs. 


I.  Charamella  and  her  committee.  The  Bridge- 
Luncheon  held  in  the  DuBarry  Room  was  a 
Ways  and  Aleans  project  under  the  leader- 
ship of  Airs.  H.  T.  AlcGuire.  From  now  until 
June  we  have  a calendar  of  events  that  we 
hope  will  appeal  to  all  of  our  members. 

Public  Relations  Program  - ^Rtg  ‘ird 
2 P.  M. 

A most  important  Public  Relations  Pro- 
gram is  being  worked  out  by  Airs.  Lemuel 
AlcGee  and  her  committee.  It  will  be  in  the 
form  of  a discussion  and  tea  to  be  held  in 
the  Academy  of  Aledicine.  Dr.  A.  R.  Shands 
will  discuss  the  Aspects  of  Socialized  Aledi- 
cine.  Invitations  are  being  sent  to  all  or- 
ganized women’s  groups.  All  members  are 
urged  to  attend  ttiis  most  important  meeting. 

Another  Public  Relations  project  under  the 
direction  of  Airs.  Roger  Alurray,  state  chair- 
man of  Public  Relations,  is  worthy  of  our 
sup])ort.  Every  AA^ednesday  at  the  Academy 
between  10  A.  AI.  and  4 P.  Al.,  she  and  her 
committee  are  making  surgical  dressings  for 
the  American  Cancer  Society.  All  who  can 
spend  some  time  on  Wednesday  doing  this 
are  needed. 

Ways  and  Means  - April  19th  - 1 P.  M. 

Airs.  11.  T.  AlcGuire  is  planning  a small 
benefit  bridge  to  be  held  at  the  Academy. 
The  reservation  chairman  will  be  announced 
later;  however  the  cost  will  be  .$1-00  per  per- 
son. There  will  be  table  and  door  prizes. 

Sewing  Meetings  - 3rd  Tuesday  of  Month 
8 :15  P.  M. 

If  attention  is  paid  to  the  date  it  can  lie 
seen  that  this  is  also  the  night  that  the  doctors 
have  their  county  society  meetings,  so  it 
makes  an  ideal  time  for  the  auxiliary  mem- 
bers to  meet  at  each  other’s  homes  to  put  the 
finishing  touches  on  baby  garments  used  by 
the  A'isiting  Nurse  Association.  Airs.  L.  J. 
Rigney  announces  that  to  date  64  garments 
have  been  finished  this  year.  The  next  meet- 
ing will  be  on  April  21st  at  the  home  of  All's. 
R.  B.  Thomas,  8 Alining  Lane,  AA’^esthaven. 
All  members  are  invited,  and  Airs.  Rigney 
assures  us  that  sewing  skill  is  not  needed. 

3rd  Annual  Dinner  Dance 

We  hope  that  you  are  already  iilanning  to 
attend  the  Third  Annual  Dinner  Dance  in 
Alay.  Airs.  Junius  A.  Giles,  Jr.,  is  Chairman. 
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Tliis  aft'aii’  is  not  a Ways  and  Means  pi'ojeet 
bnt  just  c)UT  social  lii>>'hli»iit  of  the  year.  Tliis 
should  he  a gala  luglit  for  the  doctors,  their 
wives,  and  their  friends. 

'I'he  Executive  Itoaiil  would  also  like  to 
.salute  the  State  Ways  and  Cleans  (’hairinan, 
Mrs.  dos.  Davalos  and  her  conunitlee  for  the 
wonderful  work  they  did  in  their  s|)on.sorshii) 
of  the  Drama  League  play.  It  was  a huge 
success.  The  proceeds  from  this  play  will 
he  used  for  the  Nurses  Scholar.ship  Fund. 

Our  projected  Book  ^Machine  is  ])roving 
very  useful.  IMrs.  Kichard  Allen  reports  that 
it  has  traveled  to  all  of  the  city  hospitals  and 
that  the  j)atients  that  use  it  ai’e  so  very  grate- 
ful. She  would  like  some  volunteers  to  a.ssist 
with  its  o])eration.  For  this  joh  a car  is 
needed,  and  if  any  memhers  are  interested 
in  this  endeavor  call  Mrs.  Allen  4-99(19. 

We  of  the  Executive  Hoard  hoi)e  that  this 
letter  has  given  all  auxiliary  memhers  a bet- 
ter iindeLstanding'  of  the  work  that  is  being 
done,  and  that  .some  ])ha.se  of  our  i)rogram 
will  intere.st  each  one.  All  committees  are 
open  and  all  committees  need  YOU.  Your 
cooi)eration  is  solicited. 

Sincerely, 

The  Executive  Board. 

P.  S.  Try  to  .secure  a co])y  of  the  Delaware 
State  iMedical  Journal  — January 
19.")0  — Vol.  2*2.  Jn  the  hack  is  a 
roster  of  the  memhers  of  the  Delaware 
.Medical  Society.  An  asterisk  (*) 
after  their  name  indicates  that  the 
wife  is  a member  of  the  Auxiliary. 
Save  this  volume  and  you  will  have 
an  almost  complete  memher.ship  list. 


TOWARD  EFFECTIVE  CANCER  CONTROL 

(hlARLE.S  S.  Oameron,  i\I . D.,  * 

New  York,  N.  Y. 

.Nowhere  in  the  world  do  voluntary  health 
ag(*ncies  flourish  in  such  abundance  as  they 
do  in  the  United  States.  They  are  an  expivs- 
sion  of  the  chaiatahleness  of  our  ]>eople  to- 
wai'd  th()S(“  less  foiJunate,  and  they  ai'e  testi- 
mony to  the  democratic  s])irit  of  Americans 
in  organizing  and  working  cooperatively  for 
the  common  good. 

The  .\merican  Fancei-  .Society,  a vamerahle 

•Medical  and  Scientific  Director,  American  Cancer 
Society. 


mendter  of  the  family  of  health  agencies, 
should  he  thoroughly  known  to  all  doctors, 
for  its  .services  are  many.  Through  its  na- 
tional office  in  New  York,  its  hi  chartered 
divisions  and  2,hl3  county  branches,  it  con- 
ducts a broad-based  ye.ir-round  effort  to  con- 
trol ciincer,  one  of  the  foremost  medical  ])rob- 
lems  confronting  us. 

The  control  of  cancer  eventmdly  will  come 
through  ;in  understiinding  of  cancer’s  causes, 
means  of  prevention  and  effective  treatment 
methods;  this  knowledge  waits  on  research. 
The  Society  has  recognized  the  importance 
of  intensified  investigative  efforts  in  the  field 
of  growth  and  spends  2.')  per  cent  of  its  in- 
come in  the  support  of  such  studies  and  in 
the  ti-aining  of  young  .scientists  to  carry  them 
forward.  During  the  i>resent  year  this  sui)- 
])ort  amounts  to  !f;3,5()0,()()().  The  total  re- 
search exi)enditure  for  the  past  five  years  is 
!i:13.ir)3,5h0. 

A subsfanfial  measure  of  confrol  over  ean- 
cer  can  be  achieved  today  with  the  knowledge 
already  at  hand.  The  disparity  between  can- 
cer's curahiliti/  and  the  cures  being  achieved 
is  striking.  For  exami)le,  cancer  of  the  breast 
is  eurable  in  SO  per  cent  of  ]>atients  who  are 
tiT'ated  when  the  di.sease  is  confined  fo  the 
brea.st ; yet  the  country-wide  cure  rate  is 
less  than  3.")  j>er  cent.  When  cancer  of  the 
rectum  is  confined  fo  the  mucosa  cure  rates 
of  70  per  cent  have  been  reported;  yet  the 
overall  rate  of  cure  is  about  11  per  cent. 
Similar  differences  hold  for  most  forms  of  the 
disease.  In  order  to  a(‘hieve  a larger  measure 
of  cures  the  American  Cancer  Society  en- 
gages in  an  intensive  educational  and  i)ub- 
licity  campaign,  based  on  knowledge  of  can- 
cer’s early  signs  and  sym])tom.s  (the  danger 
signals),  and  the  value  of  ])eriodic  physical 
exa  minations. 

.\])ril  is  the  month  when  the  Ameriean 
(’ancer  .Society  makes  its  annual  ai)peal  to 
the  public  for  su])j)ort  of  its  i)rograms.  As 
more  and  more  of  oui-  ])eople  live  longer,  the 
incidence  of  cancer  increases.  As  the  ])rob- 
hmi  becomes  more  wides]>read,  .so  must  the 
effort  to  control  the  di.sease  be  intensifieil.  The 
Society  is  dedicated  to  the  ])i‘inciple  that 
through  education  an  effective  measure  of 
cancer  control  may  be  achieved  at  this  time. 

Improved  .services  to  ]>atients  with  cancer 
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are  provided  hy  support  of  eaneer  clinics, 
organized  programs  of  cancer  detection  and 
information  services;  these  efforts  are  aug- 
mented by  a corps  of  volunteers  who  provide 
loan  closets,  transportation  services,  recrea- 
tional activities  and  dressings. 

Of  immediate  interest  to  doctors  is  the  pro- 
fessional education  program.  During  the 
])ast  year  three  monographs  of  a series  deal- 
ing with  cancer  by  anatomic  site  have  been 
distributed  to  practicing  physicians  through- 
out the  country.  The  series  will  be  contin- 
ued this  year,  with  distribution  at  three- 
month  intervals. 

The  professional  .journal  CANCER,  which 
first  appeared  in  May,  19-18,  has  been  well 
received  by  clinicians  and  investigators  in- 
terested in  the  problems  of  abnormal  growth. 
A series  of  motion  pictures  for  professional 
audiences,  treating  the  problems  of  early 
diagnosis  of  cancer  by  anatomic  site,  has  been 
outlined.  Two  of  the  films  have  been  released, 
the  first  concerned  with  the  general  problem 
of  the  early  diagnosis  of  cancer  and  the  sec- 
ond concerned  specifically  with  the  early 
diagnosis  of  cancer  of  the  breast.  A third, 
covering  cancer  of  the  gastro-intestinal  tract, 
is  in  preparation  and  will  be  released  this 
year. 

A new  publication  of  the  Society  will  ap- 
pear this  year,  and  will  be  distributed  bi- 
monthly to  practicing  physicians  throughout 
the  country.  Topics  of  interest  to  the  gen- 
eral practitioner  will  be  presented  in  digest 
form,  together  with  brief  abstracts  of  signifi- 
cant papers  apiiearing  in  the  literature. 
Clarit.v,  brevity  and  general  interest  will  be 
stressed.  It  is  the  Society’s  hope  that  this 
digest  will  be  accepted  by  the  busy  physician 
for  whom  it  is  planned. 

The  library  of  the  Society  publishes  month- 
ly a bibliography  of  the  current  cancer  liter- 
ature which  is  available  on  recpiest  to  phy- 
sicians, research  workers,  and  libraries.  The 
library  will  iirepare,  on  request,  bibliographies 
on  any  topic  related  to  the  field  of  cancer.  A 
package  lending  library  has  been  established 
which  will  su])ply  rejirints,  on  a loan  basis, 
to  any  physician  or  investigator  requesting 
the  service. 


Tuberculosis  mortality  in  the  U.  S.  Zone 
of  Germany  began  to  rise  promptly  at  the 
beginning  of  World  War  II,  reached  a peak 
in  19-15  and  has  progressively  declined  in  1946 
and  1947.  The  extent  of  the  rise  was  only 
moderate  as  compared  with  that  in  several 
other  European  nations.  Philip  Sartwell, 
M.D.,  Charles  II.  Moseley,  M.D.  and  Esmond 
R.  Long,  M.D.,  Am.  Rev.  Tuberc.,  May,  1949. 

BCG  vaccine  has  joined  the  conventional 
forms  of  tuberculosis  control  in  Alaska.  With 
a tuberculosis  mortality  rate  nine  times  that 
of  the  United  States,  the  last  outpost  of  Amer- 
ica is  mustering  every  known  weapon  in  its 
tight  against  tuberculosis.  Elaine  Schwinge, 
M.D.,  Nat.  Tuberc.  A.  Bull.,  May,  1949. 


BOOK  REVIEWS 

Diseases  of  the  Heart.  By  Charles  K.  Fried- 
berg,  M.D.,  Associate  Physician,  Mount  Sinai 
Hospital,  New  York.  Pp.  1081,  with  79  illus- 
trations. Cloth.  Price  $11.50.  W.  B.  Saunders 
Company,  Philadelphia. 

This  textbook  of  “Diseases  of  the  Heart’’ 
is  well  written,  authoritative,  and  complete, 
written  mainly  from  the  standpoint  of  path- 
ological ])hysiology.  Its  use  as  a reference 
work  is  enhanced  by  a complete  bibliography 
and  index. 

Your  reviewer  has  one  major  and  several 
minor  criticisms,  all  of  which  are  offered  in  a 
constructive  spirit. 

The  main  fault  of  the  book  is  the  relatively 
few  illustrations.  Furthermore,  several  of 
these  are  of  [)oor  (juality  in  regard  to  both 
content  and  technique.  It  is  hoped  that 
the  author  and  publisher  will  concentrate  on 
more  alnindant  illustrations  of  better  quality 
in  the  next  edition. 

The  minor  points  with  which  your  reviewer 
takes  exception  will  be  listed  for  the  sake  of 
brevity : 

1.  The  discussions  of  therapy  are  rather 
.sketchy  in  places.  The  treatment  of  auricidar 
ilutter  — both  under  “digitalis”  on  page  177, 
and  again  under  “tachycardias”  on  page 
271  — leaves  much  to  be  desired  in  a work  of 
this  magnitude.  The  discussion  of  the  use  of 
digitalis  in  the  treatment  of  thyrotoxicosis  with 
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auricular  lil)rillatiou  and  cardiac  dccom])en- 
satiou,  on  page  92d,  also  is  too  superficial.  On 
the  other  hand,  the  discussions  of  “rest,"  ap- 
pearing on  ])ages  Kil  and  4S3,  are  both  mas- 
terfully written.  The  author  should  attempt 
to  bring  his  other  disc-ussions  up  to  the  level 
of  clarity,  com{)leteness,  and  common  sense 
attained  in  these  pa.ssages. 

2.  Bilateral  eyeball  ])ressure,  as  recom- 
mended on  page  2(i5,  is  not  universally  ac- 
cepted as  being  without  danger. 

3.  Your  reviewer  feels  that  the  indications 
tor  pericardial  aspiration  (page  bl4)  are  too 
lu'oad,  and  that  this  potentially  dangerous 
l)rocedui'e  should  be  limited  to  (1)  relief  of 
cardiac  tami)onade  and  (2)  diagnosis  only  it 
purulent  effusion  is  suspected.  In  the  latter 
case,  a thoracic  suigeon  should  be  on  hand 
to  effect  proper  treatment  (surgical  drain- 
age) should  pus  be  found. 

4.  Venous  hum  .should  be  included  in  the 
differential  diagnosis  of  the  aortic  dia.stolic 
murmur  on  page  bSb.  The  statement  that  a 
co-existing  sy.stolic  murmui-  makes  syphilitic 
etiology  more  likely  is  too  dogmatic.  Fur- 
thermore, the  term,  “sea-gull  mui-mur, ” is 
too  general  to  be  associated  only  with  one 
specific  diagno.sis  .such  as  laipture  of  the 
aortic  valve. 

o.  It  would  be  better  to  discu.ss  “funnel 
chest"  under  “functional  manifestations” 
1‘ather  than  under  “corpulinonale,”  as  it  has 
no  definite  relationshi])  to  the  latter  condition. 

Your  reviewer  thinks  it  lemarkable  that  a 
critical  evaluation  of  a 1081  page  book  result- 
ed in  so  few  adverse  findings. 

This  book  is  without  doubt  the  best  text  on 
the  subject  in  the  English  language.  It  cer- 
tainly will  live  through  many  successBil 
editions  and  should  be  in  the  i)ossession  of 
eveiy  physician  who  ever  sees  a ])atient  with 
heart  di.sease. 


Electrocardiography:  IVundamentals  and 

Clinical  Ai)idication.  Hy  Louis  Wolff,  M.D., 
Visiting  Physician,  Consultant  in  Cardiology 
and  Chief  of  the  Electrocardiographic  Lab- 
oratory, Beth  Israel  Hospital;  Associate  in 
Medicine,  Harvard  Medical  School.  Pp.  187, 
with  110  illustrations.  Cloth.  Price  .$4.00. 
Philadeli>hia:  W.  B.  Saundeis  Company. 

Although  no  u(‘W  matei’ial  ai)])ears  in  this 
book  the  author  has  succeeded  in  ])re.senting 


a most  difficult  and  confusing  subject  in  a 
sim])le  and  understandable  manner.  It  is  un- 
fortunate that  he  has  entirely  omitted  a dis- 
cu.ssion  of  the  cardiac  arrhythmias.  Because 
of  this,  tile  book  cannot  be  recommended  as  a 
textbook  of  electrocardiography,  but  it  .should 
be  read  by  every  physician  interested. 


Ortho{)edic  Xursing.  By  Hunston  and  Cald- 

erwood.  Second  edition.  Pj).  628,  with  208 

illustrations.  Cloth.  Price  .$4.25.  St.  Louis; 

C.  V.  Moshy  Company. 

This  is  a complete  volume  on  general  ortho- 
pedic nursing,  which  is  greatly  needed  today 
in  every  general  hosjiital.  A comprehensive 
outline  of  the  various  orthoi>edic  principles 
and  i)rocedures  is  given  to  aciiuaint  the  nur.se 
with  her  responsibility  in  the  handling  of 
])atients.  It  is  properly  emphasized  that 
judicious  nursing  care  can  jirevent  many  dis- 
comforts and  comiilications  in  a jiatient  who 
must  be  in  bed  for  prolonged  periods  of  time. 

All  types  of  traction,  fractures,  and  dislo- 
cations and  their  nursing  care  are  well  de- 
.scribed. 

Poliomyelitis  is  discus.sed  in  detail  in  two 
chapters.  i\lany  statements  are  made  in  Chap- 
ter XXXV  which  need  revision  in  the  light 
of  pre.sent-day  knowledge.  Disaiijiroval  is  ex- 
pressed  of  the  Kenny  method  of  treatment 
for  muscle  s])asm  and  muscle  i>ain,  yet  no 
substitute  is  offered  for  these  nor  for  the  elim- 
ination of  contractures  and  deformities, 
though  many  surgical  procedures  are  describ- 
ed for  their  correction. 

Chapter  XXXVI,  on  the  nursing  care  of 
poliomyelitis,  is  (piite  com])lete  and  well 
done.  It  em])hasizes  the  necessity  of  careful 
isolation  of  the  ])atient  becau.se  of  the  dan- 
gers of  “]>erson  to  ])erson  contact  plays  a large 
]>art  in  the  spread  of  the  di.sease.”  The 
Kenny  hot  ])ack  techni(|ue  is  di.scussed  in  de- 
tail. An  excellent  discu.ssion  on  the  nursing 
care  of  the  j)olio  patient  in  the  respirator, 
with  tracheotomy,  and  in  braces,  is  outlined. 

IMuscle  relaxing  drugs  as  prostigmine  and 
curare  are  mentioned  briefly.  The  \ise  of 
curai'e  is  di.scouraged  without  giving  any 
justifiable  reasons. 

In  general  this  is  a good  reference  book 
for  nui'ses. 
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/hen  an  infant’s  diet  is  not  formulated  to 
his  exact  needs,  it  is  like  a picture  out  of 
focus.  For  an  individualist,  the  basic  formula 
must  be  flexible  to  meet  the  changing  needs  of 
the  moment  — to  bring  the  diet  “into  focus.” 
Dextri-Maltose*  has  been  preferred  by  two 
generations  of  physicians  because  of  its  ex- 


=s=T.M.  Reg.U.S.  Pat.  Off. 


ceptional  flexibility  in  formulas  using  whole 
or  evaporated  milk.  Quantities  of  this  carbo- 
hydrate can  be  varied  at  will  with  the  varying 
caloric  requirements  of  the  individual  infant; 
and  De.xtri-Maltose  is  available  in  flve  forms 
to  meet  certain  clinical  conditions  without 
disturbing  the  feeding  routine. 

Xot  too  sweet,  readily  soluble  and  easy  to 
use,  De.xtri-Maltose  is  highly  digestible  and 
slowly  absorbed.  No  other  carbohydrate  for 
infant  feeding  enjoys  so  authoritative  a back- 
ground of  clinical  experience. 


DEXTRI  - MALTOSE 

DEXTRI-MALTOSE  NO.  I -with  2%  sodium  chloride  • DEXTRI-MAL- 
TOSE  NO.  2 — Plain  • DEXTRI-MALTOSE  NO.  3— with  3%  Potassium 
Bicarbonate  • DEXTRI-MALTOSE  WITH  YEAST  EXTRACT  AND 
IRON  • PECTIN-AGAR  IN  DEXTRI-MALTOSE. 

Descriptive  literature  on  request 
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...  as  written  in  a prescription  means  "according  to  circum- 
stances.” Because  circumstances  change  from  patient  to 
patient  and  from  time  to  time,  the  physician’s  plan  of  treat- 
ment must  be  Ilexible.  In  tlie  case  of  pharmaceuticals,  how- 
ever, unvarying  uniformity  is  expected  if  results  are  to  he 
predictable.  Every  circumstance  in  the  manufacture  of  Lilly 
products,  therefore,  is  rigidly  controlled. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


CHLORAMPHENICOL,  PARKE-DAVIS 


Potent  therapeutic  agents  may  be  two-edged  swords  — clinical  efficacy 
coupled  with  varying  degrees  of  toxicity.  CHLOROMYCETIN  is  a powerful  sword 
with  a single  edge.  It  exerts  a remarkable  antibiotic  effect  on  a wide  range  of 

infections  (including  many  unaffected  by  penicillin,  streptomycin  or 

the  sulfonamides).  At  the  same  time,  it  is  unusually  well  tolerated. 
Published  reports  emphasize  its  relative  innocuousness. 
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SYMPOSIUM 

The  Diagnosis  and  Management  of  Benign 
and  Malignant  Lesions  of  The  Stomach 

PHYSIOLOGIC  ASPECTS 

Thomas  E.  Machella,  ]\1.  L). 

Philadelphia,  Pa. 

It  is  planned  to  review  those  anatomic 
features  and  physiologic  functions  of  the 
stomach  which  appear  to  be  of  practical  sig- 
nificance in  the  diagnosis  and  medical  as  well 
as  surgical  management  of  benign  and  ma- 
lignant lesions  of  the  stomach. 

A.  Anatomical  Considerations 

The  anatomic  landmarks  of  the  stomach 
are  familiar  to  all  and  need  not  bo  reviewed. 
There  are  some  anatomic  features,  relative 
to  changes  in  position  of  portions  of  the 
stomach  in  the  abdomen  which  ai-e  worthy  of 
comment. 

1.  Variations  in  position  of  stomach  in  the 
abdomen.  The  stomach  does  not  occupy  a 
fixed  position  in  the  abdomen.  The  greater 
curvature  of  the  distal  stomach  rides  low 
when  the  subject  is  in  the  erect  position ; it 
rises  when  the  supine  position  is  assumed, 
the  degi'ee  depending  on  the  amount  of  ma- 
terial in  the  stomach.  Failure  to  take  such 
variations  in  position  into  consideration 
when  constructing  a gastroenterostomy  may 
lead  to  difficulties  with  proper  emptying  of 
the  gastric  remnant.  The  surgeon  should 
keep  in  mind  the  fact  that  individuals  spend 
most  of  their  woi-king  hours  in  the  erect 
position  while  gastric  surgery  is  performed 
with  the  patient  supine. 

2.  The  fundic  pool.  Another  important 
anatomic  feature  concerns  the  relationship 
of  the  fundus  to  the  antrum  and  pylorus. 
When  the  patient  is  in  the  erect  position  the 
lowest  portion  of  the  stomach  is  the  distal 
greater  curvature ; in  the  supine  position  the 

'Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  12,  1949. 

‘"From  the  Gastrointestinal  Section  iKinsey-Thomas 
Foundation!  of  the  Medical  Clinic.  University  Hospital. 
University  of  Pennsylvania,  Philadelphia. 


lowest  portion  is  the  posterioi-  wall  of  the 
fundus  and  the  uppermost,  the  portion  of  the 
stomach  which  overlies  the  verteltral  coiiimn, 
the  distal  antrum.  This  means  that  when  the 
patient  lies  in  the  supine  position,  gastric 
secretions  and  ingested  food,  tluid  or  medi- 
cation pool  in  the  fundus.  Unless  the  pa- 
tient is  turned  on  his  right  side  or  assumes 
a semi-Fowlei-  position,  stagnation  of  gasti'ic 
content  in  tlie  fundus  may  give  rise  to  an- 
ore.xia,  nausea,  regurgitation  and  a failure 
to  obtain  the  expected  effects  of  orally  ad- 
ministered rugs. 

3.  Innervation  of  the  stomach.  The  stom- 
ach has  a double  innervation,  an  extrinsic 
and  an  intrin.sic.  The  extrinsic  consi.sts  of 
the  sympathetic  and  the  parasympathetic 
(vagus).  The  intrinsic  consists  primarily  of 
Auerbach ’s  plexus.  Though  the  results  of 
stimulating  either  set  of  extrinsic  nerves  in 
animals  are  not  always  predictable,  in  gen- 
eral it  is  commonly  accepted  that  the  para- 
sympathetic is  motor  (excitatory)  to  all  of 
the  stomach  except  the  sphincters,  while  the 
sympathetic  is  inhiliitory  to  all  of  the  stom- 
ach except  the  sphincters.  There  exists  a 
feeling  on  the  part  of  some  that  the  pyloiais 
and  the  i-est  of  the  stomach  react  similaidy 
when  their  extrinsic  nerves  are  stimulated. 

B.  Physiologic  Considerations 
1.  Reservoir. 

One  of  the  important  functions  of  the 
stomach  is  that  of  a reservoir.  Ordinarily 
the  stomach  empties  a mixed  meal  in  3(4  to 
4 houi's  at  an  estimated  I'ate  of  10  to  15  cc. 
pel-  minute.  During  this  time,  liypertonic 
materials  are  diluted  to  a proper  concentra- 
tion i^rior  to  their  admission  to  the  small  in- 
testine. When  the  gastrointestinal  tract  is 
de])rived  of  its  gastric  reservoir,  as  after  a 
gastric  resection,  ingested  materials  may 
sometimes  enter  the  intestine  promptly  and 
cause  unpleasant  symptoms  such  as  the  post- 
gastrectomy “dumping"  syndrome  (1),  diar- 


91 


Delaware  State  Medical  .Journal 


:\Iay,  1950 


92 

I'hea,  loss  of  weight  and  other  evidences  of 
malnutrition. 

2.  Secretion 

The  stomach  secretes  acid,  enzymes  and 
mucus.  The  secretion  of  gastric  juice  is  con- 
tinuous and  amounts  to  about  2500  cc.  in  24 
hours;  seci'ction  occurs  during  the  night  as 
well  as  during  and  between  meals.  Night 
secretion  of  iluodenal  ulcer  patients  is  larger 
in  volume  and  higher  in  acidity  than  in 
normal  sul)jects.  (2).  Numerous  measui'es 
can  l)c  employed  to  control  acidity  during 
the  waking  houi-s,  but  a lot  of  the  good  ac- 
complished during  the  daytime  may  be  un- 
done during  the  night  when  the  patient  is 
asleep.  The  \mneutralized  acid,  secreted 
during  the  night,  should  be  kept  in  mind  in 
the  management  of  peptic  ulcer  patients,  par- 
ticularly those  having  night  pain. 

llydi'ochloi'ic  acid  is  secreted  by  the  pa- 
I'ietal  cells  of  the  i)roximal  stomach  at  a con- 
centration of  abo\;t  0.5  per  cent.  This  fact 
must  be  taken  into  considei-ation  when  pei'- 
forming  gastric  I'esection,  because  if  an  ade- 
(piate  amount  of  the  secretory  tissue  is  not 
i-esected,  acid  may  continue  to  be  seci-eted  at 
a considerable  rate  to  give  rise  to  peptic  id- 
cei-ation  of  a susceptible  jejunal  mucosa.  In 
the  opei-ation  of  simple  gasti'oenterostomy, 
failui-e  to  decrease  the  size  of  the  acid-seci’ct- 
ing  area  of  the  stomach  has  been  one  of  the 
factors  I'c.sponsible  for  a high  incidence  of 
mai-ginal  idcer. 

The  pyloric  region  is  the  site  of  formation 
of  the  gasti-ic  secretory  hormone  when  gas- 
tric secj'etogogues  (foodstutfs)  contact  the 
mucosa  of  this  area.  It  is  for  this  reason 
that  this  ai'ea  should  also  be  resected  in  the 
surgical  ti'catment  of  duodenal  ulcer. 

Phases  of  Gastric  Secretion 

Thei'c  are  thi“ce  phases  of  gastric  secretion 
— a)  nervous  or  psychic,  b)  chemical  or  hor- 
monal and  c)  intestinal. 

a)  Nervous  phase.  The  nervous  j)hase 
con.sists  of  the  gasti'ic  juice  secreted  in  i-e- 
si)onse  to  the  looking  forward  to  an  ap])ctiz- 
ing  meal  as  well  as  that  which  is  increased 
in  amount  and  acidity  in  pe])tic  ulcer  i>a- 
tients.  The  imiiulses  responsible  for  this 
phase  of  gastric  secretion  ai-ise  in  the  central 
nei'vous  sy.stem  and  reach  the  stomach  by  way 
of  the  vagus  nerves,  conseciuently  the  o])er- 


ation  of  vagotomy  was  devised  for  the  pur- 
pose of  eliminating  this  phase  of  gasti-ic  se- 
ci'etion.  The  “completeness”  of  the  destnic- 
tion  of  the  vagal  innei'vation  of  the  stomach 
is  tested  for  clinically  by  inducing  hypogly- 
cemia by  means  of  imsidin.  Twenty  units 
of  regular  insulin  are  injected  intravenously. 
In  30  to  45  minutes  the  blood  sugar  attains 
hypoglycemic  levels  and  acid  gastric  juice 
is  secreted  at  a rapid  rate.  The  response 
does  not  occur  if  the  gasti'ic  bi-anches  of  the 
vagi  have  been  destroyed. 

b)  Gastric,  humoral  or  chemical  phase 
consists  of  the  gastric  juice  sec]'cte<l  in  i-e- 
si)onse  to  the  chemical  presence  of  food  in 
the  stomach.  The  food  in  some  mannei-  i‘c- 
acts  with  the  mucosa  of  the  pyloi-ic  end  to 
produce  a .substance  whose  exact  nature  is 
uncei'tain  but  which  enters  the  blood  sti'eam 
and  causes  paiietal  cells  to  secrete  hydro- 
chloric acid.  The  gastric  phase  is  tested  for 
by  the  administration  of  a test  meal  oi-  of 
alcohol  (50  cc.  7%),  or  by  an  injection  of 
histamine  (0.3  cc.  1/1000).  Meat  and  espe- 
cially meat  extracts,  stimulate,  while  fats 
inhibit  the  chemical  phase  of  seci-etion.  (’ar- 
bohydrate  exerts  no  intluence. 

c)  Intestinal  phase  con.sists  of  the  gastric 
juice  scci'eted  in  response  to  the  pi-eseiice  of 
products  of  gastric  digestion  in  the  duodenum 
and  small  intestine ; it  is  humoi-al  and  is  not 
abolished  by  vagotomy.  The  intestinal  phase 
is  responsible  to  a lai-gc  extent  for  interdi- 
gestive secretion. 

Gastric  Analysis 

r.sefid  information  can  be  obtained  from 
the  i)rocedure  of  fractional  gastric  analysis 
but  only  if  it  is  properly  cariaed  out.  KSaliva 
should  not  be  swallowed  diuang  its  perform- 
ance because  salivary  mucus  can  absorb  free 
hydrochloric  acid  and  mask  a hyperchlor- 
hydria.  The  tip  of  the  tube  should  be  in 
the  antrum.  The  samples  of  gastric  juice 
should  be  filtered  and  titrated  pi-omptly  be- 
cause, on  standing,  hydrochloric  acid  tends 
to  disappear  as  a result  of  lunitralization  or 
absoi'ption  by  the  test  meal  and/oi’  mucus. 
What  can  be  learned  from  a gastric  analysis. 

1.  Volume  and  character  of  fasting  con- 
tents. 

a)  The  volume  of  fasting  contents 
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should  not  be  greater  than  50  ee.  This 
may  be  increased  in  spastic  or  or- 
ganic obstructive  states  of  the  gas- 
tric antrum,  pylorus  or  proximal 
duodenum. 

b)  The  aspiration  of  food  eaten  8 to  12 
hours  previously  is  likewise  indica- 
tive of  interference  with  proper  gas- 
tric emptying. 

c)  Presence  of  altered  blood  gives  a 
“coft'ee-ground”  appearance  and  in- 
dicates the  presence  of  a lesion  which 
is  oozing  blood.  The  presence  of 
bright  red  blood  is  usually  due  to 
trauma  of  the  procedure. 

2.  Degree  of  gastric  acidity.  In  our  clinic 
we  consider  values  in  excess  of  40  60 
clinical  units  as  indicative  of  hyperacid- 
ity, and  below  20/60  clinical  units,  of  hy- 
poacidity. Such  values  are,  of  course, 
arbitrary. 

a)  Hyperacidity.  Hyperacidity  may 
be  encountered  in  the  following  clinical 
conditions : 

1)  Peptic  ulcer  (acidity  is  usually  low- 
er in  association  with  gastric  than 
duodenal  ulcer).  Free  hydi'ochloric 
acid  must  be  present  before  an  irlcer 
can  be  considei'ed  peptic  in  origin. 
The  presence  of  free  hydrochloric 
acid,  however,  does  not  rule  out  a 
malignant  etiology. 

2)  In  the  majority  of  cases  of  chronic 
superficial  and  hypertrophic  gas- 
tritis. 

3)  In  individuals  subjected  to  emotion- 
al disturbances,  particularly  am- 
bitious, energetic  persons  Avho  have 
heavy  responsibilities,  worries  and 
anxieties.  We  routinely  place  such 
individuals  on  a peptic  ulcer  regi- 
men for  prophylactic  purpo.ses. 

b)  Hypoacidity.  Hypoacidity  may 
be  encountered  in  the  three  forms  of  chronic 
gastritis  and  in  some  ca.ses  of  gastric  carci- 
noma. 

c)  Achlorhydria.  Two  types  of 
achlorhydria  are  encountered,  relative 
and  absolute.  By  relative  achlorhydria 
is  meant  the  absence  of  secretion  of 
free  hydrochloric  acid  in  response  to  a 


te.st  meal  but  a satisfactory  response  to 
histamine.  By  absolute  achlorhydria  is 
meant  an  absence  of  free  hydrochloric 
acid  in  response  to  a test  meal  as  well 
as  to  histamine. 

The  incidence  of  achlorhydria  in  ap- 
parently normal  individuals  increases 
with  advancing  age  (30  per  cent  at  70 
years).  Its  existence  is  compatible 
with  a healthy  life.  It  is  also  encount- 
ered in  100  per  cent  of  pernicious  anem- 
ia cases,  in  the  majority  of  patients  with 
chronic  atrophic  gastritis  (usually  a 
large  amount  of  gastric  mucus  is  pres- 
ent in  the  fractions  of  gastric  juice),  in 
a small  proportion  of  chronic  super- 
ficial and  hypertrophic  gastritis  cases, 
in  gastric  polyposus.  and  in  about  60 
to  70  per  cent  of  cases  of  gastric  car- 
cinoma. The  demonstration  of  an  achlor- 
hydria in  association  with  an  ulcer 
crater  usually  means  that  the  ulcer  is 
malignant.  No  procedure  short  of  mi- 
croscopic examination  of  the  lesion 
should  reverse  such  an  opinion. 

3.  Gastric  emptying  time. 

Ga.stric  analysis  and  the  use  of  a te.st 
meal  may  be  employed  to  study  the 
emptying  time  of  the  stomach.  If  the 
amount  of  residue  remaining  2 hours 
after  an  oatmeal  gruel  te.st  meal  ex- 
ceeds 20-30  cc..  one  can  as.sume  that  the 
emptying  time  is  prolonged.  To  prop- 
erly use  the  procedure  for  estimating 
the  gastric  emptying  time,  the  presence 
of  the  tip  of  the  tube  in  the  antrum  and 
not  in  the  upper  end  of  the  stomach, 
should  be  insured  by  fluoroscopy. 

3.  Gastric  Motor  Functions 

The  motor  activities  of  the  stomach,  for 
practical  pui-poses,  consist  of  pei'istalsis  and 
tonus.  Both  of  these  influence  gastric  emp- 
tying. 

a)  Peristalsis.  Gastric  motility  can  lie 
studied  either  by  recording  the  changes  in 
pressure  in  a balloon  or  by  roentgen  fluoro- 
scopy. 

The  fundus  does  not  participate  in  the 
fluoroscopic-ally  detectable  peristalsis.  Pei-- 
istalsis,  as  fluoroscopic-ally  observed,  liegins 
about  the  middle  of  the  body.  Bi-oximal  to 
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tlio  middle  of  the  body,  the  motor  aetivities 
are  largely  tliose  of  tomis.  Sinee  th(>  distal 
stomaeh  is  the  motor  eiul.  one  slionkl  not  ex- 
])eet  ilrngs  of  the  type  whieh  stimnlate  »as- 
ti-ie  pei-istalsis  to  evaeuate  a f>asti'ie  remnant 
after  a subtotal  «astrie  resection  when  the 
stoma  fails  to  empty  properly. 

The  lai-ger  portion  of  the  stomach  is  symp- 
tomatically "silent.”  All  of  the  greatei- 
curvature,  except  a short  portion  near  the 
pylorus  whei-e  a lesion  can  i-eadily  produce 
obsti-uction,  and  much  of  both  walls,  partic- 
ulai-ly  ill  the  cardiac  portion,  give  rise  to  no 
symptoms  unless  a lesion  bleeds,  penetrates 
or  attains  sufficient  size  to  iiroduce  obstruc- 
tion. It  is  in  the  motor  portion  of  the 
stomach  or  at  the  pyloric  end  where  me- 
chanical obstruction  may  readily  occur,  that 
lesions  cause  derangement  of  motility  and 
give  rise  to  symptoms. 

Hypermotility  may  lie  encountered  in  as- 
sociation with  duodenal  ulcer,  in  vagotonic 
individuals,  as  a result  of  drugs — urecholine, 
jmistigmine,  etc.,  and  in  pyloric  obstruction. 
In  the  latter  condition,  the  hyperactive  per- 
istalsis may  sometiiiu's  be  visible  through  the 
abdominal  wall. 

Hyjiomotility  may  be  encountered  in  a.s- 
soeiation  with  excessive  sympathetic  nervous 
system  activity,  following  "complete”  va- 
gotomy, and  aft(‘r  effective  spasmolytic 
drugs. 

b)  Gastric  emptying.  (Jastric  emptying 
may  be  intinenced  by  several  factors.  These 
include — 

1.  Bulk  of  upper-small-intestinal  content. 
The  moi-e  matei-ial  ijresent  in  the  duo- 
denum and  up])er  small  intestine,  the 
moi'e  the  emptying  time  is  pi’olonged. 
Duodenal  stasis  is  usually  associated 
with  delayed  gastric  emptying. 

2.  Osmotic  pressure  of  gastric  content. 
.Normally  hyj)ertonic  solutions  remain 
in  the  stomach  until  they  are  dihited. 
Fifty  cc.  of  50  ]>er  cent  glucose  solution 
may  dilute  to  400  cc.  before  it  leaves. 
This  dilution  of  hypertonic  solutions  is 
a ])i-otective  mechanism  which  ])revents 
hy])ertonic  solutions  from  entering  the 
small  intestine  where  they  may  give 
rise  to  troublesome  symptoms,  such  as 


the  "dumping”  .syndrome,  diai-rhea  and 
failure  to  gain  weight. 

Hypertonic  solutions  may  enter  the 
small  intestine  promptly  from  some 
achlorhydric  stomachs,  in  cases  of  duo- 
denal ulcer  associated  with  hypeiauo- 
tility,  and  at  times  after  subtotal  ga.sti-ic 
i-esectiou  when  the  gastroentei’ostomy 
an-angement  does  not  pei-mit  the  gas- 
tric 1‘emnant  to  retain  ingested  food 
materials. 

3.  Motility  of  the  stomach.  All  the  fac- 
to)-s  which  influence  ga.sti'ic  motility  al- 
so influence  gastric  emptying  time  cor- 
respondingly. 

4.  Natm-e  of  material  in  stomach.  Water 
leaves  almost  immediately;  a bai-ium 
meal,  2 hours  {IY2  ^ hours);  a 
mixed  meal.  3 - 4I/0  hours;  cai'bohy- 
di-ates  leave  moi-e  rapidly  than  pro- 
teins, which  in  tuni  leave  more  rapidly 
than  fats.  Delayed  emptying  can  be 
one  of  the  causes  for  the  indigestion 
some  people  complain  of  after  eating 
fatty  foods.  Alkaline  sohitions  leave 
moi-e  rapidly  than  acid  solutions. 

5.  Organic  lesions  or  spasm  at  outlet  of 
stomach. 

C.  Influence  of  Drugs  on  Gastric  Acidity 

The  volume  of  gastric  juice  secreted,  but 
not  its  acidity,  can  l)e  effectively  reduced  by 
physiologic  doses  of  atropine  or  dibutoline. 
Pai'a.sympathomimetic  drugs  (iirecholine, 
(mecholyl,  etc.),  alcohol  and  caffeine  in- 
crease gastric  acidity.  The  influence  of 
smoking  is  inconsfant  and  not  agreed  to  by 
all. 

D.  Objectives  in  the  Management  of 
Duodenal  Ulcer 

The  local  ])hysiologic  abnormalities  in  un- 
complicated duodenal  ulcei'  consist  of:  hy- 
pertonus, hypeiTiiotility  and  hypersecretion. 
In  addition,  there  is  iisually  present,  bi;t  not 
always  readily  discovei-able,  psychogenic  dis- 
tui'bances  or  emotional  upheavals  which 
play  a large  I’ole  in  the  development  and 
])ropagation  of  the  ulcer. 

The  ideal  management  of  a duodenal  ulcei’ 
l)atieut  should  therefore  eomsist  of  a regimen 
aimed  at  cori-ecting  the  abnormalities.  They 
include : 

1.  Discover  and  help  the  patient  handle 
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successfully  the  psychogenic  motivating  fac- 
tors in  the  disease.  Before  the  patient  is 
told  what  to  eat,  the  physician  should  try 
to  find  out  what  is  “eating”  the  patient.  This 
is  an  individual  problem  which  usually  can 
be  handled  by  the  physician  but  occasionally 
the  help  of  a psychiatrist  may  be  necessary. 
Once  the  problem  is  discovered,  the  patient 
must  be  helped  to  solve  it.  It  may  require 
his  removal  from  the  responsible  environ- 
ment, a change  of  jobs,  etc.  The  purpose  of 
this  aspect  of  handling  peptic  ulcer  patients 
is  to  lessen  the  psychic  or  nei'vons  secretion. 
If  the  problem  cannot  be  discovered  or 
handled  successfully,  small  i-egular  doses  of 
a barbiturate  may  be  very  helpful. 

2.  Diet.  The  dietary  should  be  bland  in 
character.  Three  main  meals  with  “inter- 
val” feedings  constitute  the  usual  regimen. 
The  feedings  should  not  be  too  large  and 
should  be  frequently  adndnistered  (every  1 
to  2 hours)  so  as  to  prevent  the  stomach  from 
becoming  empty  and  exposing  the  ulcer  to  a 
bath  of  highly  acid  gastric  juice.  In  some 
instances,  especially  those  with  night  pain, 
the  feedings  may  have  to  be  administered 
around  the  clock. 

The  feedings  should  contain,  when  prac- 
tical, a fair  proportion  of  fat  so  as  to  take 
advantage  of  its  depressant  effect  on  gastric 
secretion  as  well  as  motility.  They  should 
be  free  of  foods  (meat  extracts,  etc.)  which 
stimulate  hydrochloric  acid  secretion. 

3.  Antacids  are  not  necessary  in  the  ma- 
jority of  cases.  They  can  be  used,  in  lieu 
of  interval  feedings,  when  it  is  not  desirable 
to  include  a high  proportion  of  fat  in  the 
diet  from  the  standpoint  of  patient’s  gaining 
too  much  weight,  in  patients  with  hyper- 
cholesterolemia, and  at  bedtime  in  individ- 
uals having  night  pain.  When  an  antacid 
is  used,  it  should  lie  insoluble,  cause  neither 
constipation,  diarrhea  or  an  acid  rebound. 

4.  Belladonna  drugs  are  not  necessary  in 
the  average  case.  They  may  be  used  in 
physiologic  doses  in  individuals  with  persis- 
tent pain  due  to  penetration,  and  at  bedtime 
in  those  having  night  pain. 

5.  Alcohol  and  coffee  are  restricted  because 
they  increase  gastric  acidity. 

6.  Smoking.  I,  personally,  do  not  prohibit 
smoking  unless  there  is  clear-cut  relationship 


between  the  smoking  of  a cigarette  and  the 
precipitation  of  pain.  I have  never  yet  seen 
a peptic  nicer  fail  to  heal  because  the  pa- 
tient smoked;  usually  other  reasons  wei'e 
pi'esent.  Prohibition  of  smoking  makes  some 
individnals  moi-e  nervous. 

E.  Effect  of  Vagotomy  on  Gastric  Motor 
Function 

The  changes  in  gastric  motor  physiology 
which  follow  a “complete”  vagotomy  in- 
clude : a decrease  in  tonus,  abolition  of  peris- 
talsis and  gasti'ic  retention.  The  gastric,  re- 
tention is  often  troublesome.  The  effect  of 
vagotomy  on  the  pyloiais  is  not  settled.  The- 
oretically it  should  be  iu  spasm  but  time  and 
fni'ther  observation  may  demonstrate  that 
it  is  not. 

Gastric  peristalsis  and  emptying  can  be 
temporarily  restored  by  urecholine  adminis- 
tered subcutaneously  or  orally  before  each 
of  the  main  meals  of  the  day  (3).  The  usual 
dose  of  parentei'al  urecholine  is  froiy  5 to  10 
mg. ; while  the  effective  oral  dose  has  to  lie 
determined  and  may  be  as  large  as  50  mg. 
Summary 

An  attempt  has  lieen  made  to  point  out 
some  of  the  practical  applications  of  the 
physiologic  functions  of  the  stomach  as  well 
as  to  indicate  when  such  functions  are  dis- 
turbed by  pathologic  lesions  and  vaiaous 
surgical  procedures  iierformed  on  the 
stomach. 

REFERENCES 

1.  Machella.  T.  E. : The  Mechanism  of  the  Post-Gastrec- 

tomy “Dumping”  Syndrome,  Ann.  Surg.  i;iO:  145,  1949. 

2.  Levin,  E.,  Kirsner,  J.  B.,  Palmer,  W.  L.  and  Butler,  C.: 

Nocturnal  Gastric  Secretion,  Gastroenterol.,  10:  939, 

1948. 

3.  Machella,  T.  E.:  Gastrointestinal  Motility  Following 

Vagotomy  and  the  Use  of  Urecholine  for  the  Control 
of  Certain  Undesirable  Phenomena.  Gastroenterol., 
11:  426,  1948. 

PATHOLOGICAL  ASPECTS 

William  E.  Ehrich,  i\I.  D.,  * 
Philadelphia,  Pa. 

I should  first  like  to  say  a few  words  about 
the  pathology  of  (/a.stritis. 

Our  study  of  this  disease  was  greatly  handi- 
capped in  the  ])ast  by  the  fact  that  the  ])ep- 
tie  chyme  of  the  stomach  has  a strong  digestive 
effect.  This  situation  changed  only  when  the 
"■astroscope  was  introdiieed  permitting  direct 
insiiection  and  bioiisy  of  the  living  mucosa. 
If  we  compare  the  x-ray  and  gastroscopic  di- 

•Professor  of  Pathology.  Graduate  School  of  Medicine. 
University  of  Pennsylvania. 
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asruoses  made  durin<>-  the  war  in  200  dispeptic 
soldiers  in  the  British  army,  we  can  see  that 
the  sjastroseopie  method  was  IS  times  as  ef- 
tieient  as  the  roentji'enologieal  one  in  gastritis, 
and  twice  so,  in  gastric  ulcer.  We  don't  have 
enough  material  yet  for  a new  ajipraisal  of 
the  pathology  of  this  disease. 

(iastritis  may  be  divided  into  acute  and 
chronic  gastritis.  Once  in  a while  we  see  a 
l)atient  who  has  a so-called  phlegmon  of  the 
stomach.  This  is  a si)reading  infection  caus- 
ed by  staphylococci  or  streptococci.  Occa- 
sionally we  encounter  a gastritis  caused  by  cor- 
rosive ])oisons,  and  here  and  there  we  see  a 
ca.se  of  hemorrhagic  gastritis  due  to  toxic  in- 
fectious diseases  such  as  diphtheria  or  in- 
fluenza. The  bleeiling  from  the  stomach  in 
hemorrhage  gastritis  is  apparently  due  to  a 
local  disturbance  in  the  mucosa  because  there 
may  be  no  change  in  the  coagulation  mechan- 
ism of  the  blood. 

Chronic  gastritis  is  usually  divided  into  a 
hypertro])hic  and  atro])hic  type.  On  the  Con- 
tinent and  in  Kngland,  they  are  known  also 
as  ulcer  gastritis  and  cancer  ga.stritis.  Hyper- 
trophic 01'  ulcer  gastritis  is  characterized  by 
thickening  of  the  mucosa  due  to  hyi)erplasia 
of  the  glands  and  the  |»resence  of  edema  and 
abundant  j)lasma  cells  and  other  leucocytes. 
It  is  seen  chiefly  in  the  i)yloric  region  of  the 
stomach.  Ilyi)ertroj)hic  gastritis  is  called  ul- 
cer gastritis,  because  it  is  the  type  which  is 
so  frequently  associated  with  ulcer.  It  is  the 
soil  in  which  ulcer  develoj)s.  It  is  imi)ortant 
to  remember  that  ulcer  gastritis  may  show  the 
symptomology  of  ulcer  without  an  ulcer  being 
l)resent.  For  doubtful  cases,  gastroscopic  ex- 
amination may  be  heli)ful. 

The  other  chronic  gastritis,  atro])hic  gas- 
tritis, is  often  seen  with  cancer.  However, 
there  are  cancel's  which  are  not  associateel  with 
atrophic  gastritis,  as  was  pointed  out  by  the 
previous  sjieaker.  The  relatiomshij)  between 
atroiihic  gastritis  and  cancer  is  not  clear. 
There  are  some  who  believe  that  this  gastritis 
is  a soil  which  predisposes  to  cancer.  How- 
ever, Dr.  Stewart  of  the  Memorial  Hosjiital, 
who  has  made  an  excellent  study  of  the  con- 
nection between  the  two,  found  that  after  40 
atrophic  gastritis  is  almost  as  common  in  jia- 
tients  without  cancer  as  in  those  that  have 


cancer.  He  found  no  evidence  that  the 
atrojihic  gastritis  is  a iire-cancerous  condition. 

Let  us  turn  now  to  the  pathology  of  gastric 
ulcer.  As  in  gastritis,  we  distinguish  acute 
and  chronic  types.  There  are  the  acute  so- 
called  hemorrhagic  erosions  of  the  mucosa — 
due  to  injury  of  the  stomach  by  chemical  or 
jiliysical  forces  or  due  to  blood  dyscrasias. 
These  ulcerations  usually  heal  very  promptly, 
although  occasionally  they  go  on  to  more  se- 
vere lesions. 

More  interesting  than  the  erosions  are  the 
so-called  acute  ulcers.  Typical  examples  are 
Furling 's  ulcers  in  severe  burns.  You  may  re- 
member the  (,'ocoanut  drove  fire  in  Boston 
where  half  of  the  patients  had  clinical  evi- 
dence of  Curling’s  ulcers.  Pathological  stud- 
ies of  the.se  ulcers  have  shown  that  in  a ma- 
jority of  ca.ses  they  are  located  in  the  duo- 
denum. Only  17%  were  found  in  the  stom- 
ach alone. 

The  nature  of  acute  ulcers  is  well  explained 
by  the  alarm  reaction  of  Dr.  Selye.  It  has 
been  shown  that  many  alarm-reacting  stimuli 
may  produce  acute  ulcers  in  stomach  and  duo- 
denum. In  fact,  it  .seems  likely  that  the  ma- 
jority of  the  acute  ulcers  of  the  stomach  are 
cau.sed  by  this  reaction. 

How  the  alarm  reaction  ])roduces  ulcers,  is 
not  clear.  It  is  known  that  it  destroys  lym- 
phoid cells,  the  excretory  cells  of  the  pancreas 
and  of  the  salivary  glands,  and  others.  It 
destroys  cells  that  are  rich  in  nucleic  acids, 
])articularly  pentosenucleic  acid,  and  this  may 
be  one  of  the  reasons  why  the  mucosa  of  the 
stomach  is  affected  also. 

In  contrast  to  the  acute  ulcers,  chronic  pep- 
tic ulcers  are  usually  .solitary.  According  to 
recent  statistics  multii)licity  occurs  in  not 
more  than  18%  of  the  ca.ses.  Clinicians  usual- 
ly claim  that  most  jieptic  ulcers  are  located 
in  the  duodenum,  whereas  the  pathologists 
state  that  gastric  ulcer  is  more  common  than 
duodenal  ulcer.  A .study  at  the  Philadeljihia 
Ceneral  Hospital  of  30,000  autojisies  revealed 
a total  of  548  ulcers.  Duodenal  ulcers  were 
4 times  as  frecpient  as  gastric  idcers. 

In  the  textbooks  of  pathology  one  can  also 
see  that  males  are  ten  times  as  freipiently  af- 
fected as  females.  In  our  material,  males 
were  only  twice  as  often  affected  as  females. 
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]\Iay  be  that  the  figures  seen  in  textbooks  were 
carried  over  from  previous  decades  or  even 
the  last  century.  If  so,  we  may  assume  that 
a change  has  taken  place  in  the  incidence  and 
occurrence  of  peptic  ulcer. 

It  is  interesting  that  no  difference  in  inci- 
dence of  peptic  ulcers  was  found  between  the 
colored  and  the  white  population.  This  ob- 
servation is  contrary  to  present  beliefs. 

The  cause  of  peptic  ulcer  shall  not  be  dis- 
cussed here.  Hyperacidity  which  is  often 
blamed  as  being  the  primary  cause,  is  appar- 
ently merely  a sustaining  factor,  for  it  doesn ’t 
explain,  for  instance,  why  these  ulcers  occur 
chiefly  on  the  lesser  curvature,  other  portions 
of  the  stomach  being  equally  exposed  to  the 
chyme.  However,  from  the  practical  point  of 
view',  hyperacidity  remains  an  important  fac- 
tor, because  it  has  to  be  eliminated  if  gastric 
ulcer  is  to  heal. 

Now  a few  words  about  the  cpiestion  of 
ulcer-carcinoma.  You  may  remember  that  Mc- 
Carthy and  Broders  in  1911  claimed  that  two- 
thirds  of  all  ulcers  became  carcinoma.  The 
paper  was  only  three  pages  long  and  it  had  38 
illustrations.  The  latter  showed  peptic  ulcers 
with  glandular  proliferations  at  their  borders 
which  were  interpreted  as  pre-cancerous  les- 
ions. Subsequent  studies  have  shown  that 
this  interpretation  was  erroneous.  It  was 
pointed  out,  for  instance,  that  ulcer  of  the 
stomach  occurs  chiefly  in  the  lesser  curvature 
whereas  carcinoma  is  seen  chiefly  in  region 
of  the  pylorus  and  pre-pylorus.  The  differ- 
ence in  distribution  becomes  even  clearer 
when  we  consider  that  duodenal  ulcers  are 
more  common  than  gastric  ulcers,  while  duo- 
denal carcinoma  in  the  position  where  duo- 
denal ulcers  occur  is  exceedingly  rare. 

There  seems  to  be  no  relationship  between 
these  two  conditions,  and  yet  occasionally  we 
see  an  ulcer  which  is  carcinomatous.  Are 
these  true  ulcer-carcinomas?  The  pathologists 
who  have  studied  these  lesions  particularly 
the  Boston  and  the  New  York  group  of  path- 
ologists — all  agree  fairly  well  that  they  are 
not  primary  ulcers  which  turned  into  carci- 
noma, but  that  they  are  mostly  carcinomas 
which  underwent  ulceration.  Carcinoma  con- 
sists of  abnormal  epithelial  cells  which  may 
be  more  vulnerable  to  the  peptic  chyme  than 


normal  epithelium,  which  may  well  explain 
secondary  ulceration  of  carcinoma. 

It  was  pointed  out  by  the  previous  speaker 
that  carcinoma  in  a good  many  cases,  may  be 
in  10  per  cent  of  the  cases,  gives  a typical 
history  and  the  functional  disturbances  of 
peptic  ulcer  rather  than  of  earcinoma.  This 
may  be  another  reason  for  the  idea  that  pep- 
tic ulcer  may  be  a precancerous  condition. 

There  are  other  lesions  in  the  stomach 
which  must  be  considered  in  relation  with 
carcinoma.  The  most  important  of  these  are 
the  polyps  of  the  stomach.  These  are  observ- 
ed in  about  2 per  cent  of  all  gastroscopies. 
IMost  polyps  are  solitary,  but  occasionally  they 
are  multiple  and  fill  the  whole  interior  of  the 
stomach. 

What  is  the  relationship  between  polyps 
and  carcinoma  in  the  gastro-intestinal  tract? 
Most  observers  believe  that  adenomatous 
polyps  and  carcinomas  are  closely  related, 
that  is  to  say,  that  the  polyps  which  are  made 
up  of  proliferating  epithelium  are  precancer- 
ous.  However,  there  seems  to  be  a difference 
in  degree  of  the  precancerous  state.  The 
deeper  in  the  intestinal  tract,  the  more  pre- 
cancerous. 

The  superficial  layers  of  a polyp  frequent- 
ly show  anaplastic  changes  which  are  in- 
terpreted as  cancer  in  situ.  It  should  be  clear 
that  these  don't  require  drastic  measures  as 
long  as  there  is  no  invasion.  It  should  also 
be  clear  that  the  anaplastic  cells  are  easily 
picked  up  in  a Papanicolai  smear  and  thus 
could  lead  to  an  erroneous  diagnosis. 

Among  the  less  common  tumors  of  the 
stomach  myoma  is  perhaps  the  most  note- 
worthy. It  behaves  much  like  leiomyomas 
elsewhere.  It  is  usually  benign,  but  once  in  a 
while  undergoes  malignancy  to  become  a myo- 
sarcoma. Fortunately,  this  happens  rarely. 
I have  seen  only  one  such  case,  and  that  was 
referred  to  us  from  elsewhere. 

Other  benign  tumors  include  lipomas,  hem- 
angiomas and  neurofibromas,  all  of  which  are 
rare. 

Finally,  if  should  be  mentioned  that  the 
stomach  may  be  seat  of  lymphoblastomas,  i.  e., 
reticulnm  cell  sarcoma  and  Hodgkin's  disease. 
In  fact,  lymphoblastoma  is  the  most  common  of 
the  gastric  malignancies  of  non-epithelial 
origin.  The  literature  contains  over  500  such 
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cases,  and  it  is  estimated  that  tliey  occur  once 
in  a hundreil  carcinomas. 


RADIOLOGICAL  ASPECTS 

1’HII.IP  d.  IIODES,  51.  I).,  * 
Pliiladelpliia,  Pa. 

(Ed.  Note  — Dr.  Modes  pre.sented  the  x-ray 
diagnosis  of  many  ••astric  lesions  and  dis- 
cussed tlieir  differential  diagnosis.  The 
douRXAL  regrets  its  inability  to  publisli  these 
excellent  pictures.) 


SURGICAL  ASPECTS 

doXATHAX  E.  Khoads,  51.  I)., 
Philadeli)hia,  Pa. 

The  sui'<>eon  has  too  loufj'  thought  of  gas- 
ti-ic  lesions  as  eithei-  peptic  ulcers  or  car- 
cinoma. Other  lesions  of  the  stomach  occur 
and  desei-ve  cai-eful  consideratio]i  in  diag- 
nosis and  in  making  decisions  about  treat- 
ment. The  {presentations  of  Dr.  51achella, 
Dr.  Ehrich  and  Dr.  Modes  have  emphasized 
Miis.  I would  like  to  discuss  one  phase  of 
the  diagnostic  pi-oblem,  the  use  of  the  elec- 
ti-ogasti-ogi-am,  and  then  pimceed  to  a consid- 
ei-ation  of  the  indications  for  sui-gery  and  of 
what  .sui-gery  has  to  offei-  for  patients  with 
gastric  lesions. 

The  electi'ogasti-ogi'am  is  essentially  a rec- 
oi'd  of  the  voltage  develojped  by  the  gastric 
mucosa  dui-ing  the  pei-iod  of  observation.  An 
essential  feature  of  the  test  is  the  adminis- 
t ration  of  a milk  meal  and  observations  on 
the  electrical  response  to  this  meal.  The 
background  of  the  test  is  a long  series  of 
{physiological  ex{)eriments  on  the  electrical 
(‘iicrgy  develo{Pcd  in  the  stomach  begipining 
about  .six  decades  ago.  The  a{){)lication  of 
this  information  to  the  diagnosis  of  cancer 
was  made  by  Di-.  Edmund  (ioodmau  (li  who 
{published  a {Pi-elimiuai'v  study  in  1942. 

The  test  is  d(Piie  (Pii  a fasting  stppmach.  The 
gasti-ic  electi'(P(l(‘  cppiisists  (pf  an  (Pi-dinaiy 
Imvine  tube,  the  end  <pf  which  has  been  cut 
(pff  and  filled  with  a little  rubbep*  .s{)onge. 
The  1ub('  and  s{p(png(‘  are  filled  with  0.10 

•Professor  of  Clinical  Radiology.  University  of  Penn- 
sylvania. 

••From  the  Harrison  Department  of  Surgical  Research. 
School  of  Medicine.  University  of  Pennsylvania,  and  the 
Surgical  Service  of  the  Hospital  of  the  University  of 
Pennsylvania. 

•••Professor  of  Surgery.  University  of  Pennsylvania. 


normal  hydrochloric  acid  and  the  tube  is 
{placed  so  that  the  end  of  it  lies  against  the 
gastric  mucosa  opposite  the  e.sophageal  open- 
ing. (Fig.  1).  Preferably,  its  {Position  should 
be  checked  flu(Prosc(P{pically.  The  electrodes 
are  connected  to  the  a{i{)aratus  and  a base 
line  (pbtained  ftpr  a {peritpd  of  fifteen  minutes. 

1 i-regularity  tpf  the  base  line  indicates  ga.s- 
tric  pathtphpgy.  In  our  experience,  the  fall- 
ing base  line  makes  it  difficult,  if  lupt  ini{)os- 
sible,  t(P  interpret  the  record.  Mowever,  if 
ihe  base  line  dcpes  lupf  fall  too  much,  the  {)a- 


FIG.  1 


tient  is  given  200  cc.  of  milk  to  drink  at  the 
end  of  fifteen  minutes  and  the  response  ob- 
served. Normally,  the  response  begins  with- 
in (Pile  minute  and  there  is  an  increase  in 
the  negative  voltage  in  the  stomach  of  more 

FIG.  2 

TYPICAL  ELrCTROGASTROGRAMS. 
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than  three  millivolts  and  moi'e  than  thi-ee 
minutes  elapse  before  the  eleetiieal  potential 
returns  to  the  preceding  level.  Typical  re- 
sponses are  shown  in  Fig.  2.  The  method,  as 
I have  described  it,  is  a modification  of  that 
devised  by  fioodman  and  was  developed  by 
Dr.  Philip  Sawyer  (2)  at  the  University  of 
Pennsylvania. 

Sawyer  carried  out  the  test  in  106  pa- 
tients, in  addition  to  twenty  normal  controls. 
Normal  readings  were  obtained  in  all  of  the 
controls.  In  the  group  of  106  patients,  it  was 
necessary  to  discard  the  tracings  as  uninter- 
pretable  in  nine  or  8.5  per  cent.  Thirty  of 
the  remaining  patients  came  to  operation  and 
were  proved  to  have  carcinoma.  The  test 
was  correct  in  87  per  cent  of  these  thirty  pa- 
tients. The  remaining  67  patients,  either 
came  to  operation  and  were  demonsti'ated  to 
have  benign  lesions,  or  were  concluded  to 
have  benign  lesions  on  the  basis  of  other  ob- 
servations and  on  the  basis  of  their  subse- 
quent course.  The  test  was  correct  in  88 
per  cent  of  the  patients  who  did  not  have 
malignant  disease.  It,  therefore,  is  not  to 
be  relied  upon  for  the  positive  diagnosis  of 
cancer  of  the  stomach,  but  it  may  be  of  value 
as  a screening  test  and  when  positive, 
thorough  stiuly  of  the  patient  is  indicated. 

The  great  problem  confronting  clinicians, 
when  a gastric  ulcer  is  demonstrated,  is  to 
decide  whether  it  is  malignant.  The  distri- 
bution of  the  benign  and  malignant  gastric 
ulcers  is  not  sufficiently  different  to  proAude 
a satisfactory  basis  upon  which  to  make  this 
decision.  In  the  past,  it  has  been  customary 
to  accept  the  roentgenological  iirterpreta- 
tion  at  once  when  malignancy  is  stroiigiy 
suspected  and,  othei'wise,  to  try  the  patient 
on  medical  treatment  and  only  to  resort  to 
surgery  if  the  ulcer  failed  to  heal.  There  is. 
in  my  mind,  sei'ious  doubt  whether  this  pro- 
cedure may  not  haA'e  been  an  important  con- 
tributory factor  to  the  dismal  re.sults  of  the 
.surgei'y  of  cancer  of  the  stomach.  It  is  sel- 
dom that  the  roentgenologist  can  say  with 
certainty  that  a small  gastric  ulcer  is  malig- 
nant. It  is,  therefore,  the  large  gastric  car- 
cinomas that  are  operated  upon  promptly, 
and  the  smallei-  the  gastric  carcinoma,  the 
more  likely  is  there  to  be  a delay.  We  all 
know  that  the  end  results  of  gastric  carci- 


noma ai'e  miseralde.  Five  per  cent  is  a good 
cross  sectional  figure  for  five  yeai-  cures  and, 
it  has  often  been  said,  that  the  nund^er  of 
sui'geons  who  have  had  as  many  as  one  five 
year  cure  of  gastric  cancer  after  gasti-ic  i-e- 
section  would  comprise  a comparatively  small 
group.  AVere  there  no  five  year  cmres,  one 
might  be  tempted  to  take  the  point  of  view 
that  the  effort  was  useless  and  that  these 
patients  should  be  abandoned  to  their  fate. 
The  splendid  response  of  a few'  of  them,  how- 
ever, has  made  it  seem  well  worthwhile  to  go 
to  an  extensive  effort  in  behalf  of  patients 
wdth  gastric  neoplasms. 

In  the  past,  gastrectomy  has  I)een  a rather 
formidable  pi-ocedui‘e.  While  the  operation 
is  still  a fairly  long  one,  current  moidality 
figures  indicate  that  it  is  no  more  formidable 
than  was  gallbladder  surgery  a few  years 
ago.  The  extent  to  which  the  mortality  of 
this  operation  has  fallen  is  not  widely  ap- 
preciated. 

It  has  been  the  general  experience  that  the 
mortality  is  much  higher  when  carcinoma  is 
pre.sent  than  when  the  operation  has  been 
done  in  benign  conditions.  The  Fahey 
Clinic  (3)  has  reported  a series  of  over 
110  gastrectomies  for  benign  gastric 
ulcers  without  a single  moihality,  and  it  is 
our  opinion  that  the  mortality  in  this  group 
of  eases  can  probably  be  held  down  to  about 
one  per  cent.  In  those  patients  wdth  cancel', 
however,  the  results  of  the  past  have  been 
considerably  worse.  Abrahamson  and  tlin- 
ton  (4)  reported  a group  of  139  patients  with 
gastric  carcinoma  admitted  to  the  Fourth 
Division  of  the  Bellevue  Hospital  in  New 
York,  between  the  years  1939  and  1945.  Only 
19  of  these  patients  had  gastric  resection  and 
of  the  19  only  seven  surAUved  their  hospital 
experience.  As  recently  as  1944,  Pack  (5) 
stated  that  the  mortality  for  operation  for 
gastric  cancer  is  probably  of  the  order  of  8 
to  12  per  cent.  Tables  I.  II,  and  III  shoAv 

TABLE  I 

GASTRIC  CARCIXO.M.A 

(tenoral  Surgical  Service 

Hospital  of  the  University  of  Pennsylvania 
.Ian.  1,  194,5  to  Oct.  1,  1949 


Total  Cases  Admitted  2.3G 

Total  Cases  Explored  210 

Explored  but  not  Resected  88 

Resected  122 

Resectability  Rate  52% 
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TABLE  II 

GASTRIC  CARCINOMA 
General  Sui’sieal  Serviee 
Hospital  of  the  University  of  Pennsylvania 
Jan.  1,  194.-)  to  Get.  1,  194!) 

Hospital  Operative 
Mortality  Mortality 


Number 

% 

All  Cases  Admitted 

236 

Not  Operated  Upon 

26 

40.7 

Operated  Upon  but 

not  Resected 

88 

4.5 

TABLE  III 

GASTRIC  C.ARCINOMA 
General  Snrsieal  Serviee 
Hospital  of  the  University  of  Pennsylvania 
Jan.  1,  1945  to  Oet.  1,  1949 


Operative* 
Number  Mortality 

All  Cases  Resected 

122 

% 

3.2 

Subtotal  Gastrectomy 

106 

2.8 

transabdominal 

92 

2.0 

transthoracic 

14 

7.1 

Total  Gastrectomy 

16  16 

6.3 

•Operative  mortality  is  defined  as  all  deaths  occurring 
in  the  hospital  within  30  days  of  operation  regardless  of 
etiology. 


the  experience  at  the  Hospital  of  the  Uni- 
versity of  Pennsylvania  in  a very  recent  ser- 
ies. There  were  236  iiatients  with  gastric 
cancer  admitted  to  the  surgical  service  be- 
tween 1945  and  Octolier  1,  1949.  Of  this 
group,  all  lint  26  were  operated  upon  and  52 
per  cent  of  the  total  had  some  type  of  gastric 
resection.  Among  the  106  cases  who  had 
subtotal  resections,  there  were  three  ])Ostoiier- 
ative  deaths,  with  a mortality  of  2.8  per  cent. 

In  total  gastrectomy,  the  mortality  exper- 
ience across  the  country  is  higher.  In  the 
earlier  series  it  ran  about  30  per  cent,  in  the 
more  recent  series  16  per  cent,  and  in  the 
last  compilation  of  the  cases  done  by  Long- 
mire  (6),  there  was  but  a single  death  in  a 
series  of  30  patients.  The  experience  at  the 
Hospital  of  the  University  of  Pennsylvania 
with  total  gastrectomy,  between  1945  and 
Octolier  1,  1949,  was  16  cases  and  one  death. 

Undoubtedly,  as  the  operability  and  resec- 
tability rates  go  uji,  we  may  find  that  the 
five  year  cure  rate  among  those  operated  up- 
on may  be  lower  than  in  series  in  which 
only  the  favorable  cases  are  operated  upon, 
however,  there  is  reason  to  hope  that  the 
total  salvage  will  be  increased.  Furthermore, 
a number  of  the  patients  not  cured  may  have. 


nevertheless,  been  made  considerably  more 
comfortable  and  have  had  some  prolongation 
of  life. 

The  usual  operation  for  gastric  carcinoma 
in  our  clinic  now  begins  with  the  great 
omentum,  which  is  carefully  dissected  from 
the  transverse  colon  so  that  it  is  removed 
in  continuity  with  the  gastro-colic  omentum, 
the  stomach  itself,  and  the  gasti’o-hepatic 
omentum.  The  latter  is  divided  very  close 
to  its  hepatic  attachment.  In  most  cases, 
about  one  and  a half  to  two  centimeters  of 
the  duodenum  is  removed.  The  spleen  and 
pancreas  are  left  behind  and  about  a four- 
fifths  resection  of  the  stomach  done,  provid- 
ing that  this  gives  a good  margin  of  normal 
gastric  wall  above  the  tumor.  The  left  gas- 
tric artery  is  usually  divided  close  to  its 
separation  from  the  celiac  axis  so  that  the 
lymph  nodes  around  this  vessel  and  others 
i)i  the  omenta  are  entirely  removed. 

For  subtotal  resection,  continuity  is  gen- 
erally restored  by  the  Hofmeister  modification 
of  the  Polya  operation.  This  permits  removal 
of  the  entire  lesser  curvature  up  to  the 
esophagus  but  leaves  a reasonably  good  sized 
pouch  of  stomach  and  yet  one  small  enough 
to  minimize  the  ])robability  of  a stomal  ulcer. 
If  the  lesion  is  situated  higher  up,  the  trans- 
thoracic approach  is  often  useful,  the  ninth 
rib  is  resected  and  the  thorax  opened  through 
its  bed.  The  diaphragm  is  then  opened  from 
the  esophageal  hiatus  laterally,  and  the  stom- 
ach approached  from  above.  In  this  way,  it 
is  po.ssible  to  remove  the  lower  portion  of  the 
esophagus  and  as  much  of  the  stomach  as  is 
desired.  If  a sufficient  gastric  pouch  remains, 
the  end  of  the  esophagus  is  anastomosed  to 
tlie  anterior  wall  of  the  stomach  after  the  cut 
end  of  the  stomach  has  been  closed.  If  all  of 
tlie  stomach  is  to  be  removed,  the  duodenal 
stump  is  ordinarily  closed  and  dropped  back 
and  the  esoi)hageal  anastomosis  is  carried  out 
to  the  jejunum.  It  is  generally  considered  that 
a side-to-side  anastomosis  between  the  limbs  of 
the  jejunal  loop  reduces  the  tendency  toward 
tlie  eructation  of  bile  and  results  in  a more 
comfortable  patient.  Dr.  Aylwin  (7),  of 
Leeds,  England,  u.ses  a Y type  of  loop  in  this 
anastomosis  but  prefers  the  abdominal  ap- 
proach extending  this  into  the  thorax  by  cut- 
ting across  the  costal  margin  whenever  neces- 
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sary.  One  of  the  advantages  of  entering  the 
thorax  is  that  it  permits  excision  of  the  dia- 
pJiragm  about  the  esophageal  hiatus.  A ring 
of  lymph  nodes  is  apt  to  be  present  both  be- 
low and  above  the  diaphragm  and  the  extirpa- 
tion of  these  nodes  may  get  rid  of  a locus  of 
carcinoma. 

The  lymph  nodes  about  the  stomach  are 
very  numerous.  In  one  of  the  specimens 
which  we  resected  two  years  ago,  Dr.  Nicholas 
Gimbel  was  successful  in  dissecting  free  99 
lymph  nodes.  Of  these,  only  seven  were  in- 
volved with  the  metastatic  carcinoma,  in  spite 
of  the  fact  that  the  primary  lesion  was  quite 
large.  It  is  obvious,  therefore,  that  frozen 
section  of  a lymph  node  should  not  be  depend- 
ed upon  to  differentiate  between  benign  and 
malignant  lesions  at  the  time  of  operation. 
A iiositive  result  is,  of  course,  convincing  but 
a negative  result  would  not  mean  that  car- 
cinoma was  not  present. 

As  Brunsehwig  (8)  has  shown,  one  need 
not  always  be  stopped  by  invasion  of  adjacent 
organs  by  carcinoma.  It  is  possible  to  remove 
most  of  the  left  lobe  of  the  liver,  much  of  the 
pancreas,  the  spleen,  along  with  the  stomach, 
when  these  adjacent  structures  are  involved. 
The  utility  of  such  procedures  is  at  times  in 
doubt.  However,  in  the  first  100  cases  of 
radical  surgery  of  this  type  which  Brunsehwig 
reported,  13  per  cent  survived  five  years. 
Many  of  these,  of  course,  were  lesions  that 
were  not  primary  in  the  stomach.  In  spite  of 
the  high  mortality,  such  figures  indicate  that 
it  is  probably  worthwhile  to  be  radical  in  the 
extirpation  of  some  large  carcinomas.  While, 
in  some  situations,  we  hold  with  the  maxim 
“do  a small  operation  for  a big  cancer  and  a 
big  operation  for  a small  cancer,”  neverthe- 
less, in  carcinoma  of  the  stomach,  one  from 
time  to  time  encounters  a large  lesion  which 
has  grown  slowly  and  has  produced  symptoms 
late.  When  such  lesions  are  removmd,  one  is 
sometimes  surprised  to  have  the  patient  do 
unexpectedly  well.  This  is  probably  because 
the  more  actively  growing  lesions  tend  to  pro- 
duce symptoms  earlier  and,  the  fact  that  a 
lesion  has  grown  to  a large  size  before  pro- 
ducing symptoms,  may  mean  that  it  is  slower 
in  its  growth  eharaeteristies  and  less  malig- 
nant in  its  behavior  than  average. 


As  yet,  no  post  war  figures  for  the  five  year 
survival  rate  after  resection  of  carcinoma  of 
the  stomach  are  possible.  While  the  survival 
rate  will  undoubtedly  remain  low,  we  do  an- 
ticipate that  the  overall  salvage  will  have  im- 
proved somewhat  from  the  earlier  figures. 

What  then  is  to  be  recommended  to  the  pa- 
tient with  a gastric  lesion  from  the  surgical 
standpoint?  1.  If  the  patient  has  only  a 
gastritis,  medical  treatment  is  in  order  with 
close  x-ray  observation.  2.  If  the  patient 
has  gastric  polyposis,  the  polyp  should  be  re- 
moved as  there  is  a tendency  toward  the  de- 
velopment of  malignancy  in  such  polyps.  3. 
If  a lesion  of  the  stomach  is  bizarre,  it  should, 
in  general,  be  explored  and  in  most  circum- 
stances be  resected.  Such  lesions  include 
leiomyomas  and  leiomysarcomas  and  certain 
granulomas,  all  of  which  have  a more  favor- 
able prognosis  on  the  average  than  do  car- 
cinomas in  this  location.  4.  If  the  patient  has 
gastric  ulcer  and  is  a reasonably  good  surgical 
risk,  it  is  my  belief  that  he  should 
be  advised  to  be  operated  on  and  have 
the  lesion  resected.  The  surgical  results, 
if  the  lesion  is  benign,  are  good  both 
from  the  standpoint  of  mortality  and  the 
standpoint  of  symptomatic  relief.  According 
to  some  series,  there  is  about  a nine  per  cent 
chance  that  the  lesion  will  prove  to  be  malig- 
nant. No  one  can  say,  in  the  life  history  of 
a particular  cancer,  whether  a three  week  or 
a six  week  period  of  observation  will  be  im- 
portant or  not  as  judged  by  its  spread.  Cer- 
tainly, in  some  three  week  period,  cancer  of 
the  stomach  must  traverse  the  line  between 
the  point  at  which  it  can  all  be  resected  and 
the  point  at  which  it  cannot  all  be  resected. 
I believe  it  is  time  to  take  a more  radical  point 
of  view  with  regard  to  gastric  ulcer  and  to 
see,  if  in  this  way,  we  cannot  improve  the  re- 
sults in  cancer  of  the  stomach  during  the  next 
decade. 

Perhaps  the  most  striking  advance  in  the 
therapy  of  gastric  cancer  has  been  the  im- 
provement in  operative  mortality.  Wliile  five 
year  survival  rather  than  operative  mortality 
is  the  principal  measure  of  the  success  of  can- 
cer therapy,  the  reduction  in  operative  mor- 
tality is  nevertheless  important.  A high  im- 
mediate mortality  is  always  a serious  obstacle 
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and  the  reduction  will  logically  lead  to  a great- 
er freedom  in  recommending  oi)cration  in 
early  or  doubtful  cases  and  greater  freedom 
for  the  surgeon  in  extending  the  perimeter  of 
his  dissection. 

The  reasons  for  the  reduction  in  operative 
mortality  are  usually  listed  as  transfusion, 
antibiotics,  and  better  techni(pie.  We  believe 
that  the  intluence  of  chemotherapeutic  agents, 
including  the  antibiotics,  has  been  very  great 
in  all  operations  on  the  alimentary  tract.  Fig. 
3 shows  the  effect  of  these  agents  ui)on  the 
mortality  after  large  bowel  operations  where 
the  risk  of  i)eritonitis  has  always  been  greater 
than  after  the  gastric  operations.  Recently 

FIG.  3 


■ COLON  SURGERY 
Operatvva  Mortalitcj  bq  Y«ars 


we  witnessed  a case  in  which  the  failure  of 
a suture  line  used  to  anastomose  esophagus  to 
duodenum  was  tolerated  for  nearly  a month 
due  primarily  to  the  ])rotection  afforded  by 
these  drugs. 

Transfusions  ai'e  by  no  means  new  in  gastric 
surgery  but.  we  believe,  that  the  patient  has 
benefited  by  a moi'e  (luantitative  use  of  blood 
and  plasma  substitutes.  Determination  of 
blood  volume  by  the  dye  method  has  given  us 
.some  very  useful  data  in  patients  with  gas- 
TABLE  IV 

I»KE()1*KK.\TIVE  PL.ASMA  VOIA'ME 
I)ETER.MI\.\TI()XH  IN  \ GKOl  P OF  P.VTIEXTS 
WITH  O.ASTKIC  LESIONS  (0) 


(icnvral  Surgical  Service 
Hospital  of  the  University  of  Pennsylvania 


Predicted 

Measured 

Whole 

Plasma 

Plasma 

Plasma 

Hema- 

Blood 

Name 

Volume 

Volume 

Deficit 

tocrit 

Deficit 

(ml) 

(mil 

(ml) 

(%  cells) 

(mil 

M. 

L. 

2,600 

2,260 

540 

46 

980 

M. 

R. 

3,000 

2,520 

480 

48 

875 

R. 

Z. 

2,700 

2.175 

525 

42 

955 

A. 

B. 

3,500 

2,665 

835 

42 

1,680 

J. 

S. 

3,850 

2.265 

1,585 

44 

2,870 

A. 

P. 

4,500 

3,600 

900 

45 

1.560 

F. 

L. 

3,370 

2,800 

570 

39 

930 

J. 

C. 

3,290 

2,840 

450 

38 

730 

S. 

diV. 

3,530 

3,170 

360 

44 

630 

N. 

H. 

4.050 

3.490 

560 

36 

1,890 

trie  lesions.  Table  IV  shows  a consecutive 
series  of  such  determinations  and  the  average 
deficit  in  patients  before  operation  is  nearly 
loot)  cubic  centimeters. 

There  have  also  l)een  improvements  in  the 
management  of  fluid  therapy.  The  import- 
ance of  potassium  loss  is  now  generally  recog- 
nized. If  the  urinary  volume  is  .satisfactory, 
six  grams  of  potassium  chloride  in  a liter  of 
half  strength  physiological  .saline  may  be 
given  slowly  by  vein  once  a day,  if  necessary, 
to  correct  a low  serum  i)otassium  level. 
Summary 

The  electrogastrogram  as  a diagnostic  tech- 
ni(pie  for  the  defection  of  gastric  cancer  is 
discussed.  It  appears  to  have  a field  of  xise- 
fulness  as  a screening  test  but  cannot  be  re- 
lied upon  for  definite  diagnosis  in  the  individ- 
ual patient. 

A brief  review  of  recent  advances  in  gas- 
tric surgery  has  been  i)resented  chiefly  with 
reference  to  the  ])roblem  of  ga.stric  malignan- 
cy. A .substantial  reduction  in  the  operative 
mortality  for  ga.stric  re.section  is  reported  in 
a series  beginning  in  194b.  The  operability 
rate  and  resectability  rates  have  increased. 
The  effect  of  these  advances  on  the  five  year 
survival  rate  cannot  as  yet  be  adecjuately 
e.stimated  but  it  seems  certain  that  earlier 
oi)eration  remains  the  chief  hope  of  improve- 
ment. 
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Discussion 

Dr,  I.  L.  (’hipman,  Jr.  (Wilmington)  ; 
You  have  heard  this  afteniooii  a big  jirob- 
lem  which  eliiiieians  presented  from  four  dif- 
ferent aspects.  The  biggest  to  us,  ])erhai)s. 
as  individual  liraetitioners,  is  gastric  car- 
cinoma. 

The  jiroblem  does  not  begin  with  the  radi- 
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ologist,  nor  does  it  liegiii  with  the  surgeon. 
It  begins  with  the  clinician  in  his  office,  who 
sees  the  jiatient  for  the  first  time.  Conse- 
(juently,  early  diagnosis  is  paramount,  as  we 
all  recognize,  in  this  disease,  and  to  follow 
this  a high  index  of  suspicion  by  the  individ- 
ual physician  is  very  important.  Uidess  we 
have  it  we  ai’e  of  no  help  whatsoever  to  onr 
allied  specialists. 

Unfortunately,  as  has  been  pointed  ont, 
many  of  these  patients  have  symptoms  for 
anywhere  from  four  months  to  a year  and 
sometimes  longer  before  they  seek  aid.  And 
again,  unfortunately,  it  is  still  true  that  too 
many  cancers  have  extended  beyond  the  con- 
fines of  the  stomach  for  us  to  be  of  any  value 
to  them. 

So  whenever  we  receive  a patient  in  our 
office  who  complains  of  vague  epigastric  dis- 
tress, or  possibly  colonic  symptoms  simulat- 
ing the  irritable  colon  syndrome,  or  a pepti- 
colic  diathesis,  if  we  aren’t  .sure,  positively 
sure,  let  us  get  our  first  known  help  — the 
gastrointestinal  study.  Today,  in  all  fields, 
our  attention  is  directed  to  working  out  pro- 
grams and  devices  for  early  diagno.sis  of  this 
disease. 

The  recognition  of  the  value  of  periodic 
physical  examinations,  with  gastrointestinal 
.study,  is  invaluable.  However,  it  has  its  lim- 
itation, to  be  sure.  Photo-fluorographic  means, 
screening  tests  which  have  been  done  and  are 
being  done  in  various  clinics  throughout  the 
country  at  the  present  time,  are  in  the  pro- 
cess of  being  formulated.  I would  like  to 
ask  Dr.  Hodes  if  he  would  commeut  on  that 
phase  of  the  problem  and  what  his  feeling  is. 

We  are  fortunate  when  we  have  a patient 
operated  upon  sometimes  to  luckily  pick  up 
an  early  gastric  neopla.sm,  and  sometimes 
wdien  we  are  having  an  examination  of  the 
gastrointestinal  tract  by  way  of  x-ray,  then, 
too,  un.suspectedly,  we  may  find  a gastric  neo- 
plasm. 

You  have  heard  from  these  four  gentlemen 
a very,  very  healthy  attitude,  which  I think 
more  of  us  ai’e  taking  as  the  days  go  along. 

The  use  of  repeated  x-rays,  examination  of 
the  smear  techniciue  by  the  papanicplau  or 
other  techniques,  gastroscopy,  and  Dr.  Khoads’ 
electrogastrogram  are  all  important.  They 
are  not  the  answer.  The  answer  lies  still,  at 


the  ])resent  time,  with  us.  Part  of  the  answer 
is  in  getting  to  the  jiatient  a little  earlier, 
until  we  know  more  aliout  the  etiological 
causes  and  physiologic  aspects  of  gastric  car- 
cinoma. 

Dr.  D.  M.  Gay'  (Wilmington)  : The  prev- 
alence and  seriousne.ss  of  diseases  of  the  stom- 
ach make  the  .subject  of  this  afternoon’s  sym- 
posium a most  important  one.  To  a general 
pathologist,  the  usual  clinical  laboratory  pro- 
cedures applied  to  the  patient  with  gastric 
symptoms  aiipear  to  serve  in  most  cases,  only 
to  confirm  what  the  internist  is  already  quite 
sure  of  except  in  the  case  of  cancer.  In  can- 
cer, likewi.se,  the  usual  laboratory  tests  are 
of  little  use  and  the  tissue  which  is  eventually 
submitted  to  the  pathologist  tor  examination 
commonly  reveals  a discouragingly  extensive 
lesion.  There  are  very  few  tissue  specimens 
in  which  the  cancer  is  so  small  that  there  is 
confusion  with  benign  ulcer  even  on  gross 
appearance.  The  statement  that  a gastric 
ulcer  no  bigger  than  a dime  is  probably  be- 
nign and  one  bigger  than  a (piarter  is  prob- 
ably cancer  is  true  only  because  we  do  not 
see  early  gastric  cancer. 

Dr.  Ehrich  has  indicated  a new  means  by 
which  we  may  be  able  to  make  earlier  diag- 
no.sis. The  pathological  physiology  of  gastric 
lesions  should  theoretically  aid  in  the  in- 
terpretation of  gastric  smears.  The  hyper- 
chlorhydria  of  gastric  ulcer  should  remove 
from  the  microscopic  scene  the  ma.ss  of  dead 
cell  delu'is  that  often  clutters  u])  cervical 
smears  and,  thus,  present  a more  striking  con- 
trast to  smears  from  carcinomatous  stomachs 
in  which  the  acid  content  is  low  or  absent.  In 
.spite  of  this,  the  interpretation  of  smears  is 
difficult. 

To  obtain  the  smears,  gastroscojiy  must  be 
performed.  Why  not  then,  having  brought 
the  lesion  into  view  where  it  may  be  touched, 
go  one  stej)  further  and  obtain  an  actual 
biop.sy  specimen  which  should  enable  the  path- 
ologist to  make  a diagnosis  for  greater  accur- 
acy. 

The  ])aiiers  indicate  with  record  to  gastric 
lesions,  that  the  jihysician  should  develop  and 
entertain  a high  degree  of  suspicion  of  cancer. 

Dr.  W.  W.  Lattomus  (Wilmington):  I 

wi.sh  to  express  my  ]U'ofound  thanks  to  these 
gentlemen  who  came  from  the  University  of 
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Peiinsylvimia  to  give  us  this  splendid  sym- 
posium on  the  stomacdi. 

The  suhjeet  has  been  so  thoroughly  eovered 
tliat  1 feel  there  is  very  little  that  1 can  add. 
However,  1 would  like  to  ask  two  questions 
of  Dr.  1 lodes.  The  first  is:  what  is  his  feel- 
ing about  base  line  studies  following  subtotal 
gastrectomy?  The  reason  I ask  that  is  that 
we  are  finding  many  recurrent  ulcers  and  it 
is  very  difficult  for  us  to  tell  whether  the  ab- 
normalities outlined  are  the  results  of  the 
operating  procednre  or  of  ulcers. 

And  the  other  is : how  does  he  distinguish 
between  an  extensive  carcinoma  and  these 
whole  penetrating  nlcers? 

Dr.  Uorert  a.  IMino  (Wilmington); 
We  are  greatly  indebted  to  the  group  from 
the  University  of  Pennsylvania  for  this  Sym- 
l)osium  on  Penign  and  (Malignant  Lesions  of 
the  Stomach.  They  are  to  be  complimented  on 
their  excellent  i)resentation  of  this  vmst  sub- 
.ject.  Since  time  does  not  ])ermit  a compre- 
hensive discu.ssion  of  this  entire  subject,  I 
shall  confine  my  remarks  to  the  most  imi)ortant 
lesion  of  the  stomach,  that  is,  gastric  cancer. 

Ai)proximately  40,000  deaths  per  year  oc- 
cur in  the  U.  S.  from  cancer  of  the  stomach, 
and  approximately  1/3  of  all  cancer  deaths 
ai*e  due  to  this  disease.  No  age  groui)  is  im- 
mune to  this  disease,  since  about  1.5%  to 
2.8%  of  gastric  cancer  occurs  under  the  age 
of  thirty  years. 

The  i)re.sent  salvage  rate  for  this  disease  is 
5-(i%.  This  sounds  like  an  extremely  deplor- 
able situation,  and  yet  the  i)e.ssimistic  atti- 
tude held  by  many  ])hysieians,  and  not  a few 
surgeoirs,  of  a ho])eless  outlook,  does  not  seem 
to  be  entirely  Justified. 

What  have  been  the  improvements  in  the 
definitive  treatment  of  gastric  cancer?  There 
have  been  remarkable  strides  in  the  surgical 
therapy  of  this  disease.  In  1932,  only  13% 
of  the  total  ])atients  seen  at  the  Pre.sbyterian 
Hospital  in  X.  Y.  were  resectable,  and  the 
mortality  rate  from  resection  was  25-30%  In 
1947,  40-60%  of  the  ])atients  reported  from 
vaiTous  centers  were  resectable.  The  mortali- 
ty rate  fi'oin  resection  varied  from  10-12%. 
This  includes  the  10-15%  of  cases  confined  to 
the  cardia  of  the  stomach,  or  cardio-esopha- 
geal  region,  which  were  formerly  classified 


as  inoperable  due  to  technical  difficulties.  A 
number  of  these  more  recent  cases  have  been 
subjected  to  a type  of  resection  of  a more 
major  character,  through  either  the  trans- 
thoracic, abdominal  or  abdomino-thoracic  ap- 
proach. In  this  group  of  cases,  there  have 
been  a greater  number  of  ])oor  risk  patients 
subjected  to  a more  radical  operation ; yet  the 
mortality  from  operation  has  decreased  to  a 
comparatively  small  figure. 

The  factors  responsil)le  for  reduction  of 
operative  mortality  have  previously  been  dis- 
cussed this  afternoon,  and  will  not  again  be 
enumerated.  Suffice  it  to  say  that  resection 
for  gastric  cancer  has  become  a relatively  safe 
procedure,  yet  the  increase  in  salvage  has  not 
been  very  great  in  the  last  twenty  years. 
Probably  no  appreciable  reduction  of  opera- 
tive mortality  can  be  expected  to  occur  in 
the  future. 

Dr.  Phoads  has  previously  quoted  the  low 
operative  mortality  for  resection  in  recent 
cases  at  the  University  of  Pennsylvania.  Al- 
though the  number  of  cases  is  smaller  than 
usually  found  in  a teaching  institution,  the 
mortality  figures  from  the  (Memorial  Hospital, 
Wilmington,  shows  what  can  be  accomiMished 
in  well  organized,  smaller  institutions.  The 
mortality  rate  in  this  hospital,  of  gastric  re- 
sections for  gastric  cancer,  since  1944  to  the 
l)i'esent  date,  is  11%.  (No  deaths  have  oc- 
curred since  1945,  when  resection  was  i)er- 
formed  for  a gastric  ulcer.)  This  low'  mor- 
tality has  been  achieved,  despite  the  fact  that 
the  operations  have  been  of  a greater  magni- 
tude and  include  radical  resections  of  the 
stomach  and  adjacent  involved  viscera,  by 
either  the  abominal  or  abdomino-thoracic  ap- 
])roach.  In  addition,  older  patients,  from  70 
to  82  years  of  age,  have  had  surgery.  These 
resections  were  ])erformed  by  me  and  other 
members  of  the  Surgical  Staff,  including  the 
Senior  Surgical  Eesident. 

It  can  be  .seen  that  surgery  has  become  rel- 
atively safe  for  the  patient.  Yet  too  many 
patients  still  i)resent  themselves  for  admission 
to  the  hospital  at  a stage  in  which  their  dis- 
ease is  incurable.  The  great  problem  is,  there- 
fore, to  see  the.se  ])atients  at  a time  when  the 
lesion  is  still  surgically  curable.  The  re- 
sponsibility for  late  diagnosis  re.sts  both  with 
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the  patient,  and  with  the  physiciaji  first  con- 
sulted. Since  Gastric  cancer  has  a very  in- 
sidious onset,  many  patients  pay  little  atten- 
tion to  the  initial  warning  signals  and  delay 
until  symptoms  become  pronounced,  before 
seeking  medical  aid ; since  these  symptoms  are 
initially  so  mild  and  vague,  the  physician  is 
also  prone  to  regard  them  as  trivial  and  thus 
delay  the  diagnosis.  This  delay  in  early  diag- 
nosis can  be  corrected  only  by  education  of 
the  public  and  an  attitude  or  awareness  by 
the  physician  that  gastric  cancer  should  be 
considered  in  any  patient  presenting  recently 
developed  symptoms  referable  to  the  upper 
G.  I.  Tract,  unexplained  weakness,  unexplain- 
ed tiredness,  or  anemia. 

Since  the  increase  in  cures  must  depend  on 
earlier  diagnosis,  some  simple  test  to  detect 
the  presence  of  cancer  would  greatly  improve 
the  end  results.  Electrogastrography,  as  de- 
scribed by  Dr.  Rhoads,  may  prove  to  be  use- 
ful as  a mass  screening  test  aiding  earlier 
diagnosis. 

At  present  there  is  one  group  of  patients 
in  which  earlier  diagnosis  and,  therefore  in- 
creased salvage  may  be  expected.  It  is  well 
known  that  in  approximately  15%  of  patients 
with  a typical  history,  and  gastroscopic  and 
x-ray  findings,  of  a benign  gastric  ulcer,  the 
operative  specimen  will  show  microscopically 
an  unsuspected  gastric  cancer.  Since  gastric 
resection  tor  ulcer  has  a low  mortality,  and 
since  the  majority  of  these  patients  show  such 
satisfactory  course  after  resection,  there  is  no 
justification  for  continued  conservative  med- 
ical management,  unless  prompt,  sympto- 
matic relief  and  x-ray  evidence  of  healing  are 
obtained,  and  frequent  ])criodic  x-ray  exam- 
inations show  that  the  ulcer  has  remained 
healed.  Failure  to  operate  on  these  patients, 
whose  ulcers  do  not  heal  or  remain  healed, 
means  that  15%  will  be  denied  the  chance 
for  cure  of  an  unsuspected  gastric  cancer.  At 
the  Memorial  Hospital  there  have  been  no 
deaths  following  resection  for  gastric  ulcer 
from  1945  to  the  present  date.  In  general, 
medical  treatment  for  gastric  ulcer  is  rather 
unsatisfactory.  Ap])roximately  60%  of  the 
patients  will  eventually  require  sui'gery,  eith- 
er due  to  intractibility,  perforation,  bleeding, 
obstruction,  or  cancer.  Some  will  die  of  mas- 
sive hemorrhage,  peritonitis,  and  daring  oper- 


ation performed  to  control  massive  hemor- 
rhage. Others  will  come  to  operation  in  poor 
condition  from  starvation,  due  to  pyloric  ob- 
struction. Operations  performed  under  such 
circumstances  will  result  in  a significant  num- 
ber of  deaths,  which  cannot  be  prevented. 

In  view  of  the  above  facts  I should  like  to 
make  a plea  that  chronic  gastric  ulcer  be  con- 
sidered primarily  a surgical  disease.  Chronic 
gastric  ulcer  means  any  lesion  which  fails  to 
heal,  or  remain  healed,  after  three  weeks  of 
adequate  therapy,  preferably  in  the  hospital. 
Early  operation  in  this  group  of  patients 
should  result  in  the  discovery  and  early  re- 
moval of  a significant  number  of  unsuspected 
gastric  cancers. 

Although  cures  will  still  remain  relatively 
low,  the  pessimistic  attitude  toward  gastric 
cancer  should  be  abandoned.  Some  can  be 
cured,  and  many  of  the  incurable  cases  can  be 
offered  excellent  palliation  by  gastric  resec- 
tion. The  average  survival  of  untreated  cases 
after  diagnosis  is  six  to  eight  months;  follow- 
ing resection,  even  in  the  presence  of  incur- 
able extension  of  the  disease,  the  patient’s 
symptoms  are  relieved,  he  is  rehabilitated,  and 
the  average  survival  time  is  twenty-two  to 
twenty-four  months. 

Although  the  jiresent  end-results  leave  a 
lot  to  be  desired,  it  is  the  moral  responsibility 
of  the  physician  to  see  that  all  patients  re- 
ceive adequate  treatment  as  soon  as  the  diag- 
nosis is  made.  If  the  diagnosis  between  the 
benign  and  malignant  lesion  cannot  definitely 
be  made  a more  liberal  attitude  by  the  phy- 
sician for  earlier  operation  is  mandatory,  if 
improvements  in  our  ])iesent  deplorable  re- 
sults are  to  be  achieved. 

Dr.  M acheli.a  : Dr.  Benedict  of  Boston 

has  been  using  a gastroscope  with  a forceps 
built  into  it.  This  instrument  makes  ])Ossible 
the  removal  of  bits  of  tissue  from  the  stomach 
for  microsco])ic  examination.  The  u.se  of  this 
“operating”  gastro.scope  promises  to  be  a big 
help  to  us  in  the  diagnosis  of  ii'tragastric 
lesions. 

Dr.  Ehrich  : I should  like  to  .stress  the 

value  of  biopsies,  either  through  direct  ex- 
]fi oration  or,  better,  through  the  gastroscope. 
Only  when  we  have  representation  material 
for  microscopic  study,  are  we  in  a ])osition 
to  ])rove  a diagnosis. 
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Du.  lioDEs:  l('t  mo  thank  the  disous- 

sants  for  tlieir  very  kind  remarks,  and  answer 
the  speeifie  (piestions. 

Di'.  rhi])man's  (inestion  eoneerns  s>astrie 
surveys  simihir  to  the  eliest  surveys.  The 
Ameriean  College  of  Radiology  and  its  asso- 
ciate societies  went  into  that  very  tliorou^hly, 
and  we  are  still  workin«-  on  it.  The  evidence 
seems  to  .sugoest  that  the  job  is  far  too  massive 
for  any  group  of  radiologists  to  undertake. 
It  has  been  estimated  that  if  all  the  stomachs 
of  individuals  over  40  years  of  age — theoreti- 
cally, the  cancer-bearing  group  — were  to  be 
examined  in  a survey  method,  it  would  take 
every  radiologist  in  the  United  States,  doing 
nothing  but  gastrointestinal  work,  which 
would  leave  him  time  for  nothing  else.  And 
then,  what  would  have  hai)i)ened  with  that 
35-year-old  friend  of  mine,  who  was  a woman, 
who  would  have  missed  the  survey? 

Pilot  studies  are  going  on  at  the  ])resent 
time  at  Johns  Hopkins  and  at  Jefferson  in 
Philadelphia,  and  so  far  they  have  not  been 
very  i)roductive.  They  are  still  being  worked 
on,  though. 

AVith  reference  to  Dr.  Lattomus"  (pie-stions, 
one  (piestion  1 can  answer  and  the  other  1 
can’t. 

First,  the  (piestion  about  the  posto[)erative 
stomach.  AVe  routinely  or  try  to  routinely 
study  all  patients  after  they  have  had  either 
gastric  re.section  or  intestinal  resection,  or 
colonic  resection.  AA"e  do  that  sometimes 
while  the  jiatient  is  in  the  hospital,  or  soim*- 
times  six  weeks  or  two  months  later.  Dr. 
Rhoads  ])robably  will  be  able  to  tell  yon  more 
about  that.  AA"e  do  that  in  order  to  find  the 
base  line,  so  that  later  when  sym|>toms  de- 
velop, we  know  where  we  stand. 

As  to  the  other  (piestion,  extensive  carci- 
noma of  the  pyloric  region  against  nicer,  I 
can’t  tell  .von  that.  I can  tell  you  this,  though, 
that  if  the  jiatient  has  an  active  a.s.sociated 
duodenal  ulcer,  I am  not  at  all  afraid  to  .say 
T think  the  gastric  ulcer  is  benign. 

I am  in  the  fortunate  iiosition  of  having 
associates  like  Dr.  Macljella  to  heli)  me.  and, 
if  he  wants,  have  Dr.  Rhoads  operate  on 
them.  His  mortality  is  so  low  that  that  re- 


sponsibility doesn't  have  to  be  mine  any 
longer. 

One  more  point — what  am  1 going  to  do  if 
1 g(*t  a (piestionable  lesion  ? That  is  jirobably 
tlie  way  to  boil  it  down — what  am  1,  as  a 
radiologist,  going  to  do  if  somebody  sa.vs: 
“AA'ell,  now,  you  may  have  here  this  gastritis, 
or  maybe  it  is  an  ulcer?” 

Well,  I know  this:  that  I am  not  going  to 
allow  another  radiologi.st  to  have  the  last  say. 
He  is  not  the  one  who  is  going  to  tell  me  that 
this  is  or  is  not  a benign  ulcer.  Dr.  AlacLella 
is  going  to  work  with  me,  and  he  is  going  to 
work  hard.  AVe  are  going  to  have  our  entire 
gastric  te.am  woi'k.  The  chances  are  I will  go 
to  Dr.  Rhoads  and  he  will  take  the  lesion  out, 
and  I hojie  Dr.  Fhrich  says  it  is  benign. 

Dr.  Jonathan  F.  Rhoads:  1 hope  Dr. 
Hodes  did  not  leave  you  with  the  impression 
that  jiatients  who  have  gastric  resections  for 
benign  lesions  generally  become  gastric  crij)- 
ples.  Some  of  them  used  to,  but  Di-.  Alachella 
has  been  able  to  prevent  this  in  most  of  them 
with  a suitable  dietary  regime,  which  helps 
to  avoid  the  dum])ing  syndrome,  so  that  we 
feel  that  if  operation  is  done  at  the  ])resent 
time  for  benign  gastric  ulcer  a good  result 
is  to  be  expected.  I wish  to  thank  the  dis- 
cussors,  and  I would  like  to  join  Dr.  (Jay  in 
his  })lea  for  the  early  referral  of  patients  with 
gastric  lesions  for  surgery  when  .such  lesions 
are  not  clearly  benign. 


B(’(i  vaccine  has  joined  the  conventional 
forms  of  tberculosis  control  in  Alaska.  AA'ith 
a tuberculosis  mortality  rate  nine  times  that 
of  the  United  States,  the  la.st  outpost  of  Amer- 
ica is  mustering  every  known  weapon  in  its 
fight  against  tuberculosis  Elaine  Schwinge, 
AI.D.,  Nat.  Tuberc.  A.  Bull.,  Alay,  1949. 


Tuberculosis  mortality  in  the  U.  S.  Zone 
of  (Jermany  began  to  ri.se  jiromptly  at  the 
Ix'ginning  of  AVorld  AVar  II,  reached  a ]>eak 
in  1945  and  has  progiTssively  declined  in  1946 
and  1947.  The  extent  of  the  rise  was  only 
moderate  as  compared  with  that  in  several 
other  Euro])ean  nations.  Philip  Sartwell. 
M.D.,  Uharles  H.  Alo.seley,  AI.D.  and  Esmond 
R.  Long.  AI.D.,  Am.  Rev.  Tuberc.,  Alay,  1949. 
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Medicine  And  Politics 

‘ ■ Politics  and  medicine  don  J mix ! ’ ’ State- 
ments like  this  frequently  are  employed  by 
many  doctors  to  .justify  their  failure  to  regis- 
ter, failure  to  vote  and  failure  to  take  part  in 
the  political  decisions  of  the  local  community, 
the  State  and  the  Nation. 

Added  to  this  viewpoint  is  the  indisputable 
and  somewhat  extenuating  fact  that  the  best 
doctors  are  extremely  busy  people,  engaged 
in  the  night-and-day  task  of  preserving  health 
and  saving  life. 

Nevertheless,  this  year  of  decision,  1950, 
presents  American  doctors  with  an  undeniable 
paradox : doctors  either  must  enter  the  po- 
litical arena  or  see  politics  enter  medicine. 

hMi-  this  is  not  just  another  election  year. 


It  is  a year  in  which  medicine  itself  will  be 
one  of  the  big  clay  pigeons  on  the  political 
shooting  ranges.  The  ipiestion  of  Compulsory 
versus  Voluntary  Health  Insurance  — em- 
bodying the  future  not  only  of  the  medical 
profession  but  of  all  the  American  peojile  — 
will  be  one  of  the  jnincipal  issues  in  the  1950 
Congre.ssional  elections. 

It  is  imperative,  therefore,  that  every  doc- 
tor exercise  his  franchise  this  year  — his  right 
as  an  individual  citizen  to  register,  to  vote, 
and  to  help  intluence  the  political  direction  of 
his  Nation. 

Failure  to  do  so,  this  year,  may  mean  the 
ultimate  termination  of  his  traditional  med- 
ical franchise  — the  right  to  practice  med- 
icine according  to  ethical  profe.ssional  and 
scientific  standards  — not  political  standards. 


New  CoiiMiTTEE 

Following  the  action  of  the  last  .session's 
House  of  Delegates,  instructing  the  President 
to  appoint  a Committee  on  Health  and  Sanita- 
tion to  advise  with  government  officials  of 
city,  county,  and  state  when  .so  requested. 
President  Scull  has  appointed  the  following: 
Drs.  Emil  R.  Mayerberg,  Victor  1).  Wash- 
burn, and  Gerald  A.  Beatty,  all  of  Wilming- 
ton ; Henry  V.  P.  Wilson,  Dover,  William  T. 
Chiimian,  Harrington ; Bruce  Barnes,  Sea- 
ford;  and  Ervin  L.  Stambaugh,  Lewes. 


Catastrophe  Coverage 
One  criticism  which  proponents  of  social- 
ized medicine  have  leveled  at  voluntaiy  pro- 
grams of  sickness  cost  insurance  has  been  th:it 
the  long-term  chronic  diseases  are  not  cover- 
ed, that  the  member  suffering  from  a condi- 
tion which  by  its  very  nature  is  bound  to  last 
a long  time  cannot  receive  care  for  the  dis- 
ease under  the  voluntary  plans. 

Voluntary  sickness  cost  insurance  is  a rela- 
tively new  member  of  the  insurance  family 
in  the  United  States  and,  from  all  indications, 
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a lusty,  growing  child.  Both  the  physician- 
sponsored  and  the  medical  association  non- 
profit plans  have  undergone  a tremendous 
growth  within  a siiace  of  only  a few  years. 
As  witness,  our  own  California  Physicians' 
Service  has  grown  from  125,00  to  more  than 
900,000  beneficiary  members  in  less  than  five 
years. 

With  the  growth  in  membei’ship,  C.P.S.  and 
other  voluntary  plans  are  in  a jiosition  to 
delve  into  new  and  unexplored  types  of  cov- 
erage, their  ability  to  do  so  springing  from 
the  fact  that  their  finaindal  position  is  .secure 
to  the  i>oint  where  a potential  loss  from  a new 
type  of  service  may  be  absorbed  by  the  leg- 
ular  ]>rogram.  In  this  way  a number  of  in- 
novations have  been  developed,  founded  on 
actuarial  experience  and  offered  on  an  eco- 
nomically indicated  basis  which  has  later 
liroved  to  be  accurate  in  the  light  of  experi- 
ence. Such  progre.ss  funiishes  additional 
actuarial  material  as  a basis  for  still  further 
advances. 

Latest  item  in  tliis  progressive  movement 
is  the  announcement  by  California  Physicians’ 
Service  of  the  addition  of  catastrophe  cover- 
age to  its  group  contracts.  For  a small  addi- 
tion to  the  regular  monthly  dues,  C.P.S.  is 
now  offering  medical  and  surgical  care  for  a 
list  of  23  di.seases  or  conditions  for  a period 
of  a full  two  years  or  to  a maximum  expendi- 
ture of  $5,000,  whichever  is  reached  first.  The 
diseases  covered  are  cancer,  poliomyelitis, 
rheumatic  fever,  diabetes,  osteomyelitis,  tuber- 
culosis and  others  in  the  chronic  disease  classi- 
fication. The  conditions  include  .severe  frac- 
tures and  severe  burns. 

Here  is  pioneering  at  its  best.  C.P.S.  does 
not  know  what  the  cost  of  this  offering  will 
be ; however,  it  believes  it  knows  this  cost 
closely  enough  to  warrant  offering  this  new 
coverage  to  its  members.  If  the  advance  cal- 
culations jirove  to  be  wrong,  changes  will 
have  to  be  made ; on  the  other  hand,  it  the  i>ro- 
gram  can  more  than  carry  itself  financially, 
it  will  be  jiossible  to  add  to  it  in  service  or  to 
reduce  the  dues  paid  for  it.  Thus  the  bene- 
ficiaiw  members  stand  to  gain  in  service  if 
exjierience  proves  the  accuracy  of  the  advance 


actuarial  calculations;  they  will  not  be  called 
upon  to  underwrite  a deficit  if  the  cost  of  care 
turns  out  to  exceed  the  dues  paid  during  the 
trial  period. 

California  Physicians’  Service  has  already 
been  showered  with  nationwide  acclaim  for 
taking  this  momentous  forward  .stej).  Its  ex- 
perience will  be  closely  watched  and  its  pro- 
gram will  certaiidy  set  a jiattern  for  all  vol- 
untary jirograms.  Congratulations  to  those 
who  studied  the  iiossibilities  of  cata.strophe 
coverage,  who  worked  out  the  methods  of  pro- 
viding the  coverage  and  who  had  the  courage 
to  introduce  this  late.st  advance  in  the  volun- 
tary system  of  sickness  cost  insurance. 
Editorial,  Calif.  Med.,  March,  1950. 


U.  of  P.  Alumni 

The  iMedical  Alumni  Society  of  the  Uni- 
versity of  Penn.sylvania  is  planning  to  hold 
medical  and  surgical  clinics  at  the  University 
Hospital  from  9:30  a.m.  to  11:30  a.m.  on 
Alumni  Day,  June  17. 

Following  the  clinics  the  Society  will  hold 
a luncheon  at  12  ;00  noon  at  the  Penn- 
Sheraton  tlotel,  39th  and  Chestnut  Streets. 

For  further  information  communicate  with 
IMiss  Frances  R.  Houston,  Executive  Sec- 
retary, iMedical  Alumni  Society,  at  the  School 
of  Medicine. 


News  And  Views 

iMost  of  us  are  familiar  with  the  cow  story. 
It  has  recently  been  brought  up  to  date. 
Capitalism  : If  you  have  two  cows,  you  sell 
one  and  buy  a bull. 

SociALisJi : If  you  have  two  cows,  you  give 
one  of  them  to  your  neighbor. 

Communism  : If  you  have  two  cows,  you  give 
to  the  government  and  the  government  gives 
you  the  milk. 

Fascism:  If  you  have  two  cow.s,  you  keep  the 
cows  and  give  the  milk  to  the  government. 
New  Deal:  If  you  have  two  cows,  you  shoot 
one,  milk  the  other,  then  pour  the  milk  down 
the  drain. 

Fair  Deal:  If  you  have  two  cow.s.  you  let 
them  starve  so  you  can  buy  your  milk  in  cans, 
thus  making  business  better. 
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SECRETARY'S  LETTER:  A.  M.  A. 

In  the  “Arabian  Nights”  there’s  a iiassage 
in  which  a horseman,  riding  full  gallop,  sows 
dragon  seeds  . . . and,  where  they  fall,  war- 
riors spring  forth,  fully  armed  and  ready  to 
fight. 

The  story  of  how  Florida  doctors  waged  an 
all-out  campaign  to  defeat  Senator  Claude 
Pepper,  leading  exponent  of  socialized  medi- 
cine, is  quite  as  dramatic  and  a lot  more  real. 

During  the  past  several  months,  none  were 
more  enthusiastic  in  their  praise  for  Rej). 
George  A.  Smathers  than  the  doctors.  The 
36-year-old  former  Marine,  who  gave  Pepper 
the  soundest  trouncing  in  his  long  political 
career,  had  the  support  of  doctors,  their  fam- 
ilies and  their  patients  from  the  very  begin- 
ning because  he  had  gone  on  record  as  un- 
alterably opposed  to  Government-controlled 
medical  care. 

Not  a single  Florida  medical  association 
passed  a resolution  at  any  time  favoring  eith- 
er candidate.  But  the  doctors,  as  individuals, 
were  plenty  active  in  the  Pepper-Smathers 
campaign  because,  as  one  physician  put  it ; 
“The  issue  in  Florida  of  Voluntary  versus 
Compulsory  Health  Insurance  involved  more 
than  doctors,  patients  and  medicine ; it  repre- 
sented the  basic  struggle  between  a candidate 
who  would  iireserve  fundamental  American 
fi'eedoms  and  a candidate  who  would  take 
them  away.  ’ ’ 

The  outcome  of  the  Pepper-Smathers  cam- 
paign made  at  least  one  point  clear:  Com- 

pulsory Health  Insurance  will  continue  to  be 
a red-hot  issue  in  the  1950  Congressional  elec- 
tions all  over  the  country  because  Adminis- 
tration leaders  certainly  will  not  interpret 
Pepper’s  defeat  as  being  the  final  answer.  On 
the  other  hand,  some  of  the  more  realistic 
Democrats  are  probably  wishing  now  that  the 
President  hadn’t  committed  the  x'tii'ly  to  a 
costly  government  health  program  as  a lead- 
ing issue  of  the  1950  campaign. 

The  Florida  doctors  started  aiming  their 
guns  at  Pepper  back  in  November,  1949,  when 
a group  from  Dade  (Miami)  County  met  in- 
formally with  Smathers  and  learned  his  views. 

From  that  informal  meeting  grew  ‘ ‘ The 
Dade  County  Medical  Committee  for  Better 
Government.”  Dr.  R.  B.  Chrisman,  Miami, 
was  president;  Dr.  Meredith  Mallory,  Or- 


lando, vice  president ; Dr.  W.  Tracy  Haver- 
field,  JMiami,  secretary,  and  Dr.  Edward  R. 
Annis,  Miami,  treasurer. 

Dr.  Annis  .s]rarked  the  campaign.  He  is  a 
young,  xiracticing  physician,  possesses  a dy- 
namic personality  and  is  an  able  orator.  On 
behalf  of  the  individual  doctors,  he  served 
on  Smathers’  state  advisory  committee  and  at- 
tended all  of  the  top  strategy  meetings. 

He  rallied  doctors  behind  “The  Dade  Coun- 
ty Medical  Committee  for  Better  Govern- 
ment” in  a fund-raising  campaign,  collecting 
$9,000  at  two  big  social  functions  which 
Smathers  attended.  Contributions  came  from 
individual  doctors  from  as  far  away  as  Texas. 

Wives  of  Florida  doctors  went  to  work  in 
a “Get  Out  the  Vote”  camxiaign  of  their  own. 
Away  back  last  Octolier,  they  checked  Dade 
County  courthouse  records  to  get  the  number 
of  unregistered  doctors.  Those  wlio  were  not 
registered  received  teleiihone  calls.  A month 
before  registration  closed,  the  women  sent  re- 
minders to  every  doctor  in  the  county.  And 
on  ]U‘imary  day,  IMay  2,  they  xihoned  every 
physician  and  dentist  and  asked  if  he  and  his 
family  had  voted.  By  noon,  70  per  cent  of 
this  Dade  County  grou})  had  voted.  Many 
doctors  closed  their  offices  on  election  day 
and  used  their  cars  to  take  voters  — their 
patients  — to  the  polls. 

The  number  of  absentee  ballots  cast  in  Dade 
County  was  the  highest  in  history.  The  reason  : 
absentee  ballots  were  drawn  up  in  accord- 
ance with  Florida  laws  and  distributed  to 
doctors  and  hos])itals  so  that  chronically  ill 
patients,  unable  to  go  to  the  jiolls,  could  vote. 

Arrangements  even  were  made  with  funeral 
directors  to  provide  free  ambulance  service 
for  some  hospitalized  patients.  Boys  at  the 
Veterans  hospital  in  Coral  Gables  cast  ab- 
sentee ballots  and  many  of  them  took  the  free 
ambulance  ride  to  the  iiolls. 

A month  before  the  primary,  a grou]>  of 
individual  doctors  worked  with  the  iMiami 
Herald  on  a special  health  section  for  the 
Sunday  issue  of  April  23.  The  ‘ ‘ Smathers 
For  Senator  Committee”  inserted  a big  ad 
smashing  at  government-controlled  medicine. 

The  Smathers  Committee  financed  a 30- 
minute  broadcast  on  Compulsory  Health  In- 
surance over  a state-wide  radio  network  and 
the  man  who  delivered  the  talk  was  Dr.  An- 
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nis.  The  pul)lie's  response  was  terrifie.  Dr. 
Annis  received  seores  of  ])hone  ealls  from  all 
over  the  state,  many  eonfiratulatorv  letters, 
and  reque.sts  for  rehroadeasts.  He  s])oke 
again  on  a Aliami  radio  station  oi\  Saturday 
night  before  the  primary. 

Alany  sincere  and  hard-working  doctors,  in- 
cluding -Joseph  S.  Stewart  of  Aliami,  Homer 
Pearson,  Aliami,  Louis  Al.  Orr,  Oilando,  and 
Dr.  W.  ('.  Payne,  Pensacola,  arranged  for 
physicians  to  get  together  at  meetings  in  dif- 
ferent parts  of  the  state. 

One  of  the  most  effective  techniques  the 
doctors  used  to  help  mold  public  oi)inion  in 
behalf  of  Smathers  was  a ])ersonal  letter- 
writing campaign.  The  wives  again  stepi>ed 
in  to  direct  and  supervise  the  work  and  they 
did  a grand  job.  The  doctors  in  Dade  Coun- 
ty alone,  as  individuals  and  not  as  members 
of  a medical  society,  wrote  more  than  22,000 
letters  to  their  ])atients.  The  letters  met  with 
general  api)roval. 

The  doctors  worked  up  their  own  mailing 
lists,  used  their  own  envelopes  and  letter- 
heads, signed  the  letters  i)crsonally,  and 
stamped,  .sealed  and  mailed  them  during  the 
week  prior  to  the  ])rimary. 

Some  doctors  say  the  letter-writing  drive 
had  “a  very  telling  effect"  on  tiie  outcome 
of  the  election. 

Doctors,  as  individuals,  talked  with  their 
patients  about  the  issues  at  stake;  they  filled 
hundreds  of  speaking  engagements,  they  ap- 
peared on  radio  i)rograms  by  the  score,  and 
they  bought  and  distributed  through  their  of- 
fices copies  of  fhe  hook,  "The  Road  Ahead," 
which  graphically  poidrays  fhe  advancing 
wave  of  destructive  .socialistic  conti'ols  by  an 
e.\pandi)ig  govei  iiment. 

And  now  that  the  Florida  battle  is  won. 
Dr.  Stewai-t  summed  it  up  this  way:  "\o 

politician  ninning  for  office  in  our  .state  will 
evei-  again  discount  the  ])ower  of  the  phy- 
sicians in  the  state  of  Florida.  They  are  wide 
awake,  and  interested  in  better  gov'ernment. 
What  is  more  significant,  they  are  willing  to 
spend  fheii-  time,  money,  effort  and  energy  to 
see  that  good  candidates  — men  who  believe 
in  freedom  for  Amei'ican  medicine  and  the 
highest  principles  of  American  government — 
are  elected  to  public  office." 


OBITUARY 

Stani.ev  WoKDr;x,  AI.  I). 

Dr.  Worden,  a formei'  president  of  the  State 
Hoard  of  Health,  died  suddenly  of  a heart 
attack  in  Pittsburgh  on  April  11,  19.30.  He 
colla])sed  while  walking  to  his  car  in  a park- 
ing lot  and  died  instantly. 

Dr.  Worden  was  with  his  wife.  Airs.  Vic- 
toria Vaiden  Worden,  a daughter,  Victoria, 
and  a son,  Stanley,  -li-.,  when  stricken. 

The  family  had  been  visiting  friends  at 
(iamhier,  Ohio,  and  was  returning  when  death 
occurred  to  Dr.  Worden.  He  was  planning 
to  go  to  Baltimore  to  enter  -Johns  Hopkins 
Hospital  for  treatment. 

The  son  of  William  Worden  and  Anna  Rail, 
Dr.  Worden  was  horn  in  Baltimore,  August 
2.3,  189G.  He  graduated  from  the  Baltimore 
City  College  and  entered  the  Alaryland  (Jeo- 
logic  Survey,  where  he  worked  for  eight  years, 
till  he  enli.sted  in  World  War  I.  He  served 
in  the  Ambulance  Corps  two  years,  one  year 
of  which  was  in  France.  After  the  war  he 
was  employed  in  the  T'.  S.  DepaHment  of 
Agriculture,  Buieau  of  Soil  Bartinology,  at 
Washington. 

Leaving  the  government  service,  he  con- 
tinued his  education  at  -lohns  Hoi)kins  Fni- 
versity,  where  he  received  the  degrees  of  A.  B. 
in  1922,  and  AL  1).  in  192(i. 

rpou  completing  a year's  internshi])  and 
another  year  as  resident  at  the  Chuirh  Home 
and  Infirmary  in  Baltimore,  he  began  a gen- 
eral ])ractice  in  Dover  in  August,  192S.  For 
many  years  he  devoted  most  of  his  time  to 
x-ray  work,  and  was  chief  of  service  in  x-ray 
and  laboratory  at  the  Kent  (ieneral  Hos])ital. 

During  World  War  II  he  served  in  the  local 
Kxamining  Board  and  on  the  Appeal  Board. 

Dr.  Worden  was  a member  of  Xu  .Sigma 
Xu  medical  fraternity,  Kent  County  Aledical 
Society,  Aledical  Society  of  Delaware,  Ameri- 
can Aledical  Association,  Amei'ican  Roentgen 
Ray  Society,  Alaple  Dale  Country  Club  and 
the  Homewood  Play  Shoj),  Baltimore,  and 
Christ  Episcopal  ('hurch,  Dover.  He  was  a 
past  president  of  the  Kent  County  Aledical 
Society,  member  of  the  Dover  Library  Com- 
mission 1932-1942,  former  member  of  the 
State  Board  of  Health,  of  which  he  was  Presi- 
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(lent  in  1936,  and  examining  physician  of  the 
Delaware  Children’s  Bureau. 

At  the  time  of  his  death  he  was  Kent  Coun- 
ty Chairman  of  the  Delaware  Division  of  the 
American  Cancer  Society,  Chairman  of  the 
Committee  on  IMedical  Economies  of  the  State 
IMedical  Society  and  member  of  its  Commit- 
tees on  Tuberculosis  and  INIedical  Education, 
and  member  of  its  Council. 

Surviving  ai'e  his  wife  and  two  children, 
both  of  whom  are  students  at  the  Dover  High 
School,  a brother,  Charles  F.,  of  Berwyn,  Md., 
and  a sister,  Mrs.  J.  L.  Brooks  of  Baltimore. 

Services  were  held  in  Christ  Church  with 
the  Kev.  Paul  A.  Kellogg,  rector,  officiating, 
on  April  15th.  Interment  was  in  Christ 
Churchyard. 


BOOK  REVIEWS 

Children  with  Mental  and  Physical  Handi- 
caps. By  J.  E.  Wallace  Wallin,  Ph.  D.  Price 

•S6.65.  New  York:  Prentice-Hall,  Inc.  1949. 

This  is  a very  complete  and  up-to-date  book 
on  handicapped  children,  clinical  and  ab- 
normal psychology,  and  mental  hygiene.  An 
extensive  bibliography  is  included  with  each 
subject  disciLssed. 

This  book  may  well  serve  as  a text  book  for 
workers  and  students  in  the  field  of  handi- 
caiiped  children.  Teachers  should  find  it  val- 
uable as  a reference  source  for  information 
regarding  children  with  various  physical  and 
mental  variations  from  the  normal,  especially 
youngsters  with  iisychotic  and  i)re])sychotie 
disorders.  All  of  these  disorders  are  describ- 
ed and  classified  according  to  etiology  and 
s])ecial  clinical  types. 

Epilepsy,  brain  defects,  the  various  types 
of  orthopedically  disabled,  especially  cerebral 
lialsy  and  poliomyelitis,  are  also  discussed  in 
detail. 

The  Kenny  method,  the  new  concepts  of 
])reseut  day  treatment  of  ])oliomyelitis,  the 
use  of  prostigmin  and  curare  in  the  relaxation 
of  muscle  spasm  in  poliomyelitis  are  also  dis- 
cussed. 

This  book  should  be  of  special  interest  to 
Delawareans  as  the  author  is  a Delaware  resi- 
dent and  a director  of  Psycho-educational 
Clinics  and  Special  Education  and  Mental 
Hygiene  in  the  Departments  of  Education  in 
Wil  miugtou  and  Delaware. 

Blackiston’s  New  Gould  Medical  Dictionary, 

Edited  by  Harold  Wellington  .Jones,  M.  D., 


First  Edition,  Edited  by  Harold  Welling- 
ton .Jones,  M.  D.,  Colonel,  U.  S.  Army, 
Retired,  Contributing  Editor,  Encyclo- 
pedia Americana,  former  Director,  Army 
Medical  Library,  Washington,  D.  C.;  Nor- 
mand  L.  Hoerr,  M.  D.,  Professor  of 
Anatomy,  School  of  Medicine,  Western  Re- 
serve University:  Arthur  Osol,  Ph.D.,  Pro- 
fessor of  Chemistry,  Director  of  Chemistry 
Departments,  Philadelphia  College  of  Phar- 
macy and  Science,  Editor-in-Chief,  United 
States  Dispensatory.  With  the  assistance  of 
an  editorial  board  and  over  100  contributors. 
Pp.  1294  with  252  illustrations,  129  in  color; 
Prices,  $8.50,  .$10.75,  and  $13.50. 

The  new  (iould  Dictiouary  includes  thou- 
sands of  new  words  which  have  been  added 
to  the  literature,  as  late  as  1947.  A new 
phonetic  system  of  syllabification  and  pro- 
nunciation is  employed,  and  eponyms  and 
biographical  names  are  included  aliihabeti- 
cally.  Of  etiual  imiiortance  is  the  deletion 
of  obsolete  words.  The  type  is  exceedingly 
clear  and  legible.  Instead  of  prejiaring  tables 
in  the  text  under  the  subject  they  are  all 
collected  together  in  the  back  of  the  book,  a 
device  which  has  its  advantages  but  has  also 
some  disadvantages.  In  the  center  is  an  atlas 
with  252  illustrations. 

In  our  usage  of  the  volume  ii])  to  now  we 
have  found  the  definitions  remarkably  clear 
and  accurate.  They  ought  to  be,  because  this 
dictionary  is  the  first  to  be  built  around  a uni- 
versity faculty  rather  than  a mere  board  of 
editors.  We  recommend  the  book  as  a depend- 
able dictionary — one  of  the  better  kind. 


Clinical  Aspects  and  Treatment  of  Surgical 
Infections.  By  Frank  Lament  Meleney,  M.  D., 
Associate  Professor  of  Clinical  Surgery. 
Columbia  LTniversity.  With  a foreword  by 
Allen  O.  Whipple,  M.  D.  Pp.  840,  with  287 
figures.  Cloth.  Price,  $12.00.  Philadelphia:  W. 

B.  Saunders  Company,  1949 

IMeleney’s  book  fills  a long  felt  want,  and 
includes  a historical  survey  of  the  subject. 
The  mauagement  of  all  tyjies  of  infections, 
whether  the  treatment  involves  chemicals, 
antiliiotics,  or  other  therapeutic  agents,  is 
given  in  detail.  Practically  all  the  body  sys- 
tems are  included.  The  work  contains  a mo.st 
complete  bibliography.  We  consider  this  to 
be  the  outstanding  book  on  this  subject. 


Operative  Technique  in  General  and  Spe- 
cialty Surgery.  Edited  by  Warren  H.  Cole, 
M.  D.,  Professor  of  Surgery,  University  of 
Illinois.  Two  volumes.  Pp.  1738,  with  1950 
illustrations.  Cloth.  Pilce,  $30.00.  New  York: 
Ajipleton-Century-Crafts,  Incorporated,  1949. 

Dr.  Cole,  as  editoi',  has  enlisted  the  services 
of  55  leading  American  surgeons  to  ]>roduce 
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this  two  volume  opus.  Volume  1 is  devoted  to 
General  Suroery  and  Volume  2 to  S})ecialty 
Surgery,  whieh  ineludes  all  specialties  except 
oto  laryngologieal,  opthalmologieal  and  obstet- 
rical surgery.  This  work  is  more  eomi)lete  than 
most  texts  of  its  size;  in  fact  it  stands  between 
a one-volume  text  and  a .system,  [’roeedui-es 
])roven  in  the  large  experience  of  the  various 
authors  are  stressed,  and  in  proj>er  detail. 
The  illustrations  are  numerous  and  helpful  ; 
the  index  is  excellent. 

We  heartily  recommend  this  work  to  the 
I)raetieing  surgeon  who  wants  (piiek  helj),  and 
to  the  surgical  interne  or  resident  who  wants 
an  ade(}uate  but  not  too  elaborate  reference 
work. 


Fundamentals  of  Otolaryngology — A Text- 
book of  Ear,  Nose  and  Throat  Diseases.  By 
Lawrence  R.  Boies,  M.  D.,  Clinical  Professor 
of  Otolaryngology,  University  of  Minnesota 
Medical  School,  and  Associates.  Pp.  443,  with 
184  figures.  Cloth.  Price,  .S6.50.  Philadeljihia: 
W.  B.  Saunders  Company,  1949. 

The  title  of  this  book  is  descrii)tive.  The 
fundamentals  of  ear,  no.se  and  throat  diseases 
are  ade(piately  detailed  and,  with  the  aid  of 
numerous  and  excellent  illustrations,  a (juick 
survey  of  these  three  fields  can  be  made.  We 
feel  it  accomj)lishes  its  purpose  admirably  as 
a textbook  of  fundamentals;  it  does  not  aim 
to  be  complete  or  exhaustive.  For  the  ])urpo.se 
for  which  it  was  written,  we  recommend  it  to 
.students  and  general  i)ractitioners. 


Operations  of  General  Surgery.  By  Thomas 
G.  Orr,  M.  D.,  Professor  of  Surgery,  University 
of  Kansas  School  of  Medicine.  Second  Edition. 
F'p.  890,  with  1700  step-hy-step  illustrations 
on  721  figures.  Cloth.  Price,  .$13. .'50.  Philadel- 
jihia:  W.  B.  Saunders  Com])any,  1949. 

The  second  edition  of  Orr  is  most  welcome 
after  a lai>se  of  five  years  .since  the  first  edi- 
tion. Our  })ersonal  fretpient  experiences  with 
the  fir.st  volume  impressed  us  as  being  one  of 
the  very  finest  one-volume  works  on  surgical 
tcchnicpie  that  we  have  yet  seen.  The  .second 
edition  contains  many  new  0])erative  ])ro- 
cedures,  and  all  chapters  have  had  revisions 
or  additions.  We  consider  this  edition  to  be 
even  better  than  the  first,  and  we  ])redict  for 
it  an  e(tually  successful  care('r. 


Practical  Aspects  of  Thyroid  Disease.  By 
George  Crile,  Jr.,  M.  D.,  Department  of  Sur- 
gery, Cleveland  Clinic.  Pp.  355,  with  101 
figures.  Cloth,  Price,  .$0.00.  Philadelphia:  W. 

B.  Saunders  Company,  1949. 

( 'file's  little  books  deal  with  the  physiology 
of  the  thyroid,  with  i)athology,  diagnosis,  med- 
ical treatment,  pre-oi)erative  j)reparation,  the 
techinipie  of  thyroidectomy,  its  po.st-ojferative 
caie,  and  complications.  Several  chapters  are 
tlevoted  to  normal  tumors  of  the  thyroid,  and 
also  congenital  anomalies  and  thyroiditis.  It 
concludes  with  a plea  lor  team-work  in  the 
treatment  of  thyroid  diseases,  since  this  in- 
volves the  combined  fields  of  internal  medi- 
cine, roentgen  therapy,  nuclear  physics,  and 
surgery. 

The  book  is  an  excellent  reference  work  for 
the  sui-geon  and  for  the  medical  man  who 
treats  thyroid  patients. 


Handbook  of  Medical  Management.  By  Mil- 
ton  Chatton,  M.  D.,  Sheldon  Margen,  M.  D., 

H.  D.  Brainerd,  M.  D.,  of  The  Medical  School, 
University  of  California.  Paper.  Pp.  480. 
Price,  $3.00.  Palo  Alto,  California:  University 
Medical  Publishers,  1949. 

This  is  a little  book  of  pocket  size  but  thick 
enough  to  be  too  bulky  for  a pocket.  It  con- 
tains directions  for  treatment  after  the  diag- 
nosis is  made ; also  many  tables.  The  book 
lacks  a table  of  contents  but  the  index  is  (piite 
complete.  To  our  mind  the  itroper  i>lace  for 
this  book  is  in  the  glove  compartment  of  the 
doctor’s  automobile. 


Medical  Etymology — ^The  History  and  De- 
rivation of  Medical  Terms  for  Students  of 
Medicine,  Dentistry,  and  Nursing.  By  O.  H. 
Pepper,  M.D.,  Professor  of  Medicine,  Univer- 
sity of  Pennsylvania.  P)>.  263.  Cloth,  Price, 
$5.00.  Philadelphia:  W.  B.  Saunders  Company. 
1949. 

The  title  of  this  book  is  definitely  descrii)- 
tive  in  that  it  gives  in  rather  complete  detail 
the  origin  of  the  words  used  in  medical  work, 
both  ])re-clinical  and  clinical,  in  dictionary 
form.  Many  of  the.se  derivatives  will  bring  a 
smile.  This  book  Itelongs  in  the  library  of  the 
physician  who  has  time  to  devote  to  the  cul- 
tural aspects  of  his  ])rofession.  It  is  not  in- 
tended to  replace  the  regular  medical  diction- 
ary. It  is  a worth-while  contribution  to  the 
field  of  medical  semantics. 


Jui^,  \qi2 


Vasa,  \qn 


U~LcyUL  , 1^  3 q 


u^fVL,  I ^30 


• j I q ^ 3 /5  "to"  Joj2^  4, 


The  next  i&N  weeks 
may  be  the  most  important 
in  your  life 


letween  May  1 5th  and  July  4th,  you  can  make 
move  that  may  change  your  life,  regardless  of 
our  age.  During  these  seven  weeks  of  the  U.S. 
'reasury’s  Independence  Drive,  you  can  lay  the 
roundwork  for  making  your  fondest  dreams 
ome  true. 

The  next  decade  will  be  one  of  the  greatest 
America  has  ever  seen.  The  opportunity  of  a life- 
ime  will  come  to  millions — it  can  come  to  you. 

The  opportunity  to  start  your  own  business.  To 


buy  a share  in  the  business  you’re  now  in.  Even  to 
take  a job  that  pays  less  at  the  start — but  has  a 
tremendous  future. 

Don’t  let  your  opportunity  pass  because  you 
were  financially  unable  to  grab  it! 

If  you  are  not  now  buying  U.S.  Savings  Bonds 
automatically,  this  is  the  time  to  begin.  If  you  are, 
sign  up  for  extra  bonds.  Sign  up  and  buy  up  all 
you  can.  That  golden  opportunity  in  the  50’s  may 
be  the  “one  in  a lifetime”  for  you— be  ready  for  it! 


Contributed  by  this  magazine  in  co-operation  with  the  Magazine  Publishers 
of  America  as  a public  service. 
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with  important  vitamins  and  minerals 
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A FEW  OF  THE  MORE  IMPORTANT 
PROBLEMS  IN  THE  HIP  JOINT 
OF  THE  CHILD 

Alfred  R.  Shands,  Jr.,  i\l.  D.*® 
and 

Frank  P.  Kreuz,  Captain  (i\l.  C.),  L'.  S.  N. 

AYilmington,  Del. 

Congenital  and  developmental  conditions 
form  the  major  group  of  problems  in  the  hip 
joint  of  the  child  and  are  the  subject  of  this 
discussion.  The  greatest  enthusiasm  of  a 
specialist  is  always  manifested  in  those  con- 
ditions which  come  within  what  is  termed  the 
“lULSolved  group,’'  and  within  this  groui)  can 
he  i)laced  these  conditions.  It  is  realized  by 
the  orthopaedic  surgeon  that  a great  many  of 
the  deformities  and  subse(iuent  complications 
ot  these  conditions  could  be  prevented  it  there 
were  the  proper  early  recognition  of  the  lesion 
by  the  general  practitioner.  On  account  of 
the  fact  that  there  is  so  much  which  can  be 
done  tor  these  conditions  when  recognized  in 
tlieir  early  stages,  your  essayists  feel  it  is  most 
appropriate  to  present  this  subject  to  the 
iMedical  Society  of  Delaware  with  a few  re- 
marks on  those  cases  treated  at  the  Alfred  I. 
duPont  Institute. 

First,  a word  about  the  anatomy  ot  the  hip. 
The  hip  is  a ball  and  socket  joint  with  a 
cu])ped-shaped  acetabulum  and  a spherical- 
shaped  head  of  the  femur.  The  latter  is  cov- 
ered by  hyalin  cartilage  which  is  contiguous 
with  the  ])eripheral  cortical  bone  surrounding 
the  neck  of  the  femur.  Beneath  the  cartilage 
layer  and  bony  cortex  is  cancellous  bone.  Up 
to  a])proximately  the  fourteenth  year  in  girls 
and  the  sixteenth  year  in  boys,  there  is  across 
the  neck  of  the  femur  at  its  junction  with 
the  head  a band  of  hyaline  cartilage  called 
the  epiphyseal  plate.  That  portion  of  the 
femur  on  the  acetabular  side  of  this  plate  is 
called  the  epi])hysis.  The  angle  of  the  neck 
of  the  femur  to  the  shaft  is  variable  with  dit- 

•Read  before  the  Medical  Society  of  Delaware,  October 
11,  1949. 

•'Professor  of  Orthopedic  Surgery,  University  of  Penn- 
sylvania. and  Visiting  Medical  Director.  Alfred  I.  duPont 
Institute  of  the  Nemours  Foundation. 


fereiit  ages.  At  birth,  the  angle  is  from  140° 
to  160°  with  a forward  rotation  of  the  neck 
on  the  .shaft  (anteversion ) of  35°.  Both  of 
these  angles  decrease  with  age,  weight-bear- 
ing, and  growth.  At  birth,  the  epiphysis  is 
not  apparent,  but  appears  shortly  thereafter. 


with  hips  and  knees  flexed.  There  is  a congenital 
dislocation  of  the  right  hip.  Note  the  difference 
in  knee  levels.  (After  Freiberg) 

Surrounding  the  head  and  adjacent  iiortion 
of  the  neck  is  the  capsule  which  is  attached  to 
the  perijiheral  borders  of  the  acetalnilum. 
The  blood  supply  which  is  so  important  to 
normal  growth  and  develo])inent  is  from  three 
sources:  (1)  the  vessels  of  the  ligamentum 

teres,  (2)  the  vessels  in  the  capsular  attach- 
ment (circumllex  femoral),  and  (3)  the  ves- 
sels in  the  cancellous  bone  of  the  neck  which 
arise  in  the  shaft  of  the  femur. Interference 
with  any  one  of  these  blood  supiilies,  but  i>ar- 
ticularly  that  from  the  medial  or  jiosterior 
femoral  circumflex  artery,  may  be  the  cause 
of  ase])tie  necro.sis,  or  necrotic  changes,  in 
the  head  of  the  femur.  It  is  important  to 
appreciate  that  in  any  surgical  procedure, 
open  or  closed,  great  care  must  be  taken  not 
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to  manipulate  too  vi»OTou.sly  for  fear  of  eaus- 
ing-  injury  to  this  blood  sui)ply. 

What  eonstitnte  the  more  im])ortant  eon- 
genital  and  developmental  conditions  in  the 
hi])  joint  of  a child?  These  are:  (1  ) congenital 
dislocation,  (2)  coxa  plana,  (3)  epiphyseal 
coxa  vara  (slipi)ed  epiphysis),  and  (4)  con- 
genital coxa  vara. 

A.  Congenital  Dislocation  of  The  Hip 

The  term  “congenital  dislocation  of  the 
hi})”  is  not  completely  accurate  because  it 
iinjilies  that  the  condition  was  })resent  at 
liirth.  The  available  evidence  on  the  subject 
delinitely  repudiates  this  implication.  Few 
cases  of  actual  dislocation  could  be  found  to 
have  occurred  in  jire-natal  life  or  to  have  been 
discovered  shortly  after  delivery.  The  con- 
dition is  in  reality  a congenital  hip  dys- 
])lasia.^,'h  There  has  been  shown  to  lie  a close  re- 
lationshij)  between  congenital  hip  dysplasia 
and  congenital  club  feet.^  In  a .series  of  3(i4 
cases  of  subluxation  of  the  hi}>,  associated  club 
feet  were  found  in  55%.  Of  500  cases  of 
club  feet  in  another  series,  39%  had  associat- 
ed hip  dysplasia.  It  has  been  surmised  that 
a congenital  club  foot  is  caused  by  an  cm- 
bryologic  arrest  of  an  external  rotation  of 
the  fetal  limb.  This  ob.servation  and  the  clo.se 
relationshij)  between  these  two  congenital  ab- 
normalities strongly  suggest  that  failure  of 
rotation  of  the  fetal  limb  Imd  is  also  the 
cause  of  congenital  hip  dysiilasia. 

Congenital  dislocation  occurs  more  fre- 
(piently  in  children  of  Latin  parentage,  and 
from  85%  to  90%  of  the  cases  are  girls.  The 
latter  has  been  explained  on  the  basis  of  there 
being  a higher  .stage  of  ontological  develop- 
ment in  the  female  than  in  the  male.  It  has 
been  stated  that  “their  mono-embryonic  pel- 
vis has  departed  farther  from  the  more  prim- 
itive or  ])oly-embryonic  jielvis  of  the  male.’'’^ 
It  has  also  been  explained  on  the  basis  that 
boys  have  a jielvis  broad  above  and  narrow 
below  because  of  the  coming  together  of  the 
iscliii,  the  result  being  that  the  acetabula  are 
jilaced  more  horizontally,  thus  giving  the  head 
of  the  femur  a good  su])port.  In  girls,  the 
op|)osite  is  true;  for  the  subpubic  angle  is 
widened,  the  ischii  are  more  separated,  and 
the  acetabula  are  more  veiJical.*’ 

In  the  first  few  months  of  life,  the  condition 
is  practically  always  a simple  dysplasia  with- 


out dislocation  and  only  a mild  or  moderate 
degree  of  subluxation  which  makes  the  early 
diagnosis,  especially  in  bilateral  case.s,  more 
difficult.  If  the  condition  is  present  on  one 
side  only,  and  if  the  subluxation  is  sufficient- 
ly established,  the  affected  side  may  show  (1) 
a slight  limitation  of  abduction,  (2)  the  thigh 
to  be  a little  more  externally  rotated,  (3)  a 
slight  decrease  in  the  normal  flexion  contrac- 
ture of  the  hip  (35°),  (4)  an  increase  in  the 
number  of,  or  a deepening  of,  the  folds  on  the 
adductor  side  of  the  thigh  (Fig.  2),  (5)  an 


P’iKiirc  2.  Sketch  of  a young  infant  with  con- 
genital dislocation  of  the  right  hip.  Note  the 
fullness  in  the  right  greater  trochanter  area  and 
the  two  thigh  creases  on  the  right  contrasted 
with  one  on  the  left.  These  findings  are  not  al- 
ways conclusive  hut  are  suggestive  of  a congenital 
dislocation  of  the  hip.  (After  Freiberg) 

apparent  shortening  of  the  thigh  on  the  involv- 
ed side  (())  possil)Iy  a slight  looseness  of  the 
joint  determined  by  inilling  down  and  (nishing 
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up  the  thigh  on  the  pelvis  or  piston  mobility 
(telescoping  sign),  (7)  the  pulsation  of  the  fe- 
moral artery  to  be  distinctly  less  palpable  on 
the  affected  side,  and  (8)  a slight  lateral  bulg- 
ing of  the  greater  trochanter  when  the  flexed 
and  externally  rotated  thigh  is  brought  to  an 
adducted  position.  The  diagnosis  can  usually 
be  made  from  the  roentgenogram  with  the  fol- 
lowing three  diagnostic  signs  being  looked  for 
(Putti’s  triad)  : (1)  delayed  appearance  of 
the  osseous  capital  epiphysis  as  compared  with 
the  normal  side,  (2)  increased  distance  of  the 
trochanter  from  the  acetabulum,  and  (3)  ab- 
normally steep  or  short  acetabulum  roof  (Fig. 


Figure  3.  Roentgenogram  of  the  hips  of  a child 
age  2V2  years  showing  a congenital  dislocation  of 
the  right  hip.  Note  the  shallow  right  acetabulum, 
the  underdevelopment  of  the  right  upper  femoral 
epiphysis,  and  the  displacement  upward  of  the 
head  and  the  shaft  of  the  femur. 

3).  In  the  bilateral  case,  there  is  a character- 
istic widening  of  the  perineum. 

After  the  walking  stage,  the  diagnosis  is 
somewhat  less  difficult  to  make.  The  ab- 
normal posture  with  the  protruding  abdomen, 
increased  lumbar  lordosis,  and  waddling  gait 
is  quite  characteristic.  There  may  be  a posi- 
tive Trendelenberg’s  sign  (standing  on  the 
leg  of  the  affected  side  causes  the  opposite 
side  of  the  pelvis  to  point  down  instead  of  up 
as  it  does  in  standing  on  the  leg  of  the  normal 
side).  As  the  child  grows,  the  lumbar  lord- 
osis and  abdominal  protrusion  often  become 
more  prominent,  and  in  the  later  stages  all 
roentgenographie  changes  are  more  marked 
than  in  the  early  stages. 

The  treatment  for  the  early  case,  that  is  be- 
fore weight-bearing  and  walking,  is  to  keep 
the  hips  and  thighs  in  an  abducted  position. 


This  may  be  accomplished  by  applying  be- 
tween the  legs  a Putti  wedge-shaped  splint^ 
or  using  a Frejka’s  pillow  splint.^  Plaster 
long  leg  casts  with  cross  bars  or  shoes  with  a 
cross  bar  may  obtain  the  same  abduction  of 
the  hips.  In  one  large  Italian  clinic,  94% 
of  many  hundreds  of  patients  with  hip  dys- 
plasia have  been  reported  cured  by  this  simple 
aliduction  treatment  before  weight-bearing.^ 

The  treatment  for  the  older  patient  with 
actual  dislocation  is  a gentle  closed  manipula- 
tive reduction  of  the  hip  which  should  always 
lie  preceded  by  preliminary  stretching  of  the 
soft  tissues  with  adhesive  or  skeletal  traction. 
After  the  reduction  has  been  obtained,  a frog- 
leg  plaster  spica  with  the  hips  in  90°  flexion, 
90°  external  rotation,  and  90°  abduction  is 
the  treatment  of  choice,  although  in  some 
clinics,  a plaster  spica  with  the  hip  in  a 
position  of  abduction  and  full  internal  rota- 
tion is  used.  However,  the  frog-leg  or  90-90- 
90  position  has  been  used  successfully  for 
more  than  a half  century,  and  is  the  definite 
choice  of  the  senior  essayist.  The  90-90-90 
position  is  maintained  for  six  months  follow- 
ing which  the  legs  are  brought  down  to  45° 
abduction  with  the  same  amount  of  decrease 
in  the  external  rotation  and  hip  flexion  and 
maintained  in  plaster  tor  an  additional  three 
months.  This  is  followed  by  three  months  of 
physical  therapy  and  then  weight-bearing.  In 
11  eases  the  end  results  of  this  treatment  at 
the  Alfred  I.  duPont  Institute  have  been  satis- 
factory with  9 cases  excellent  (Fig.  4). 


Figure  4.  Roentgenogram  of  the  hips  of  the  same 
child  as  shown  in  Figure  3,  seven  years  later. 
A closed  reduction  had  been  performed  immedi- 
ately following  the  roentgenogram  in  Figure  3. 
Legs  of  patient  are  of  the  same  length  and  the 
motion  in  both  hips  is  equal.  Patient  walks 
without  limp  or  pain.  End  result  considered  ex- 
cellent. 

If  a reduction  cannot  be  accomplished  and 
satisfactorily  maintained  by  a closed  manipu- 
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latioii,  an  open  operation  is  definitely  indieat- 
ed.  There  are  many  different  types  of  0]>en 
oi)erations  described.  The  operation  prefer- 
red l)y  the  seidor  e.ssayist  is  that  of  exposin«- 
the  hip  joint,  eleanin<>-  out  the  acetabulum  of 
reduudant  soft  tissue,  and  i)utting  the  head 
of  the  femur  into  the  deepened  acetalmlnm. 
This  oi)eration  is  followed  by  immobilization 
in  pla.ster  in  an  abducted  and  internally  ro- 
tated ])osition  for  ten  to  twelve  W(‘eks.  The 
results  of  3 cases  at  the  Alfred  I.  duPont  In- 
stitute treated  in  this  manner  have  all  been 
good. 

Reconstructions  of  the  hip  and  osteotomies 
may  be  indicated  for  the  old  unreduced  case. 
Thei’e  have  been  7 old  cases  treated  in  this 
manner  at  the  Alfred  T.  duPont  Institute  with 
a few  excellent  results.  Shelf  ojjerations  may 
be  indicated  if  there  is  instability  following 
reduction.^" 

In  .summation  of  the  recognition  and  care 
of  the  congenital  hip  dislocation,  remember 
that  this  may  manifest  itself  either  immed- 
iately after  birth  or  after  the  child  begins  to 
walk.  l\lake  your  diagnosis  early,  if  possible ; 
do  not  wait  xintil  the  actual  dislocation  has 
occurred.  Always  suspect  a congenital  hip 
dysplasia  or  subluxation  of  the  hi])  in  children 
born  with  club  feet  or  other  congenital  ab- 
normalities and  esi)ecially  of  Latin  parentage. 
Do  not  fail  to  take  roentgenograms  in  all 
cases  which  are  in  any  way  suspicious.  l\Iake 
a careful  ])hysical  examination  of  all  infants 
and  children,  ins])eeting  for  abnormal  skin 
crea.ses  in  the  thigh,  and  pal])ating  for  ab- 
sence of  fullness  in  the  anterior  aspect  of  the 
joint  and  pul.sation  of  the  femoral  vessels. 
Look  for  slight  shortening  of  the  leg  and  lim- 
itation of  abduction  in  the  hi]).  If  in  doubt, 
oi-  as  soon  as  your  diagnosis  has  been  made, 
i-efer  the  ])atient  to  the  ortho])aedic  s])ecialist. 
P>.  Coxa  Pi.ana  ( Legg-Perthes-Calve  Disease) 

Coxa  Plana  occurs  in  boys  in  85%  to  90% 
of  the  cases.  It  is  usually  found  between  the 
ages  of  five  and  ten,  although  it  may  a])j)car 
as  early  as  three  years.  It  is  significant  that 
the  age  incidence  is  usually  in  tlie  middle 
childhood  or  during  the  ])ermanent  toofh 
])ei‘iod.  Since  the  teeth  are  considei’ed  to  be 
a ])ai't  of  the  skeleton  and  the  age  of  onset  of 
the  disease  and  the  b(‘ginning  of  ])ermanent 


dentition  correspond  to  the  stage  of  develop- 
ment when  for  the  first  time  since  birth  the 
develo])inent  of  the  female  is  not  definitely  in 
advance  of  the  male,  it  is  ])ossible  that  certain 
variations  in  the  gi'owth  of  the  head  and  neck 
of  the  femur  are  ])resent  in  boys  during  this 
])eriod  which  ])redis])ose  them  to  coxa  plana. 
The  di.sease  is  unilateral  in  ap])roximately 
90%  of  the  cases.^^.  The  cau.se  of  this  con- 
dition has  never  been  determined.  It  is 
thought  to  be  due  to  a vascular  disturbance 
of  the  e])i])hysis.  Such  etiological  factors  as 
infection,  trauma,  hereditary  influences,  and 
endocrine  factors  have  been  suggested  but 
never  ])roven. 

The  disease  is  divided  into  four  stages.  The 
first  stage  is  the  inci])ient  stage  in  which  there 
is  usually  a synovitis  accompanied  by  a slight 
lini]).  There  may  be  no  roentgenographic 
changes.  The  .second  stage  is  that  of  degenera- 
tion in  which  there  is  shown  by  roentgenograms 
a fi-agmentation  and  disorganization  of  the 
bony  structure  of  the  e])i])hysis(Fig.  5).  It  may 
begin  on  the  dia])hy.seal  side  of  the  epiphyseal 
])late  and  then  involve  the  head.  At  this  stage 
there  may  be  ])ain  in  the  hip  or  along  the 
medial  as])ect  of  the  thigh.  The  third  or 
healing  stage  is  that  of  regeneration  in  which 
the  roentgenograms  show  new  bone  formation 
and  disa])])earance  of  the  fragmented  appear- 
ance (Fig.  6).  The  fourth  or  re.sidual  stage  is 
when  the  roentgenograms  show  a completely 
regular  recalcification  of  the  e])iphysis.  At  this 
time  the  patient  may  be  allowed  to  get  up  and 
walk.  The  first  stage  may  last  several  weeks. 
The  second  stage  is  from  1 to  ly?  and 

the  third  .stage  from  2 to  3 years  or  longer. 

A mild  lini])  which  may  be  present  on  fa- 
tigue is  the  most  common  presenting  evidence. 
This  may  be  followed  by  muscle  spasm  and 
])ain  occasionally  radiating  to  the  knee.  Lim- 
itation of  motion  in  the  hi]),  usually  abduc- 
tion and  internal  rotation,  may  then  be  pres- 
ent. Seldom  is  there  febrile  reaction  in  the 
beginning  or  at  any  time  dui'ing  the  disease. 
In  the  .second  .stage,  a thick  boggy  capsule 
of  the  hi])  may  be  ])al])ated  anteriorly  (Gill 
sign).  This  is  then  followed  or  accom])anied 
by  the  ])ositive  roentgenogra])hic  findings  of 
areas  of  absor])tion,  iri'egular  decalcification, 
widening  of  the  c])i])hyseal  plate,  irregular 
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disintegi’ation  of  the  liead,  and  a thickening 
of  the  neck  (P"ig.  5). 

The  treatment  is  bed  rest  in  the  early  stage 
with  traction  to  relieve  the  muscle  spasm. 


FiRiirr  5.  Roentgenogram  of  right  hip  of  boy  age 
6 years  showing  coxa  plana  at  beginning  of  second 
stage.  Note  areas  of  irregular  density  in  the 
epiphysis  with  fragmentation.  First  evidence  of 
condition  was  pain  in  the  knee  with  slight  limp 
approximately  twelve  months  prior  to  this  roent- 
genogram and  eight  months  prior  to  hospital  ad- 
mission. 

Continued  bed  rest  should  be  carried  out  in 
the  very  young  through  the  healing  stage.  In 
the  older  children  with  the  disappearance  of 
muscle  s])asm  and  jiain,  it  may  be  safe  to  al- 
low the  jiatient  to  be  up  either,  1)  with 
crutches  and  a high-soled  shoe  on  the  good 
leg,  or  2)  with  a hij)  sling  to  the  affected  leg 
to  prevent  weight-bearing,  or  3)  with  a non- 
weight-bearing  brace  on  the  affected  leg.  The 
objective  of  all  treatment  is  to  iirevent  pres- 
sure upon  the  head  during  the  time  when  this 
may  cause  further  disintegration  and  flatten- 
ing. There  have  been  35  ])atients  treated  at 
the  Alfred  I.  duPont  Institute.  The  results 
of  those  patients  who  have  carried  out  what 
is  considered  adequate  treatment  have  been 
excellent  (Fig.  6). 

In  summation,  do  not  regard  lightly  mild 
hip  .sym])toms  in  a child  between  Ihe  ages  of 
3 and  10  years.  Keep  him  off  his  feet  and 
preferably  in  bed  with  traction.  Do  not  re- 
gard a negative  first  roentgenogram  report 


as  final.  Very  often  the  pathology  does  not 
show  up  until  later.  Do  not  make  a negative 
diagnosis  until  all  symptoms  and  signs  are 
completely  gone  and  repeated  check  roent- 


Figiirc  6.  Roentgenogram  of  right  hip  of  same 
patient  as  shown  in  Figure  5.  three  years  later. 
(Print  has  been  reversed.)  Note  smooth  regular 
epiphysis,  almost  complete  recalcification,  and 
only  a few  areas  of  irregular  density.  Patient 
was  treated  by  rest  in  bed  for  sixteen  months 
with  the  first  three  months  in  traction,  and  was 
not  allowed  weight  bearing  for  three  years  from 
date  of  hospital  admission. 

genograms  are  negative.  Do  not  fail  to  ob- 
tain both  lateral  and  anterior-posterior  roent- 
genograms of  the  hip.  Do  not  forget  that  a 
slight  lim]j  and  a slight  limitation  of  motion 
with  or  without  pain  is  an  early  clinical  man- 
ifestation of  the  disease.  Do  not  forget  that 
the  treatment  should  be  continued  until  the 
head  of  the  femur  shows  roentgenographic 
evidence  of  complete  smooth  regeneration. 
Fomplete  coojieration  of  the  patient  as  well 
as  the  ]>arents  is  absolutely  necessary  for  a 
good  result. 

C.  Epiphyseal  Coxa  Vara  or  Siupping  of 
THE  Upper  Femoral  Epiphysis. 

Epiphyseal  coxa  Yara  is  e.ssentially  a dis- 
ea.se  of  the  epiphyseal  plate  of  the  neck  of 
the  femur  which  produces  a pathological  se])- 
aration  between  the  head  and  neck  and  con- 
sequently an  atyjiical  deformity.  It  is  a 
“loo.sening  or  ilissolving”  of  the  epiphyseal 
plate.  Whereas  coxa  i)lana  occurs  almost  ex- 
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elusively  in  boys  durin<>-  the  middle  ehildliood 
stages  of  development  in  the  hip  between  the 
ages  of  three  and  ten,  this  disease  condition 
oeenrs  in  the  late  childhood  or  the  pre-adoles- 
cent stage  between  the  ages  of  eight  and  six- 
teen. The  incidence  in  girls  gradually  ap- 
proaches that  in  boys.  The  incidence  of  bi- 
lateral involvement  increases  to  about  20%, 
whereas  in  coxa  plana  it  is  about  10%. 

The  cause  of  this  condition  is  not  known, 
but  the  best  evidence  is  that  it  is  due  to  a 
disturbance  of  the  endocrine  glands.  It  is 
very  often  found  in  fat  children  who  have  an 
abnormally  slow  development  of  the  genitalia 
(Froehlich's  syndrome)  and  in  tall,  skinny 
children.  It  is  thought  at  times  that  trauma 
may  play  a part,  and  evidence  certainly  is 
given  in  the  histories  of  many  i>atients  that 
this  may  be  the  immediate  cause.  The  con- 
dition may  be  recognized  in  a roentgenogram 
in  the  j)re-slipi)ing  stage  with  a very  minute 
and  minimal  change  in  the  epiphyseal  line,  or 
it  may  not  be  recognized  until  the  slii)])ing 
stage  (Fig.  7).  This  may  l)o  of  varying  degree 
from  a very  small  amount  to  a comi)lete  sep- 
aration of  the  epi])hysis  from  the  neck.  The 
length  of  time  of  the  pre-slipping  stage  is  not 
known. 

The  first  symi)toms  in  the  pre-slipping 
stage  are  usually  very  mild  and  may  even  be 


Figure  7.  Roentgenogram  of  left  hi])  of  boy  age 
15  years  showing  mai'ked  sli])])ing  of  the  ui)])er 
femoi’al  ej)i])hysis  from  the  neck  of  the  femur 
with  coxa  vara.  Left  hi])  had  been  injured  in  a 
fall  three  months  prior  to  roentgenogram.  Pa- 
tient had  been  unable  to  beai-  weight  on  the  leg 
for  the  last  six  weeks. 

noji-incai)acitating.  There  may  l>e  a slight 
feeling  of  fatigue  and  wetikness  in  the  leg 


with  an  occasional  sli.ght  i>ain  in  the  knee. 
At  times  there  may  be  a vague  discomfort 
referable  to  the  hip.  It  may  be  followed  by  a 
very  slight  limp  especially  after  strenuous 
activity.  The  pain  in  the  hip  may  be  referred 
to  the  medial  aspect  of  the  thigh  or  to  the 
knee.  Fretiuently  the  patient  will  complain 
of  limitation  of  motion  or  weakness  of  the 
hij).  In  the  slipping  stage,  the  diagnosis  is 
much  easier  as  all  the  symptoms  are  more 
l)ronounced.  There  is  increase  in  pain,  limp, 
and  limitation  of  motion  with  a rather  mark- 
ed mu.scle  spasm.  The  leg  is  usually  held  in 
a position  of  external  rotation  due  to  the 
spasm  of  the  external  rotators  of  the  hip  and 
th('  forward  displacement  of  the  neck  at  the 
e|)iphyseal  plate. 

Roentgenographic  findings  are  (fuite  con- 
clusive. These  are  an  increase  in  the  widen- 
ing of  the  epiphyseal  line  comifarable  to  the 
amount  of  slipping,  and  a variable  distortion 
between  the  head  and  neck.  Lateral  roent- 
genographic views  are  always  imi>ortant  and 
it  is  from  the.se  that  the  exact  amount  of  slip- 
ping can  be  accurately  measured.  The  head 
actually  is  disi)laced  downward  and  backward 
and  the  neck  is  displaced  upward  and  forward 
( Fig.  7).  In  the  advanced  stage  there  is  a varus, 
and  antever.sion  of  the  neck.  The  head  of  the 
femur  may  show  evidences  of  disintegration 
or  asej)tic  necrosis,  es])ecially  when  the  slip- 
ping is  pronounced  and  has  been  present  for 
sometime. 

( 'on.servative  measures  are  definitely  indi- 
cated in  the  early  or  pre-slipping  .stage.  Com- 
plete bed  rest  with  traction  should  be  the  first 
treatment  and  continued  during  the  duration 
of  the  muscle  s))asm.  This  may  be  followed 
by  1 ) continued  recumbency  with  or  withoiR 
traction,  2)  crutches  and  an  elevated  shoe  on 
the  unaffected  side,  3)  a long  leg  ischial-bear- 
ing brace,  4)  internal  rotation  brace  of  IMilch, 
5 ) a Whitman  ])la.ster  spica  with  or  without 
an  incor])orated  walking  iron,  or  (1)  the  hip 
sling  of  Fort  or  Snyder.  In  some  clinics,  the- 
ti’catment  in  the  early  or  pre-.slipping  stages- 
is  immediate  nailing. 

The  acute  slipi)ing  is  an  emei'gency  condi- 
tion. The  displacement  should  be  reduced  as: 
soon  as  i)ossible.  This  may  be  done  occasion- 
ally by  continued  adhesive  or  .skeletal  traction 
in  abduction  and  inteiaial  rotation.’-’  Some- 
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times  it  may  be  accomplished  by  very  gentle 
manipulation,  (Fig.  8)  although  a great  many 
orthopaedic  surgeons  condemn  closed  reduc- 
tion. The  most  common  form  of  treatment  now 
is  an  open  reduction ; the  displaced  epiphysis  is 
replaced  on  the  neck  and  tixed  to  the  neck 
with  a Smith-Peterson  nail  or  pins  of  the 
Moore  or  Knowles  type.^^  In  some  clinics 
autogenous  bone  pegs  are  i)laced  across  the 
epiphyseal  line  after  reduction.^'’  No  weight- 
bearing should  be  allowed  following  either 
open  or  closed  reduction  until  there  is  by 
roentgenogram  evidence  of  a complete  oblit- 
eration of  the  epiphyseal  line.  It  may  be 
necessary  to  protect  the  hi])  with  a non-weight- 


Figiire  8.  Roentgenogram  of  left  hip  of  same  pa- 
tient as  shown  in  Figure  7.  three  and  a half 
months  following  a gentle  closed  reduction.  Note 
beginning  disappearance  of  epiphyseal  line  and 
good  anatomical  reposition  with  no  evidence  of 
coxa  vara. 

bearing  brace  or  splint  or  the  wearing  of  a hip 
.sling. 

The  treatment  of  the  late  stage  is  extremely 
unsatisfactory  once  there  is  a fusion  between 
the  e])iphysis  and  the  neck.  Cervical  osteo- 
tomies to  correct  the  deformity  have  been  em- 
ployed successfully  in  many  clinics,  but  it  is 
a rather  difficult  procedure  and  should  not 
be  done  by  the  inexperienced  surgeon. 

Thirteen  patients  with  early  and  late  slip- 
ping have  been  treated  in  the  Alfred  I.  du- 
Pont  Institute  with  75%  satisfactory  results. 
The  best  results  are  definitely  in  the  early 
cases. 

In  summary,  remember  that  any  adolescent 
with  mild  symptoms  referable  to  the  hi])  with 
or  without  history  of  trauma  should  be  treated 
immediately  for  epiphyseal  coxa  vara  allow- 


ing no  weight-bearing.  Do  not  forget  that 
the  earliest  clinical  evidence  is  slight  limita- 
tion of  external  rotation  and  abduction.  Do 
not  forget  to  take  anterior-])osterior  and  lat- 
eral roentgenograms  of  both  hips  as  the  inci- 
dence of  bilateral  involvement  is  high.  Do 
not  forget  that  weight-bearing  should  fiot  be 
allowed  while  making  jmur  diagnosis  and  in 
treatment  until  the  epiphyseal  line  is  closed. 

I).  Congenital  Coxa  Vara 

Congenital  coxa  vara  is  extremely  rare  as 
com])ared  to  the  former  three  conditions.  A 
diagnosis  is  seldom  made  without  the  assist- 
ance of  a roentgenogram.  Its  cause  is  pri- 
marily a developmental  defect  in  the  head  and 
neck  of  the  femur.  It  is  sometimes  found  sec- 
ondary to  such  conditions  as  achondro])lasia 
and  chroiHlrodystro])hy. 

The  first  evidence  is  usually  manifested  U])- 
on  walking,  the  child  appearing  to  have  an 
awkward  gait  and  veiw  often  a '‘waddle’’ 
from  side  to  side  very  much  like  the  “duck 
waddle’’  of  a congenital  dislocated  hip.  There 
is  usually  stiffness  and  oftentimes  weakness 
through  the  hips  and  legs.  If  it  is  unilateral, 
there  may  be  a limp.  There  is  nearly  always 
a rather  marked  limitation  of  abduction  ami 
internal  rotation.  During  the  later  stage, 
the  deformity  is  one  of  external  rotation  and 
])rominenee  of  the  greater  trochanter. 

The  roentgenograms  show  a very  definite 
decrease  in  the  angle  of  the  neck  of  the 
femur  to  the  shaft.  In  the  early  ease  there 
may  be  seen  a triangular  area  of  bone  on  the 
inferior  aspect  of  the  neck  which  di.sa])pears 
as  the  patient  becomes  older.  The  acetabulum 
is  nearly  always  found  to  be  (]uite  shallow. 
Associated  with  this  is  a marked  upward 
])rominence  of  the  greater  trochanter. 

The  treatment  is  minimal  in  the  early  stage. 
If  there  is  stiffness  associated  with  muscle 
spasm,  rest  in  bed  in  traction  is  indicated. 
Sometimes  manipulation  into  an  overcorrect- 
ed position  may  be  followed  with  good  re- 
sults; also  a non-weight-bearing  long  leg  brace 
may  hel]).  A subtrochanteric  osteotomy  is 
nearly  always  indicated  for  the  older,  more 
])ronounced  case.^*"’  This  results  in  an  increase 
in  the  angle  of  the  neck  to  the  shaft  as  well 
as  an  increase  in  leg  length. 

Ten  ca-ses  of  congenital  coxa  vara  have  been 
treated  at  the  Alfred  I.  duPont  Institute.  All 
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ol  these  suitable  for  surgery  for  which  a sub- 
TrtK'hauteric  osteotomy  has  lieeu  done,  have 
excellent  results. 

Conclusions  : 

1.  There  have  been  ])resented  brief  di.scus- 
sioiis  of  the  diagnosis  and  treatment  of  the 
following  conditions  of  the  hip  joint  of  the 
child  with  a word  on  the  results  of  treatment 
of  tho.se  patients  seen  at  the  Alfred  I.  diiPont 
Institute : 

a.  Congenital  Dislocation 

1).  Coxa  Plana 

c.  Eiiiphyseal  Coxa  Vara  (Slipped 
Epiphysis) 

d.  Congenital  Coxa  Vara 

2.  The  general  jiractitioner  should  : 

a.  llemember  that  early  recognition 
and  treatment  of  certain  congenital 
and  develoiimental  conditions  of 
the  hip  in  a child  may  prevent  seri- 
ous later  deformity. 

b.  Never  disregard  mild  pain  in  the 
hip,  thigh,  or  knee  in  a child  up  to 
sixteen  years  of  age  with  or  with- 
out a limi). 

c.  Examine  the  ])atient  closely  for 
muscle  sjiasm  and  limitation  of  mo- 
tion e.sjiecially  adduction  and  in- 
ternal rotation. 

d.  Always  have  anterior-posterior  and 
lateral  roentgenograms  taken  of 
both  hi])s  for  an  unexiilained  limj) 
and  lower  extremity  pain. 

e.  If  the  diagnosis  is  in  doubt,  always 
immediately  limit  activity  and 
weight  - bearing  by  ])utting  the  ])a- 
tient  to  bed  or  on  crutches. 

f.  Remember  that  the  best  treatment 
of  the.se  patients  always  can  be  giv- 
en by  the  orthojiaedic  surgeon  who 
is  especially  trained  in  their  care. 
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Discussion 

Dr.  Irvine  M.  Flinn  (Wilmington)  : There 
is  little  to  add  to  this  most  excellent  and 
thorough  iiaper.  I would  like  to  empha.size 
two  or  three  things  wliich  Dr.  Shands  has 
mentioned  in  his  conclusions. 

Tlie  first  one  is  to  be  sure  to  watch  the 
other  hip.  In  one  of  his  cases  of  Legg-Perthes 
tlisease  the  other  hip  Iiecame  involved  con- 
siderably later  than  usual ; ordinarily  the  two 
are  concomitant.  If  we  take  an  x-ray  of  just 
one  hij)  we  lose  sight  of  the  other  one,  and 
the  child,  then,  is  of  course  not  being  treated 
rightly  or  thoroughly. 

The  other  thing  I wish  to  emphasize  is  pain 
in  the  knee.  Frecjuently  I see  patients,  chil- 
dren and  adults  too,  wdiere  tlie  patient  com- 
plains of  iiain  in  the  knee.  X-rays  have  been 
taken  of  the  knee  and  nothing  has  been  found. 
Then  an  examination  is  made  and  the  limita- 
tion of  motion  of  the  hip  and  the  x-rays  reveal 
something  definite.  If  a jiatient  complains  of 
pain  in  the  knee  and  nothing  can  be  found 
there  be  sure  to  take  an  x-ray  of  the  hip  also. 
I don’t  know  why  it  is  — )\lilford  is  a very 
delightful  jilace,  but  it  has  one  jicculiarity. 
Ordinarily,  Perthes,  as  Dr.  Shands  .says,  be- 
gins usually  between  six  and  .seven  years  of 
age,  occasionally  earlier.  Tliere  was  one  case 
I saw  in  Milford  some  two  or  three  years  ago, 
wheie  it  began  at  tlie  age  of  two,  and  1 saw 
some  x-rays  at  the  Milford  lIos])ital  the  other 
day  where  it  began  at  nine  months.  I ju.st 
don’t  know  what  is  wrong  with  ]\tilford. 

Dr.  Theodore  B.  Strange  (WilmingtoiD  : 
1 am  sure  we  all  enjoyed  Dr.  Shands’  excid- 
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lent  i)ai)er  and  realize  that  such  a detailed  and 
lengthy  subject  could  not  be  discussed  in  a 
few  minutes. 

I have  concentrated  on  the  subject  of  con- 
genital dislocation  of  the  hip,  which  in  itself 
is  an  absorbing  subject.  The  fact  that  so 
much  literature  has  been  written  on  this  sub- 
ject and  the  number  of  treatments  that  are 
advocated  leads  one  to  realize  that  it  is  com- 
plicated. 

Though  numerous  methods  are  advocated 
by  different  clinics  and  orthopedists  tliere  is 
universal  accord  on  one  phase;  that  is,  tlie 
earlier  the  treatment  is  started  the  easier  it  is 
to  correct  the  deformity,  whether  it  be  a dis- 
location, subluxation,  or  preluxation. 

It  is  obvious  that  early  diagnosis  means 
early  treatment.  In  such  countries  as  Italy 
and  Czechoslovakia,  where  the  incidence  of 
congenital  hips  is  higher  than  in  the  United 
States,  the  laity  as  well  as  the  medical  pro- 
fession is  on  the  lookout  for  congenital  hips. 

However,  the  diagnosis  may  be  made  or  at 
least  one  may  become  suspicious  of  congenital 
hips  by  a few  simple  clinical  tests.  These 
tests  and  observations  should  be  performed  on 
every  infant  and  made  a routine  part  of  every 
physical  examination. 

The  following  slides  were  prepared  for  a 
scientific  exhibit  for  the  American  Academy 
of  Orthopedic  Surgeons  in  Chicago  this  past 
January,  and  I have  copied  their  slides. 

(Slide)  There  are  .seven  clinical  te.sts  that 
we  can  all  examine  for  in  a matter  of  a few 
minutes,  and  this  is  the  first  one  which  is  in- 
crease in  the  depth  and  asymmetry  of  the 
inguinal  fold  as  it  is  outlined  here. 

(Slide)  The  next  .slide,  with  the  infant  on 
his  abdomen,  shows  an  increase  in  depth  and 
asymmetry  of  the  gluteal  fold. 

(Slide)  This  .shows  the  habit  attitude  of 
the  patient.  Here  again  the  inguinal  fold  is 
deep  witli  the  child  .supine  and  with  the  thighs 
flexed. 

(Slide)  The  fourth  slide  .shows  the  habit 
attitude  while  i)roue,  outlining  again  the 
gluteal  fold  and  the  knee  Hexed  and  extremity 
rotated. 

(Slide)  This  shows  the  habit  attitude  Avith 
the  ])atient  sitting  and  the  legs  crossed,  .shoAV- 
ing  the  right  hip  assuming  generally  this  at- 
titude. 


(Slide)  In  forced  abduction,  there  is  this 
obvious  limitation  of  motion,  the  involved  side 
not  being  abducted  to  the  extent  that  the  un- 
involved may  be,  and  the  inguinal  fold  again 
is  more  prominent  on  the  iiwolved  side. 

(Slide)  The  last  slide  shows  a functional 
shortening  of  this  right  extremity  as  eom- 
jiared  to  the  left,  Avith  the  hips  and  knees 
Hexed. 

The  adduction  contracture  is  the  presenting 
sign  in  early  dysplasia  and  congenital  dis- 
location of  the  hips.  This  adduction  contrac- 
ture is  demonstrated  A’ery  easily  in  an  infant 
by  placing  the  infant  on  its  back  and  forcibly 
abducting  the  thighs.  This  is  a A’ery  simple 
procedure  to  do  and  hiAuiriably  the  involved 
side  is  not  able  to  be  fully  abducted,  Avhereas 
the  uninvolved  side  is. 

Because  of  this  adduction  contracture  the 
inguinal  and  gluteal  folds  are  deepened,  the 
skin  is  macerated  due  to  the  added  contact, 
the  folds  are  increased  in  Avidth,  and  the  folds 
are  more  cephalad  on  the  alfected  side. 

In  conclusion,  I Avould  like  to  emphasize 
that  the  keynote  to  successful  treatment  of 
congenital  hips  is  early  diagnosis.  This  is 
easily  done  by  applying  the  tests  as  described, 
Avhich  should  be  made  a routine  part  of  every 
physical  examination  of  all  infants. 

Dr.  Leonard  A.  Hershon  (Wilmington)  ; 
What  becomes  of  the  blood  circulation  to  the 
hip  in  congenital  dislocation? 

Dr.  Shands:  First,  to  ansAver  the  question 
as  to  the  circulation,  Ave  haAm  slides,  Avhich 
Ave  didn’t  ])resent,  Avhich  show  beautifully  the 
circulation  of  the  hip  in  the  infant.  You 
have  three  blood  supplies  — namely,  through 
the  capsule,  through  the  neck  from  the  .shaft, 
and  from  the  ligamentum  teres.  Actually, 
the  blood  .supplied  through  the  ligamentum 
teres  is  practically  nil  in  the  infant  and  young 
child,  so  you  do  uot  have  to  be  concerned  Avith 
this  blood  supply.  You  do  have  to  be  con- 
cerned Avith  the  blood  supply  coming  from 
the  ca]).sular  A'e.s.sels  and  the  A’essels  going 
through  the  neck  up  to  the  epiiihy.seal  line. 

Dr.  Flinn’s  point  about  Avatching  the  other 
hip  is  very  Avell  taken.  In  all  these  condi- 
tions Avhich  I have  described,  never  be  satis- 
fied Avith  one  anterior-posterior  roentgeno- 
gram of  one  hi]).  AhA’ays  take  laterals  ol' 
both  hips  as  Avell  as  both  anterior-posterior 
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views.  Do  not  forget  that  })ain  iii  the  knee, 
whieh  Dr.  Flinn  re-eini)hasizecl,  may  mean 
patliology  in  the  hii),  and  ])ain  in  tlie  hij)  may 
mean  patliology  in  the  spine.  If  these  few 
points  are  borne  in  mind,  you  will  certainly 
seldom  miss  these  conditions  in  the  child’s  hip. 

Dr.  Strange  has  given  you  a very  nice 
presentation  of  simple  tests  and  things  to 
look  for.  1 thank  the  drscussants  very  much. 

HYPERSPLENISM  AND  SPLENECTOMY 

Thomas  Fitz-Hugh,  Jr.,  i\I.  1).**" 
and 

John  William  Frost,  ]\1.  1). 

Philadelphia,  Pa. 

Myths  and  speculation  concerning  hyper- 
splenism  and  splenectomy  are  of  great  an- 
tiquity. An  old  English  translation  of  Pliney^ 
states:  “This  member  (the  s[)leeii)  hath  a 

projiiete  by  itself  sometimes  to  hinder  a man’s 
running;  whereuiion  ])rofe.ssed  runners  *** 
that  bee  troubled  with  the  siilene  have  a de- 
vise to  burn  and  waste  it  with  a hot  yron. 
#«=#  They  .say  that  the  splene  may  be  taken  out 
of  the  body  by  way  of  incision  and  yet  the 
creature  live  neverthele.ss ; but  if  it  be  a man 
or  woman  that  is  thus  cut  for  the  siilene,  he 
or  she  looseth  their  laughter  by  the  means, 
h'or  sure  it  is  that  intemjierate  laughers  have 
always  great  .siilenes.  ” 

The  modern  era  of  hypersplenism  and 
splenectomy  dates  from  about  1900.  In  the 
two  following  decades  most  of  the  elinico- 
pathologic  ground-work  was  laid  for  the  cur- 
rent “new  look”  hypothe.ses  and  procedures. 

1 lyiiersplenism  is  defineil  as  an  exaggera- 
tion, and  jierhaps  ])erversion,  of  sjilenic  func- 
tion resulting  in  reduction  of  one  or  more  of 
the  cellular  elements  of  the  blood.  The 
modus  opcnindi  remains  controversial.  The 
“mechanical”  hypothesis  of  cellular  secpies- 
tration,  phagocytosis  and  lysis  by  the  sjileen 
(protagonist;  Doan)  is  oi)])osed  by  the  “hor- 
monal” hypothesis  of  excessive  marrow  in- 
hibition by  the  sjileen  (iirotagonist : Dame- 

shek).  We  believe  that  both  mechanisms 
operate,  but  that  neither  accounts  for  all  the 

•Read  before  the  Medical  Society  of  Delaware,  Wil- 
min^cn,  October  11.  1949.  This  analysis  was  presented  in 
modified  form  by  Thomas  Fitz-Hugh.  Jr.  and  John  W. 
Frost  before  the  American  Clinical  and  Climatological 
Asso.  (See  Trans.  Amer.  Clin.  & Clim.  Asso.  Vol.  60.  1948.) 

••Respectively  Professor  of  Clinical  Medicine  and  Chief 
of  the  Hemotology  Section,  Medical  Clinic,  Hospital  of  the 
University  of  Pennsylvania:  and  Instructor  in  Medicine 
and  Eli  Lilly  Fellow  in  Hematology. 


facts.  It  is  reasonable  to  believe  that  the 
homeostasis  of  the  formed  elements  of  the 
blood  may  be  in  part  controlled  by  products 
of  destruction  of  such  elements.  (MenkiiF  has 
demonstrated,  for  exanqile,  two  leukoiienic 
components  in  tissue  exudates.  While  the.se 
sub.stances  have  not  been  found  in  normal 
[ilasma,  they,  or  similar  components,  could  be 
constantly  formed  in,  and  liberated  from,  the 
spleen,  lymphnodes  and  other  “barrier  tis- 
sues" and  thus  contribute  to  leukocytic  home- 
stasis.  Recently  (Jastle  and  co-worker.s'^  have 
demonstrated  the  fact  that  in  “acquired” 
hemolytic  states  of  anemia  the  red  corpuscles 
may  become  sensitized,  by  a globulin-plasma 
component,  to  ready  hemolysis  (mechanical 
or  osmotic)  through  residence  in,  or  contact 
with,  abnormal  si)lenic  i)ulp  tissue.  These 
and  similar  mechanisms  may  helj)  to  exiilain 
much,  if  not  all,  of  the  spleen's  alleged  hor- 
monal function. 

Despite  the  obscure  nature  of  hypersplen- 
ism itself  we  find  it  convenient  to  classify 
cases  in  two  groups,  on  jmrely  utilitarian  and 
emi)irical  grounds.  All  hemocyto[)enic  pa- 
tients “clinically”  curable  by  splenectomy 
are  considered  cases  of  ])rimary  hypei’splen- 
ism ; those  suffering  from  known  systemic  dis- 
ease associated  with  hemocytopenia  and  re- 
lievable  of  such  cytoi)enia  by  splenectomy  are 
coiLsidered  cases  of  .secondary  hypers]>lenism. 

Tahle  1 

Clinical  Classification  of 
Hypersflenlsm 

I Primary 

(1)  Hemolytic  Ictero-anemia  — spherocy- 
tic (Familial  Type  of  Chauffard  and 
IMinkow.ski) 

(2)  Idiopathic  Thrombocyto])enic  Purpura 
(of  Werlhoff  ) 

(3)  Splenic  Neutropenia  (of  Wiseman  and 
Doan ) 

(4)  S])lenic  Panhematopenia  (of  Doan  and 
Wright ) 

(5)  Hemolytic  Anemia  — accpiired  type- 
(of  Ilayem  and  Widal) 

I I Secondary 

(1)  Eipoid  Dystrophies 

(2)  Chronic  Infections  (.syphilis,  malaria,, 
tuberculosis,  Kala-Azar,  brucellosis,. 
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rlieumatoid  arthritis  with  Deity’s  syn- 
drome, sarcoidosis) 

(3)  Disseminated  Lnpns,  Periarteritis  no- 
dosa, etc. 

(-1)  Amyloidosis 

(5)  Chronic  Congestive  splenomegalies 
(Banti’s  syndrome,  portal  cirrhosis, 
portal  and  splenic  vein  thrombosis. 

(6)  Malignant  splenomegalies  (Hodgkin’s 
Disease,  leukemia,  lymphosarcoma, 
myeloma ) . 

Why  certain  splenomegalic  anemias  fail  to 
respond  to  splenectomy  is  one  of  the  many 
mysteries.  Such  include  Mediterranean 
anemia  /Cooley),  sickle-cell  anemia  and  most 
chronic  or  paroxysmal  hemoglobinnrias.  Per- 
nicions  anemia,  once  viewed  as  partly  hyper- 
splenic  in  nature,  has  of  course  (happily) 
dropped  out  of  the  splenectomy  agenda. 


The  diagnosis  of  hypersplenism  is,  accord- 
ing to  Dameshek^,  a problem  of  “correct  ad- 
dition’’: an  adequate  history  plus  splenomeg- 
aly, plus  anemia,  neutropenia,  thrombocyto- 
penia or  pancytopenia,  plus  a normal  or  hy- 
perplastic bone  marrow  “equals”  hyper- 
splenism. Doan'’  adds  to  this  a positive  re- 
sponse of  the  cells  (especially  leukocytes  and 
platelets)  to  adrenalin.  Personal  diagnostic 
experience  seems  much  less  simple.  My  as- 
sociates and  I find  it  often  a meticulous  af- 
fair, with  conliicting  pieces  of  evidence  to  be 
weighed,  and  with  the  final  proof  sometimes 
a matter  of  prayerful  waiting  for  the  “ex- 
pected” post-splenectomy  response. 

During  (approximately)  the  past  12  years 
one  hundred  splenectomies  have  been  per- 
formed in  the  Hospital  of  the  University  of 
Pennsylvania. 


Table  2 

Results  of  100  Splenectomies 


Deaths 

Surviving’ 

Final  Score 

No.  of 

From 

Worth- 

Overall 

Cases 

Post-op 

Disease 

Good 

Fair 

Poor 

while  Mortality 

% 

% 

1 Priniarv  Hypersplenism  

..  id 

1 

3 

38 

11 

1 

90 

7 

Idiopath.  Thrombopen.  purpura  .. 

..  20 

1 

2 

13 

4 

0 

85 

15 

Hemolyt.  anemia  (familial)  

..  17 

0 

0 

17 

0 

0 

100 

0 

Splen.  Neutro.  and  panhematopen. 

..  10 

0 

0 

8 

1 

1 

90 

0 

Hemolyt.  anemia  (acquired)  

7 

0 

1 

0 

6 

0 

85 

14 

II  Secondary  Hypersplen 

..  20 

2 

1 

11 

3 

3 

70 

15 

“Banti’s  syndrome”  

..  10 

0 

1 

6 

1 

2 

70 

10 

Miscellaneous  

..  6 

1 

0 

4 

1 

0 

83 

17 

Gaucher’s  

1 

0 

0 

1 

0 

0 

Lipoid  dyst 

1 

0 

0 

1 

0 

0 

Sarcoid  

1 

0 

0 

1 

0 

0 

Lupus  dissem 

1 

1 

0 

0 

0 

0 

Thallasemia  minor  

1 

0 

0 

0 

1 

0 

Tbc.  of  spleen  

1 

0 

0 

1 

0 

0 

Undiag.  splenomeg.  with  cytopenia  4 

1 

0 

1 

1 

1 

50 

25 

Totals  For  Hypersplenism  

..  74 

3 

4 

49 

14 

4 

85% 

9% 

HI  Non-Hypersplenism  

..  26 

6 

0 

20 

0 

0 

77 

23 

Rupture  

..  12 

1 

0 

11 

0 

0 

91 

8 

Incidental  (exposure)  

..  8 

1 

0 

7 

0 

0 

87.5 

12.5 

Adv.  cirrhosis  & ascites  

4 

4 

0 

0 

Miscellaneous  

9 

0 

0 

2 

0 

0 

100 

0 

Hematom.  cyst  

1 

0 

0 

1 

0 

0 

Dermoid  cyst  

1 

0 

0 

1 

0 

0 

Grand  Total  

..  100 

9 

4 

69 

14 

4 

83% 

13% 

Explanation  of  Table  2.  All  deaths  listed  as 

“postoperative”  occurred 

in  the 

hospital 

following 

splenectomy. 

Subse- 

Quent  deaths  “from  disease”  for  which 

splenectomy  was  performed  are 

listed  separately. 

Among 

survivors  the 

good  re. 

suits  comprise  patients  clinically  and  hemr.tologically  well. 

The  “fair” 

results 

comprise 

patients 

whose  post-splenectomy 

status  (clinical  and/or  hematological)  is  not  perfect.  The  “poor”  results  comprise  patients  whose  clinical  and  hemato- 
logical pattern  continues  more  or  less  as  it  was  before  splenectomy.  In  the  final  score  the  “percentage  worthwhile” 
represents  the  sum  of  the  good  and  fair  results  as  opposed  to  the  sum  of  the  deaths  and  the  poor  results. 
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( from  I'urtlier  discussion  group 
three  we  find  74  eases  of  hypersplenism  and 
splenectomy  for  analysis. 

Hemolytic  Ictero-Axemia  (Familial)  This 
grouj)  comprises  the  best  results  of  splenec- 
tomy — 17  cases  with  zero  mortality  and 
100%  “worthwhile”  score.  Certain  atypical 
and  diagnostically  disturbing  features  were 
encountered,  however.  Absence  of  family 
history  was  found  in  six.  In  two  of  these 
both  ])arents  were  examined  and  found  to  be 
free  of  all  stigmata.  8uch  cases  should  per- 
haps be  classified  as  “acquired,”  but  .since 
all  other  features  are  classic  they  are  kept  in 
the  '‘familial”  category.  The  finding  of  hy- 
])oplastic  bone  marrow  during  a severe  re- 
lap.se  in  one  otherwise  tyiiically  hereditary 
case  caused  an  unnecessarily  guarded  prog- 
nosis. This  patient,  a ten  year  old  daughter 
of  a mother  whose  spleen  was  succe.ssfully  re- 
moved (for  classic  familial  hemolytic  ictero- 
anemia  during  the  third  month  of  gestation  ) 
had  an  entirely  satisfactory  response  to  splen- 
ectomy, despite  the  “aplastic”  condition  of 
hei'  bone  marrow,  and  despite  absence  of  dem- 
onstrable bilirubinemia,  urobilinuria  and  ret- 
iculocytosis.  This  “aplastic  crisis”  of  hem- 
olytic ictero-anemia  has  been  subsequently  de- 
scribed in  detail  by  Owren.'*  It  constitutes  a 
challenge  to  those  who  insist  that  normal  or 
hyiierplastic  marrow  is  a sine  qiui  non  of  hy- 
persplenism.  There  were  two  patients  in  this 
group  whose  spleens  could  not  be  felt  i>re- 
operatively.  Iladen  reports  a similar  inci- 
dence of  absence  of  splenectomy.  At  opera- 
tion the  sjileens  were  de.scribed  as  “slightly 
enlarged”  and  the  weights  recorded  as  170 
and  300  grams  respectively.  These  patients, 
nevertheless,  jiresented  all  the  other  evidences 
of  the  disease,  and  their  po.st-splenectomy  re- 
sponse was  perfect.  This  makes  clinical  splen- 
omegaly also  a dubious  criterion  for  the  diag- 
nosis of  hypersplenism  — though,  we  agree, 
there  must  be  strong  collateral  evidence  avail- 
able to  justify  s])lenectomy  in  the  absence  of 
splenomegaly,  except  in  the  thrombocytoiienic 
tyjie  of  ]>rimary  hyiiersplenism  to  be  discu.s.sed 
below,  and  in  this  category  of  hemolytic  ic- 
terus which  is  usually,  but  not  always,  splen- 
omegalic. 

1 1 EMOLYTic  I ctero-Axemia  ( ‘ ‘ Acquired  ”) . 
This  group  of  seven  jiatients  jiresents  an  end 


result  which  is  in  definite  contrast  to  the  fam- 
ilial group:  85%  “fair”,  none  “good”  and 
a 14%  final  mortality  in  the  “acijuired”  va- 
riety. Application  of  the  relatively  recent 
data  of  the  Coombs  Test  might  i)erha])s  change 
the  figures  for  acipiired  versus  hereditary 
cases  of  hemolytic  icterus  in  this  series. 

Idiopathic  Thrombocytopexic  Purpt'ra. 
These  patients,  twenty  in  number,  belong  to 
the  .second  historically  classic  group  of  hyper- 
splenism (Kaznelson  - 191(1).  The  results 
here  are  good  — 85%  worthwhile.  But  the 
high  overall  mortality  (15%)  should  be  noted. 
Here  again  the  criteria  for  recommending 
splenectomy  are  sometimes  difficult  to  assess. 
Absence  of  demonstrable  splenomegaly  was 
encountered  in  nine  ca.ses  (actual  splenic 
weights  recorded  were  from  145  to  200  grams). 
( ibviously  .splenectomy  in  this  categoiy  of 
hyiiersplenism  is  almost  the  exception  rather 
than  the  rule.  On  the  basis  of  our  experience 
it  is  also  clear  that  splenectomy  for  throm- 
bocytopenia in  patients  past  fifty  years  of 
age  has  a relatively  poor  progmosis  (two  po.st- 
oiierative  deaths  out  of  six  such  cases  or  a 
30%  mortality  and  a 50%  worthwhile  score). 

Aplastic  anemia,  especially  the  megakai’o- 
cytic  type  of  aplasia,  is  the  most  difficult  prob- 
lem to  rule  out.  The  other  major  problem 
concerns  the  acute  fulminating  cases : when 
to  temporize  and  when  to  operate.  AVe  usual- 
ly favor  conservation  in  acute  forms  of  the 
disease.  We  have,  however,  observed  sev- 
eral deaths  from  intracranial  hemorrhage 
while  “deliberations”  were  in  ])rogress  re- 
garding splenectomy.  There  is  no  final  word 
of  wisdom  here  but  in  general  I believe,  when 
in  grave  doubt,  advi.se  splenectomy,  especially 
in  cases  of  more  than  3 months  duration  with 
bone  marrow  megakaryocytes  present  in  nearly 
normal  numbers. 

Splexic  Neutropenia  and  Panhematopenia. 
This  group  of  cytopenias  is  the  newest  and 
most  interesting  of  the  primary  hypersplen- 
ism disorders.  The  work  of  Doan  and  his 
collaborators  is  responsilile  for  this  important 
extension  of  the  concept  of  hypeiNplenism 
and  of  siilenectomy.  Our  experience  (with 
ten  jiatients,  zero  mortality  and  90%  worth- 
while result  1 is  unexpectedly  encouraging.  It 
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must  be  emphasized,  however,  that  the  fol- 
low-up period  is  relatively  short. 

This  group  constitutes,  in  a sense,  the  es- 
sence of  the  hypersplenism  problem.  Ex- 
clusion of  aleukemic  leukemia  and  other 
splenomegalic  malignancies,  is  not  always 
easy.  Similarly  exclusion  of  progressive 
aplastic  anemia,  especially  with  suggestive 
evidence  of  myeloid  metaplasia  of  the  spleen, 
is  a major  problem.  We  have  relied  most 
decisively  on  sternal  marrow'  findings  and 
have  not  recommended  splenectomy  in  this 
group  in  any  patient  whose  marrow  appeared 
to  be  hypoplastic  or  aplastic.  We  have  good 
I'eason  now  to  question  this  criterion,  how- 
ever, and  to  ask  ourselves  if  we  have  with- 
held splenectomy  unjustifiably  in  a few  in- 
stances. We  know  that  hemolytic  ictero- 
anemia  of  familial  type  may  exhibit  aplastic 
phases  of  bone  marrow  hemopoiesis,  yet  this 
disease  has  a “perfect  score,”  in  our  experi- 
ence, from  splenectomy.  Recently  patients 
with  Felty’s  syndrome  have  been  reported 
with  hypoplastic  marrow  and  a good  hema- 
toligic  response  to  splenectomy.  We  have  had 
one  such  patient. 

There  is  obviously  great  need  for  more  pre- 
cise methods  to  determine  the  magnitude  of 
splenic  myeloid  metaplasia  on  the  one  hand 
and  the  functional  state  of  the  bone  marrow 
on  the  other  hand.  I have  not  resorted  to 
splenic  puncture  biopsy,  which  might  help 
somewhat  in  the  solution  of  the  problem  of 
splenic  myeloid  metaplasia.  It  seems  too 
risky.  I have  felt  that  laparotomy  and  ‘ ‘ open 
biopsy,”  (or  splenectomy)  would  be  safer. 
A negative  adrenalin  response  may  possibly 
indicate  aplasia,  but  a positive  adrenalin  re- 
sponse does  not  guarantee  either  a function- 
ing bone  marrow  or  a good  result  from  splen- 
ectomy. My  associates  and  I have  observed 
a strongly  positive  adrenalin  response  in 
myelosclerosis  of  leukemic  type  and  in  agno- 
genic  myeloid  metaplasia  of  the  spleen  which 
are,  at  present,  two  of  the  acce|)ted  contra- 
indications to  splenectomy.  Furthermore  pa- 
tients with  chronic  or  cyclical  agranulocytosis, 
not  due  to  drug  effects  or  other  allergenic 
causes,  should  be  viewed  as  candidates  for 
splenectomy  regardless  of  the  bone  marrow 
findings  provided  nothing  malignant  is  dem- 
onstrated. 


The  secondary  hypersplenism  group,  as 
previously  defined,  includes  a large  number 
of  diseases,  the  most  contraversial  of  which  is 
the  so-called  Banti's  syndrome.  I have  re- 
tained this  designation  to  cover  patients  with 
splenomegaly  and  gastric  or  esophageal  bleed- 
ing and  perhaps  evidence  of  slight  liver  dam- 
age who  do  not  fit  other  established  categories. 
Many  of  these  patients  exhibit  anemia,  throm- 
bocytopenia or  leukopenia.  The  results  in 
this  group  are  inferior  (10%  mortality)  but 
worthwhile  (70%)  as  judged  by  cessation  of 
hemorrhage  and  return  to  normal  hemato- 
poietic status  and  apparent  arrest  or  reversal 
of  liver  damage.  This  “worthwhile  score”  is 
in  contrast  to  the  results  of  siileneetomy  in 
patients  with  obvious  (admittedly  advanced) 
cirrhosis  of  the  liver  (100%  mortality). 

In  any  case  of  secondary  hypersplenism 
the  prognosis  of  the  underlying  disease  itself 
must  be  weighed  against  the  hazards  and  pos- 
sible benefits  of  splenectomy. 

Summary  and  Conclusions 

1.  Analysis  of  74  splenectomies  for  hyper- 
splenism shows  a surgical  mortality  of  4% 
and  a final  mortality  (overall)  of  9%  with  an 
estimated  score  of  85%  worthwhile  results. 
The  best  results  are  in  the  groups  of  familial 
hemolytic  ictero-anemia  (17  patients  with 
zero  mortality  and  a 100%  worthwhile  score) 
and  splenic  neutropenia  and  iianhematopenia 
(10  patients  with  zero  mortality  and  90% 
worthwhile  score). 

2.  Despite  practical  diagnostic  difficulties 
and  theoretical  deficiencies  in  current  hyper- 
splenism concepts  the  good  results  of  splen- 
ectomy justify  the  hypothesis  and  the  pro- 
cedure and  warrant  careful  extension  to  cer- 
tain serious  borderline  eases  of  “possible  hy- 
persplenism” of  both  primary  and  secondary 
types.  The  theoretical  and  practical  “splen- 
ectomy agenda  ” has  been  augmented  and  am- 
plified by  the  modern  concept  of  hypersplen- 
ism. 

This  concept  needs  revision,  hov/ever,  and 
the  empirical  and  practical  results  of  splen- 
ectomy will  no  doubt  rightly  dominate  the 
clinician’s  decision  until  more  dependable 
data  are  available  to  guide  him  in  the  “pros 
and  cons”  of  splenectomy  in  any  given  case. 
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I )lSCUSSION 

Dr.  L.  B.  Flinn  (Wilniiiiotoii)  • llaviiit-’ 
known  Dr.  Fitz-IIu«h  for  a long  time,  I know 
tliat  when  Dr.  Fitz-Hugh  sjieak.s  there  i.s  no 
room  for  tliscnssion.  Therefore,  I came  pre- 
jiaied  to  recite  to  yon  a few  of  the  ca.ses 
which  we  have  recently  seen,  merely  to  illus- 
trate that  this  jirohlem  is  not  a problem  con- 
tinecl  to  large  hematology  clinics,  hut  is  one 
of  ever-])ressing  intere.st  and  concern  here  at 
home. 

(Slide)  This  is  a jiatient  who  may  perhajis 
be  an  early  Banti’s.  She  had  had  her  gall 
bladder  removed  .some  years  before.  She 
complained  of  weakness.  The  blood  count  was 
KB(\  2, 200, 000;  111).  7.5;  WBC  4,000.  Her 
platelets  were  normal.  The  anemia  increa.sed. 
Her  bone  marrow  showed  an  erythrobla.stic 
hyperplasia. 

Splenectomy  was  performed  on  the  13th 
of  August,  1947,  and  on  the  24th  her  blood 
count  had  been  improved.  A year  later  it 
was  jierfectly  normal  and  she  is  normal  with 
a normal  blood  count  today. 

(Slide)  This  i.s  a patient,  a boy  of  about 
1!),  who  had  had  a tonsillectomy  on  the  25th 
ot  December.  No  blood  count  hapiiened  to 
have  been  done.  He  had  a heart  murmur  at 
that  time.  Two  weeks  later  his  blood  count 
was  KBF  1,S()0, ()()();  Hb.  S;  WBF  5,400;  PI. 
400,000;  spleen,  enlarged;  the  bone  marrow 
again  showed  an  erythrobla.stic  hyperplasia. 

Finally,  two  months  later,  a splenectomy 
was  performed.  He  was  improved  for  two 
months.  He  was  readmitted  witli  about  as 
bad  an  anemia  as  befoie.  His  |)latelets  wei'c 
high.  He  had  had  many  blood  transfusions 
and  r(‘cuiT'ent  bouts  of  jaundice,  .so  much  so 
that  the  only  way  it  seemed  jiossible  to  keep 
him  going  was  to  give  him  washed  red  cells. 


Hecently  he  has  been  well  without  transfu- 
sions of  any  kind. 

1 do  not  have  a current  blooil  count,  but 
the  last  I'eport  — in  fact,  I saw  him  on  the 
sti'eet  the  other  day  looking  much  improved. 

(Slide)  Here  is  a patient  who  had  had  a 
lot  of  fever,  was  weak.  There  was  a (piestion 
at  one  time  whether  or  not  she  might  have 
had  a multii)le  myeloma.  Her  spleen  was  en- 
larged; platelets,  a little  low;  bone  marrow, 
hyi>erpla.stic ; megakariocytes  were,  if  any- 
thing, increased.  She  had  many,  many  trans- 
fusions. Finally,  after  three  years,  since  she 
was  running  out  of  donors  aiul  enthusiasm, 
it  was  decided  to  remove  her  spleen  which 
was  (piite  large.  She  was  better  for  two 
months,  then  rela])sed,  went  home,  refused 
more  transfusions  and  died. 

( Slide ) This  is  i)erha])s  a case  which  should 
not  have  had  a splenectomy.  The  result  was 
bad.  When  fir.st  .seen,  he  had  this  blood  count, 
but  the  bone  marrow  before  this  one  looked 
more  like  hyperplasia  than  hyi)oi)lasia.  His 
spleen  was  not  enlarged  at  that  time.  It  sub- 
se(piently  was,  whether  or  not  due  to  trans- 
fusions we  don't  know.  He  had  had  a trans- 
fusion every  week  for  over  two  years.  He 
was  running  out  of  donors  and  enthusiasm 
and  so  was  his  family.  It  was  thought  per- 
haps he  might  fall  into  this  realm  of  aplastic 
stage  of  hemolytic  anemia. 

We  did  not  anticij)ate  the  trouble  we  got 
into  after  splenectomy.  The  oi)eration  was 
done  through  a thoracic  approach  and  he. 
])erhaps,  becau.se  of  his  di.sease,  got  into  alt 
the  postoperative  complications  one  can  get. 
But  it  was  interesting  during  this  period  that 
his  ])olymorphonuclears  jumped  to  (>9  ]>er 
cent,  his  white  count  to  4S00  and  his  red 
count  was  reasonably  good ; his  platelets  up, 
and  his  reticulocytes  jumped  up  to  3.8  for 
a period  of  about  two  weeks  ])o.stoperative, 
and  he  died  of  his  di.sease  and  complications. 

(Slide)  This  was  a 10-year  old  girl  who 
had  ecchymo.ses  and  ])etechiae  for  over  a year; 
every  evidence  of  thrombocytopenic  purjiura. 
Tin*  i)latelets  were  20, ()()()  to  50,000.  Her  bone 
marrow  indicated  increa.sed  megakariocytes. 
Splenectomy  was  done.  She  made  a beautiful 
recovei-y  and  is  well  today.  PI.  87,850  two 
days  after  siilenectomy ; nine  days  later  930,- 
000. 

(Slide)  Another  case  of  inirimra  in  a 
woman  of  34.  Her  major  complaint  was 
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menorrhagia.  At  times  her  anemia,  as  a re- 
sult of  the  menorrhagia,  was  worse  than  ap- 
pears on  this  slide.  Her  platelets,  12,000  to 

20.000.  Her  spleen  was  not  palpable.  Her 
bone  marrow  was  consistent  with  thrombo- 
cytopenic purpura.  Splenectomy  was  done. 
Her  platelets  came  up  very,  very  slowly.  In 
fact  the  watch,  which  Dr.  Fitz-Hugh  describ- 
ed, got  to  be  painful.  She  develoiied  a slight 
pneumonitis  at  this  point,  with  a terrific  white 
count  of  60,000,  about  86  per  cent  small  lym- 
phocytes; but  now  fortunately  she  is  well. 

(Slide)  This  was  a 56-year  old  woman, 
which  is  in  the  age  which  Dr.  Fitz-Hugh  de- 
-scribed  as  being  not  desirable  for  splenectomy 
in  thrombocytopenic  purpura.  She  had  a 
radical  mastectomy.  It  was  supposed  to  have 
been  a simple  mastectomy.  The  carcinoma 
was  found  at  operation.  The  patient  return- 
ed to  her  room  and  found  that  the  operation 
had  been  a radical  one. 

Seven  days  later,  eechymoses  and  petechia e 
developed,  tourniquet  test  of  30,  bleeding  time 
17  minutes,  no  enlarged  spleen,  platelets  of 
20,000 ; bone  marrow,  moderately  hyiierplastic, 
with  increased  megakariocytes.  Bleeding  time 
stayed  up.  Platelets  dropped  to  a point  where 
they  couldn’t  be  counted.  She  took  blood 
badly,  100  cc  of  blood  as  compatible  as  could 
be  arranged ; gave  her  a temperature  of  101 
with  a chill.  We  thought  we  would  have  to 
do  a splenectomy.  She  was  scheduled  for 
operation  on  the  19th  but  the  blood  count  be- 
fore operation  showed  that  the  bleeding  time 
liad  dropped.  The  platelets  went  up  and 
from  then  on  she  made  an  uneventful  recov- 
ery. 

(Slide)  This  was  a colored  female,  29,  who 
had  typical  characteristics  of  thrombocyto- 
penic purpura,  and  splenectomy  was  perform- 
ed. The  platelets  were  10,000,  went  up  to 

70.000,  dropped  to  11,000.  Here  they  went 
up  to  330,000,  but  she  kept  on  bleeding  jiost- 
operatively.  The  day  she  died  her  serum 
bilirubin  was  16.  She  took  5000  cc  of  blood 
postoperatively,  and  at  autopsy  puddles  of 
blood  were  found  and  no  accessory  spleens. 

Our  experience  with  thrombocytopenia  in 
the  colored  race  has  been  uniformly  bad.  I 
would  like  to  ask  Dr.  Fitz-Hugh  what  experi- 
ence he  has  had  in  that  regard. 

These  eight  cases  of  hypersplenism  have 
been  seen  recently  in  Wilmington.  Three  are 
cases  of  hemolytic  anemia,  all  three  had 


s])lenectomy,  one  died.  One  patient,  who  was 
very  ill  with  paracytopeuia,  died  six  weeks 
after  splenectomy.  Three  patients  who  had 
thrombocyto})enic  purpura  were  operated  up- 
on, two  made  dramatic  recoveries,  and  one,  a 
negro  female,  died.  One  case  of  thrombocy- 
topenic jiurpura  in  a fifty-six  year  old  female 
recovered  without  splenectomy. 

Dr.  D.  J.  Preston  (Wilmington)  : The  ex- 
cellent review  of  splenic  disease  which  Dr. 
Fitz-Hugh  has  presented  is  comprehensive 
and  practical.  He  has  given  us  a new  thought, 
I believe,  iu  considering  certain  patients  with 
hematocytopenia,  splenomegaly,  and  a hypo- 
active  bone  marrow,  as  suitable  candidates  for 
sjJenectomy. 

Laboratory  tests  are  the  greatest  help  iu 
diagnosis.  Microscopic  study  of  the  bone 
marrow  appears  to  offer  a reliable  guide  in 
identifying  agnogenic  myeloid  metai)lasia, 
and  it  is  in  this  group  of  patients  that  splenec- 
tomy is  to  be  avoided.  Biopsy  of  the  spleen 
may  be  an  added  help  in  diagnosis,  but  I am 
told  that  there  is  lack  of  agreement  among 
expert  histopathologists  regarding  interpre- 
tation of  these  biopsy  findings  on  both  spleen 
and  bone  marrow  specimens. 

Dr.  Cassell  of  Harvard  Medical  School  has 
stated  that  in  some  of  his  patients  with  hyper- 
siilenism  where  a good  etfect  was  anticipated 
from  splenectomy,  the  results  were  disap- 
pointing. Conversely,  some  whom  he  thought 
would  show  little  improvement  have  obtained 
a good  result  from  operation.  Relief  of  pan- 
hematocytopenia  liy  splenectomy  in  a few 
cases  after  a period  of  years  was  followed  by 
the  occurrence  of  leukemia.  It  would  ajqiear 
that  prognosis  following  splenectomy  is  some- 
what uncertain. 

In  congestive  splenomegaly  of  the  Banti 
type,  lienal-renal  shunt  at  the  time  of  splenec- 
tomy is  now  considered  a valuable  adjunct  iu 
preventing  hemorrhage  from  esophageal  var- 
ices. Dr.  Wangensteen  of  the  University  of 
IMinnesota  Medical  School  believes  that  eso})h- 
ageal  varix  hemorrhage  results  from  acid  pep- 
tic digestion  and  has  recommended  high  .sub- 
total gastrectomy  in  some  of  these  cases. 

Dr.  Fitz-Hugh  : I am  going  to  answer  Dr. 
Preston’s  question  fir.st,  because  1 think  he 
mu.st  have  misunderstood  me.  We  consider 
myeloid  metaplasia  of  the  spleen  a contra- 
indication to  sifienectomy.  The  only  ])oint 
that  I made  was  that  sometimes  it  is  difficult 
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to  diagnose  myeloid  metaplasia  of  tlie  spleen, 
and  we  have  no  good  methods  foj’  doing  so. 
Splenic  ])nnetnre  would  he  such  a method  and 
it  is  being  done  in  certain  clinics,  hut  we 
have  found  it  dangei-ous,  and  the  oidy  way  1 
know  to  .solve  the  problem,  if  you  think  you 
have  myeloid  metaplasia  of  the  s])leen  but 
are  not  sure,  is  to  open  the  patient  u])  and 
have  a small  section  from  fhe  sj)leen  taken, 
spread  it  out  on  smears,  stained  hematologic- 
ally,  and  also  .sectioned  by  the  pathologist, 
frozen,  and  get  an  immediate  repoi't  then  and 
there.  If  the  ])atient  has  myeloiil  nietaj)lasia, 
the  spleen  looks  like  bone  marrow,  and  yon 
don't  want  to  take  out  the  ])atient's  last  re- 
maining bit  of  bone  marrow.  If,  on  the  other 
hand,  it  looks  fibrotic  and  contains  what  is 
considered  to  be  evitlence  of  hyperspleuism, 
with  phagocytosis  of  cells,  then  go  ahead  with 
the  splenectomy. 

1 am  sorry,  I must  have  given  the  wrong 
impression.  I did  not  mean  that  myeloid 
meta])lasia  of  the  spleen  is  an  indication  for 
s|)lenectomy. 

1 thiid\  it  is  (piite  li’ue,  though,  that  some 
of  the  conditions  in  which  myeloid  metaj)lasia 
may  be  associated  with  stagnation  and  hypei'- 
s])lenic  effects  could  be  submitted  to  splenec- 
tomy with  pei’haps  a good  result.  It  is  a ])os- 
sibility  that  1 think  is  woi'thy  of  consideration. 
If  the  s])leen  is  i esjamsible  for  the  primary 
effect  of  exhausting  the  bone  marrow  and  then 
becomes  metaplastic  itself,  later,  it  still  might 
be  a rc'versible  pathological  ])rocess. 

Dr.  Flinn's  cases  bring  back  many  similar 
memories  to  me.  Some  of  his  cases  may  have 
been  ndsdiagno.sed  as  many  of  mine  were.  We 
have  taken  spleens  out  of  i)eoph‘,  believing 
them  to  be  idio|)a1hic  thi'ombocytopenic  ])ur- 
])ura  on  the  evidence  and  found  at  autopsy 
later  a com|)let(‘  aplasia,  (aplastic  anemia). 

We  have  had  one  expei'ience  with  miliary 
tuberculosis  of  the  s|)I(>(mi  and  bone  marrow. 
W(‘  opm-ated  on  the  |)atient  thiidving  it  was  a 
cas(‘  of  thrombocytopenic  ])urpura.  The  spleen 
was  found  to  be  tuberculous  at  the'  time,  and 
at  autopsy  Intel-  the  bone  marrow  was  found 
to  be  tuberculous  also  (les])ite  streptomyidu 
therapy. 

I have  operated  on  one  Negro,  vei’y  much 
like  the  one  mcidioned  by  Dr.  Flinn.  where 
we  thought  we  had  a case*  of  thrombocytopenic 
purpura,  only  to  find  out  latei-,  which  was 
denied  in  the  history  and  was  not  jiicked  up. 


that  she  had  been  receiving  huge  amounts  of 
arsmiicals  for  syphilis.  She  had  an  aplastic 
terminal  state  and  died  desfiite  siilenectomy. 

The  ])ossible  dangers  and  errors  are  always 
present,  but  in  well  selected  cases  I think  our 
exiierience  more  or  less  parallels  the  exi>eri- 
ence  of  other  large  clinics,  where  a great  many 
spleens  are  removed,  and  I think  the  newer 
ideas  concerning  s])lenectomy  have  extended 
its  field  of  usefulness. 

With  regard  to  the  specific  ipiestion  Dr. 
Flinn  raised,  I can't  remember  having  had 
(piite  .such  a bad  experience  universally  with 
colored  peojile  and  thrombocytopenic  purjuira. 
1 think  of  two,  though,  that  died,  but  I can 
think  of  three  that  got  well,  just  as  well  as 
anybody  else,  and  of  the  two  that  died,  one 
had  aplastic  anemia  unrecognized  and  one 
had  miliary  tuberculosis. 


THE  SIGNIFICANCE  OF  SINGLE,  CIRCU- 
LAR LESIONS  OF  THE  LUNG 

B.  .M.  Allen,  M.  1).,** 
Wilmington,  Del. 

(’ancer  of  the  luug  was  for  a great  many 
years  considered  a rare  di.sease.  Within  the 
past  few  yi'ars.  'however,  we  have  come  to 
realize  that  it  is  one  of  the  most  freipient 
foi'ins  of  malignant  disea.se.  One  naturally 
asks  why  cancer  of  the  lung  was  considered  so 
rare  in  the  past,  and  why  today  it  is  so  com- 
monly found.  A number  of  reasons  have  been 
given  for  this  increased  occurrence.  I .shall 
refer  to  only  a few  of  them.  The  first  one  is 
an  aging  population:  more  jicojile  are  living 
into  the  cancer  age  than  ever  before.  For  ex- 
am])le,  fifty  years  ago,  only  17%  of  the  jiopu- 
lation  of  the  I nited  States  was  above  45  years 
of  age;  today,  it  is  estimated  that  27%  now 
living  are  45  or  over.  This  .shows  an  increase 
of  10%  ill  the  age  level  of  our  pojmlation  in 
the  past  fifty  years,  and  it  is  further  estimat- 
ed that  in  the  next  fifty  years  there  will  be 
40%  of  the  jiopnlation  over  the  age  of  45. 
Since  the  ]>eak  of  cancer  of  the  Inng  occurs 
b(dw(‘en  50  and  (iO  years,  one  can  readily  see 
that  tlu'rc'  will  be  a relatively  higher  incidence 
of  caiicm-  of  the  Inng  in  the  next  fifty  years 
than  tlii're  has  been  in  the  ]iast  half  century. 

The  (piestion  of  age.  I think,  is  a very  im- 
portant explanation  for  increase  in  cancer, 
but  it  do('s  not  account  for  all  the  increase. 

"Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  11,  1949. 

^♦Radiologist.  Memorial  Hospital. 
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because  malignant  neoplasm  in  other  organs 
of  the  body  have  not  shown  the  same  degree  of 
increase  as  the  pulmonary  malignancies  have. 
1 think  there  are  other  factors,  and  one  of 
them  is  the  following,  or  second  reason,  name- 
ly, improved  methods  of  diagnosis.  I think 
this  is  probably  the  most  important  reason 
for  the  increase  in  finding  carcinoma  of  the 
lung.  For,  undoubtedly,  the  widespread  use 
of  the  roentgen  ray  and  the  bronchoscope  have 
added  very  greatly  to  our  ability  to  diagnose 
cancer  of  the  lung. 

These  facilities  are  being  more  widely  used 
than  ever  before,  for  the  very  good  reason 
that  there  is  an  increased  awareness  on  the 
part  of  both  the  doctors  and  the  patients  that 
the  possibility  of  carcinoma  should  always  be 
kept  in  mind.  We  Jiow  know  that  in  the  years 
past  cancer  of  the  lung  masciueraded  under 
such  diagnosis  as  chronic  pulmonary  tuber- 
cidosis,  unresolved  pneumonia,  bronchiectasis, 
chronic  lung  abscess,  and  pleurisy  of  unde- 
termined origin.  At  present  we  know  that, 
with  the  intelligent  use  of  the  roentgen  ray 
and  the  bronchoscope,  together  with  the  help 
of  the  pathologist,  the  diagnosis  of  pulmonaiy 
cancer  can  be  made  with  a high  degree  of  ac- 
curacy. 

Still  another  reason  given  for  the  increased 
incidence  of  pulmonary  carcinoma  is  chronic 
irritation.  This  chronic  irritation  occurs  in 
the  form  of  various  dusts  during  the  course 
of  one’s  occupation,  or  it  can  be  on  the  basis 
of  chronic  inflammatory  disease.  Even  the 
renowned  pathologist.  Dr.  Ewing,  gave  cred- 
ence to  the  thought  that  tiiberculosis  was  a 
possible  causative  factor. 

Due  to  the  fact  that  cancer  of  the  lung  oc- 
curs about  five  times  as  frequently  in  men  as 
it  does  in  women,  some  authorities  have 
thought  that  smoking  may  play  a part  in  the 
predisposition  to  malignancy  of  the  lung. 
This  is  because  a very  high  i)ercentage  of  men 
with  cancer  of  the  lung  were  life-long  smok- 
ers. But  this  reason  does  not  seem  to  be  a 
very  sound  one,  because  about  ninety-nine 
percent  of  all  men  smoke  anyway,  and  nat- 
urally most  of  the  cancers  of  the  lung  would 
be  found  in  the  group  of  ninety-nine  percent ; 
another  thing,  which  I think  has  disproven 
the  smoking  theory,  is  that  with  the  very 
marked  increase  of  smoking  among  women 
there  has  been  no  increase  in  the  percentage  of 


cancer  of  the  lung  in  women.  In  other  words, 
the  ratio  still  remains  aboiit  five  to  one  for 
the  men. 

It  does  seem,  however,  one  fact  is  pretty 
well  established,  that  with  men  working  in 
mines  containing  radioactive  substances  there 
is  a very  definite  increase  in  the  number  of 
cases  of  cancer  of  the  lung,  as  compared  to 
the  population  at  large. 

I should  like  to  say  a few  words  regarding 
the  location  of  the  origin  of  the  cancer  i]i  the 
lung.  About  75%  occur  in  the  larger  bronchi, 
and  about  25%  in  the  smaller  ])eripheral 
bronchi. 

The  roentgen  shadow  of  tumors  arising  in 
the  large  bronchi  is  very  much  different  from 
the  shadow  seen  in  the  tumors  arising  in  the 
peripheral  or  smaller  bronchi.  When  the 
tumor  is  in  the  large  bronchi  the  shadow  we 
see  on  the  roentgenogram  is  cU;e  first  to  local- 
ized emphysema,  distal  to  the  tumor,  when 
the  bronchus  is  only  partially  blocked.  As 
the  tumor  increases  in  size  and  causes  increas- 
ed blocking  of  the  bronchus,  causing  a sludg- 
ing of  the  bronchial  secretion  distal  to  the 
point  of  block,  we  see  what  is  commonly 
known  as  atelectasis.  The  same  process  oc- 
curs in  the  peripheral  circular  lesion  but  the 
bronchus  in  this  location  is  so  small  that  the 
localized  emphysema  and  atelectasis  is  in- 
distinguishable from  the  tumor  mass  itself, 
consequently,  in  tumors  of  peripheral  origin 
the  shadow  we  see  in  the  roentogram  is  due 
almost  entirely  to  tumor  formation. 

Histopathology 

I have  just  talked  about  the  location  of  the 
tumor  in  the  bronchi.  Now,  I would  like  to 
say  a few  w'ords  about  the  cell  type  of  car- 
cinoma of  the  lung.  These  are  usually  di- 
vided into  three  classifications:  first,  a squam- 
ous cell  caracinoma,  which  makes  uj^  the  larg- 
est group ; second,  the  adenoearcinoma,  oc- 
curring in  the  glands  of  the  bronchus;  and 
third,  the  undifferentiated  cancer.  Some 
w'orkers  believe  that  no  matter  wFat  the  event- 
ual pattern  of  the  tumor  is,  it  has  its  origin 
in  a multi-potential  cell  in  the  bronchial  wall, 
and  that  this  cell,  the  so-called  cancer  poten- 
tial cell  can  form  mucus  glands,  squamous  epi- 
thelium, or  other  cellular  elements,  and  which- 
ever cells  are  in  preponderance  determine 
whether  it  is  desigmated  as  a squamous  cell 
carcinoma,  or  an  adenocarcinoma,  or  an  un- 
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iliffei'euti.ited  caicinoma.  Otliers  believe  tliat 
s(iuamous  cell  carcinoma  arises  in  the  tran- 
sitional cells  of  the  mucosa  and  that  adeno- 
carcinoma arises  in  the  siihmucosa. 

Symi'toms  of  ( Inset 

Not  infre(iuently  the  i)atient  will  tell  you 
that  their  cou»h  started  with  a recent  cold, 
but  if  one  pursues  (iuestionini>-  a little  further 
they  will  often  brin<>'  out  the  fact  the  ])atient 
has  had  a dry,  somewhat  wheezing’  cough  for 
from  six  months  to  a year.  On  the  other 
hand,  the  coughing  of  blood  may  be  the  first 
symptom  that  brings  the  patient  to  the  doctoi’. 
Still  another  very  common  history  is  that  the 
patient  has  had  an  acute  res])iratory  infection 
which  has  been  prolonged,  and  does  not  clear 
up  in  the  usual  time.  The  carcinomas  in  the 
larger  bronchi  oftentimes  are  the  source  of  a 
more  appreciable  hemorrhage.  It  can  not  be 
too  greatly  emphasized  that  even  when  the 
clinical  symptoms  are  those  of  an  infection, 
such  as  cough,  fever,  and  sweating,  cancer  is 
still  a possibility,  because  it  is  well  knowii 
that  a cancer  of  the  lung  may  become  .second- 
arily infected  even  to  the  i)oint  of  absce.ss 
formation,  with  the  patient  pre.senting  all  the 
symptoms  of  an  acute  respiratory  infection, 
and  a cancer  .still  be  the  basic  i)athology. 

In  the  differential  diagnosis  one  must  con- 
sider local  abscess,  bronchiectasis,  metastatic 
tumor,  benign  neoplasm,  tuberculoma,  pleural 
phnpies,  and  cysts. 

It  is  not  my  pui’pose  to  go  into  detail  re- 
garding the  differential  diagnosis,  from  a 
roentgen  point  of  view.  1 would  like,  how- 
evei’,  to  present  our  experience  with  lung 
tiunoi’s  in  the  chest  conference  at  the  IMemoi'ial 
Hospital  for  the  ]>a.st  two  years.  Asiile  from 
our  own  cases  of  lung  cancel’,  there  have  been 
many  cases  from  the  Delaware  Hospital  and 
the  Wilmington  (ienei’al  Hospital  which  mem- 
bers of  the  staff  have  been  kind  enough  to 
jire.sent  before  the  conference  and  discuss  the 
jirobable  diagnosis  and  the  jirocediires  to  be 
followed  to  establish  an  exact  diagnosis.  ()ur 
lirocedure  at  the  Memorial  Hospital  Dhest 
Hroui)  f(>  have  the  patient  examined  by  the 
medical  member  of  the  gi'ou]),  films  taken  of 
the  chest,  then  the  ])atient  is  bronchoscoped 
and  a biopsy  specimen  taken,  if  jio.ssible,  and 
then  sent  to  the  jiathologist  for  his  opinion. 
If  the  lesion  is  beyond  the  view  of  the  broncho- 


scope, then  secretions  are  aspirated  from  the 
liranch  bronchus  in  which  the  tumor  occurs. 
These  .secretions  are  examined  under  the  mi- 
croscope and  a positive  diagnosis  can  fre- 
(piently  he  made  by  finding  the  cancer  cell.  If, 
on  the  other  hand,  bronchoscopic  examination 
and  aspiration  of  the  secretion  are  inconclus- 
ive, then  we  resort  to  needle  biopsy  under  the 
guidance  of  the  fluoroscoiie.  Out  of  (i()9  ])a- 
tients  ])assing  through  the  chest  group  in  the 
last  two  years  we  encountered  llfi  malig- 
nancies. Of  these,  80  were  primary  lesions  in 
the  lung.  In  further  analyzing  the  llfi  car- 
cinomas we  found  19  circular  lesions,  the  so- 
called  “coin  lesion. “ in  the  peripheral  por- 
tion of  the  lung,  and  of  these  19  circular  les- 
ions 1-1  were  lU’imary  bronchogenic  carcinoma, 
api)roximately  74'/.  In  other  words,  given 
a single  circular  lesion  in  the  peripheral  por- 
tion of  the  lung,  we  have  about  74%  chance  of 
this  being  malignant  i)rimary  carcinoma.  I 
might  say  that  this  is  about  the  average  ex- 
perience that  other  chest  groui)s  have  had 
throughout  the  counti'y,  namely,  between  70% 


Killin'  1.  .Male,  white,  age  G9.  Chief  complaint: 
])i’odiictive  cougli  for  1 month.  No  fever  or 
hemoptysis.  Note  cavity  in  center  of  tumor  in 
A-P  view.  Pathological  report:  bronchogenic  can- 
cer. 
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Figure  2.  Lateral  view  of  patient  in  Figure  1. 


Figure  3.  Female,  white.  Chief  complaint:  pain 
and  dyspnoea.  A-P  view  shows  a bronchial  cyst 


Figure  4.  Lateral  view  of  patient  in  Figure  3. 


and  80%  of  the  single  pulmonary  lesions  are 
carcinoma.  One  can  see  that  a high  index 
of  suspicion  among  the  physicians  regarding 
the  possibility  of  carcinoma  of  the  lung  helps 
very  materially  in  urging  the  patients  to  have 
whatever  procedures  are  necessary  to  either 
confirm  the  diagnosis  of  cancer  or  to  rule  it 
out. 

Among  these  14  cases  we  had, 

1 Two  with  positive  bronchoscopic  biop- 
sies. 

2 Three  had  positive  bronchoscopic  blood, 
or  a presumptive  evidence  of  carci- 
noma. 

3 Two  had  positive  bronchoscopic  cells  in 
the  secretions. 

4 Five  had  positive  needle  biopsies. 

In  other  words,  in  12  of  our  14  cases  of 
primary  circular  carcinoma  we  were  able  to 
make  a positive  diagnosis  before  the  patient’s 
chest  was  explored,  and  in  only  2 cases  did 
we  have  to  do  an  exploratory  thoracotomy  to 
confirm  the  diagnosis. 

Conclusion 

1.  I have  attempted,  in  a brief  fashion,  to 
give  some  general  consideration  of  can- 
cer of  the  lung. 
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2.  I have  i)resented  an  analysis  of  the  eases 
of  i)ulinonary  malignaneies  eoniing  be- 
fore the  Chest  Croup  at  tlie  Memorial 
Hospital. 

3.  1 have  attempted  to  point  out  that  it  re- 
(pures  an  exhaustive  study  of  most  of 
these  eases  to  establish  a ]>roper  diag- 
nosis. 

4.  Lastly,  given  a single  eireular  lesion  in 
either  lung,  we  must  proeeed  with  every 
diagnostie  faeilily  at  our  eommand  to 
e.stablish  an  aeeurate  diagnosis. 

3.  b’ailing  after  all  these  .studies,  an  explor- 
atory opeiTition  should  be  i)erformed. 


SIAMESE  TWINS 
A Case  Report 

J.  Lei,ani)  Fo.x,  ]\1.  I)., 
and 

Bruce  Barnes,  1M.  J). 

Seaford,  Del. 

The  following  is  the  report  of  a ease  of 
“Siame.se  twins”  delivered  by  a eolored  mid- 
wife in  the  rural  eommunity  of  Cannons, 


about  4 miles  from  Seaford.  In  view  of  the 
faet  that  the  ediieational  faeilities  of  the  pa- 
tient were  limited  and  }>renatal  eare  was 
meagre  the  report  is  indeed  laeking  in  details. 
Autopsy  permission  was  refused  and  delivery 
details  weie  furnished  by  the  mid-wife. 

iUaternal  History  — 1.  S. — age  24 — para-V. 
Four  i)revious  children  are  living  and  well, 
with  no  congenital  anomalies.  There  is  no 
known  hi.story  of  twins  in  maternal  or  pater- 
nal families. 

Prenatal  Course — Fneventful,  except  that 
the  mother  suspected  she  would  have  twins. 
She  believed  she  was  due  in  about  3 weeks. 

Delivery  — Spontaneous  delivery  after  ap- 
proximately six  and  one-half  hours  of  uncom- 
l)licated  labor.  The  fir.st  head  engaged,  de- 
scended, and  delivered  s])ontaneou.sly.  The 
first  shoulders  and  anus  delivered  without 
difficulty.  This  was  followed  by  the  trunk,  a 
common  pelvis,  three  legs,  a .second  trunk, 
shoulders,  arms,  and  the  head  of  baby  Xo. 
2.  There  was  a single  ])lacenta  with  one  large 
functioning  cord  connected  with  baby  Xo.  1, 
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and  a second  collapsed  non-function ing  cord 
connected  to  baby  No.  2. 

Description  of  the  twin.s — (For  the  purpose 
of  clarity  the  first  head  born  will  be  called 
twin  No.  1;  the  last,  twin  No.  2).  Twin  No. 
1 — Normal  head,  face,  shoulders,  arms,  hands, 
and  chest.  Heart  and  lungs  normal.  The 
baby  is  crying  and  breathing  in  the  usual 
fashion  of  the  newborn.  Just  below  the 
xiphoid  process  twin  No.  1 is  joined  to  the  ab- 
domen of  twin  No.  2.  The  twins  have  a com- 
mon pelvis  (see  x-ray).  There  is  but  oue 
external  female  genitalia,  and  an  imperforate 
anus.  There  are  three  legs.  Twin  No.  1 ap- 
parently has  one  normal  leg.  The  second  leg- 
joined  to  a leg  of  twin  No.  2.  This  leg  has 
four  bones  lielow  the  knee,  and  a double  foot 
containing  seven  toes,  the  seventh  toe  is 
double.  On  the  dorsum  of  the  foot  is  an  ap- 
pendage which  has  the  appearance  of  a finger 
with  a nail  on  both  sides  and  fiexes  in  both 
directions.  The  third  leg  belongs  to  twin 
No.  2 and  is  normal  except  for  a club  foot. 

Twin  No.  2 is  cyanotic,  with  no  respira- 
tions. Heart  sounds  are  present  but  consist  of 
both  systolic  and  diastolic  murmurs.  The 
eyes  are  widely  separated.  There  is  a pro- 
boscus-like  nose  with  a hare  lip  and  cleft 
palate.  The  shoulders  and  arms  are  normal 
in  appearance.  Twin  No.  2 has  an  acute  an- 
terior flexion  of  the  spine. 

Duration  — The  twins  were  admitted  to 
the  Beebe  Hospital  and  placed  in  an  incubator. 
Twin  No.  2 could  not  be  made  to  breathe. 
After  12  hours  twin  No.  1 .succumbed  with 
anoxemia. 

X-rays  indicate  the  various  bony  malforma- 
tions in  this  unusual  monstro.sity. 


A SIMPLE  BED-SIDE  TEST  FOR 
GASTRO-COLIC  FISTULA 

Harold  S.  Rafal,  M.  D.,* 
Wilmington,  Del. 

In  this  paper  a simple  confirmatoiy  test  to 
demonstrate  abnormal  gastro-colic  communi- 
cations is  presented.  It  has,  to  the  best  of 
my  knowledge,  been  used  successfully  in  one 
ease. 

No  search  of  the  literature  has  been  made 

“Associate  in  Surgery,  Memorial  Hospital,  Wilmington, 
Delaware. 


to  determine  if  it  has  been  described  in  pre- 
vious publications.  Accordingly,  no  claim  of 
originality  is  made  even  though  the  author 
has  not  seen  or  heard  it  described  previously. 
In  discussing  this  test  with  surgical  confreres, 
I have  not  found  any  who  had  heard  of  it 
previously. 

The  case  in  which  the  test  was  successfully 
employed  was  not  under  the  care  of  the 
writer  and,  accordingly,  no  case  report  is  in- 
cluded. 

Excellent  discussions  of  gastro-colic  fistula 
are  to  be  found  in  the  literature  and  no  resume 
will  be  herein  presented.  A review  of  per- 
tinent literature  was  made  by  the  author  dur- 
ing presentation  of  a case  of  gastro-jejuno- 
colic  fistula  in  This  Journal  in  April,  1946. 

The  test  herein  described  occurred  to  me 
during  preparation  of  the  above  mentioned 
case  report  and,  with  the  kind  cooperation  of 
the  resident  stafi;  of  the  Memorial  Hospital, 
it  was  carried  out  on  a ward  patient  who  was 
subsequently  proven  to  have  a gastro-jejuno- 
colic  fistula  by  x-ray  study  and  by  examina- 
tion of  the  surgical  specimen. 

The  examination  requires  but  a few  min- 
utes. In  this  instance  it  was  carried  out  im- 
mediately after  completion  of  a gastric  analy- 
sis. 

The  Test 

A Levine  tube  is  placed  in  the  stomach  and 
connected  to  suction.  The  patient  is  given  a 
high  enema  of  tap  water  stained  with  dye. 
Indigo  carmine  was  used  in  this  case.  The 
dye-stained  enema  fluid  appeared  in  the 
stomach  within  seconds.  Since  it  is  impos- 
sible for  enema  fluid  to  aiipear  in  the  stomach 
by  traversing  the  entire  large  and  small  in- 
testine in  retrograde  fashion,  its  afipearance 
in  the  suction  apparatus  is  definite  proof  of 
an  abnormal  connection  between  the  colon 
and  the  stomach.  The  one  other  possibility 
would  be  an  abnormal  stoma  between  the  distal 
ileum  and  the  stomach.  In  such  a situation 
the  dye  enema  would  have  to  pass  through 
an  incompetent  ileo-cecal  valve. 

The  test  has  been  criticized  on  the  basis 
that  x-ray  confirmation  is  still  necessary, 
which  is,  indeed,  a valid  objection.  However, 
it  is  so  simple  and  inexpensive  to  perform, 
with  no  inconvenience  to  the  patient,  that  I 
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consider  it  worthwhile.  It  eertainly  offers  eon- 
tii'inalory  evidence. 

It  may  be  i)ossil)le  that  the  l)arium  mix- 
ture may  not  visualize  very  small  stomas  be- 
cau.se  of  the  greater  viscosity  of  even  dilute 
mixtures.  If  the  dye  test  is  positive  aud  the 
x-ray  negative,  the  physician's  hand  is 
strengthened  to  subject  his  patient  to  addi- 
tional ex])ense  and  inconvenience,  and  re- 
(piest  that  the  x-ray  .study  be  repeated.  I 
hastc'u  to  state  that  this  is  (piite  hypothetical 
aud  to  my  knowledge  has  not  as  yet  occurred. 

Summary 

1.  A test  for  ga.stro-colic  communications 
is  described  by  means  of  promptly  recovering 
dye-stained  enema  tluid  from  gas^^ric  wash- 
ings. 

2.  No  claim  for  originality  of  this  te.st  is 
made. 

3.  The  possible  advantages  of  the  test  are 
discussed. 
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Commit’f’ee  on  Fractures  and  Other  T raumas 
American  College  of  Surgeons 

PRINCIPLES  OF  EARLY  MANAGEMENT 
OF  HAND  INJURIES 

I.  Protection  of  the  Hand 

Following  injury,  the  hand  is  particularly 
susce])til)le  to  the  development  of  complica- 
tions leading  to  .serious  disabilities.  For  this 
reason  it  is  important  that  the  freshly  injured 
baud  he  given  the  most  careful  jirotectioii 
agaiii.st  such  complications  as  result  from 
added  infection,  additional  tissue  damage  and 
stiffening. 

The  j)rinci])les  governing  the  provision  of 
this  protection  may  he  briefly  stated  as  fol- 
lows : 

1— Protection  against  added  infection 

Any  ojien  accidental  wound  of  the  hand 
may  he  assumed  to  be  contaminated.  It  is 
important  that  no  additional  infection  be  add- 
ed. This  reipiires 

a.  Protection  of  the  wound  at  once  with  a 
sterile  dressing. 

1).  Avoidance  of  imtting  anything  into  the 
wound,  such  as  instruments,  gauze,  ap- 
jilicators,  sponges  or  any  sort  of  anti- 
septic. 

c.  If  any  cleansing  of  the  areas  around  the 


covered  wound  is  done,  it  should  he  with 
soap  and  water  only. 

d.  Avoidance  of  all  efforts  at  treatment  of 
the  wound  by  exploration,  debridement 
or  repair  of  damaged  structures  until 
adequate  facilities  are  available.  Ade- 
quate facilities  for  this  purjiose  should 
include  a location  where  surgically  asep- 
tic technic  is  employed,  adefiuate  anes- 
thesia, i)i'o])er  instruments,  sufficient  as- 
sistance, good  lighting  and  the  i)rovision 
of  a bloodless  operative  field. 

e.  Ai>plication  of  a sterile  dressing  which 
will  j)rotect  against  the  entrance  of  foi‘- 
eign  material.  Such  a dressing  should 
be  voluminous,  firmly  applied  with  mod- 
erate i)i'essure,  separating  the  fingers 
from  each  other,  and  should  maintain 
the  hand  and  fingers  in  the  position  of 
function. 

f.  Antibiotic  drugs  should  be  administered 
.systematically,  not  locally,  in  full  dosage. 
Tetanus  antitoxin  (or  toxoid)  should  be 
administered  when  the  conditions  wai- 
rant. 

2 — Protection  against  added  tissue  damage 
and  deformity 

Immobilization  of  the  hand  is  recpiired  in 
any  major  injury,  whether  the  wound  involves 
.skin,  tendons,  nerves,  joints  or  bones.  Im- 
mobilization should  be  governed  by  the  fol- 
lowing princii)les: 

a.  Immobilization  should  be  employed  as 
.soon  as  possible  after  receipt  of  the  in- 
jury for  protection  from  further  tissue 
damage. 

b.  Following  definitive  treatment  of  the  in- 
jury, the  immobilization  should  be  con- 
tinued as  long  as  may  be  recpured  for 
healing  to  occur. 

c.  Immobilization  should  be  in  the  iK).sition 
of  function  (i)osition  of  gras]))  in  order 
to  maintain  oi)tir.uun  relation  of  bone 
fragments  and  soft  tissue  structures. 

(1.  The  position  of  function  in  immobiliza- 
tion is  necessary  to  ])revent  di'-aibling  de- 
formities, contractures,  muscl'  weakness 
and  joint  stiffening,  and  to  insure  the 
earliest  returu  of  usefulne.ss  after  heal- 
ing. 

e.  Flat  splinting  of  the  hand  or  any  of  its 
digits  mu.st  be  avoided  at  all  times. 

Prepared  by  the  Ameiacan  Society  for 
Sui’gery  of  the  Hand 


June,  1950 


Delaware  State  Medical  Journal 


135 


+ 


^ i t 


o r i a 


+ 


DELAWARE  STATE 
MEDICAL  JOURNAL 

Owned  and  published  by  the  Medical  Society  of  Delaware, 
a scientific  society,  non-profit  corporation.  Issued  about 
the  twentieth  of  each  month  under  the  supervision  of 


the  Committee  on  Publication. 

W.  Edwin  Bird,  M.  D Editor 

822  North  American  Building 
Andrew  jVI.  Gehret,  M.D Associate  Editor 


1007  Park  Place 

M.  A.  Tarumianz,  M.  D.  Assoc.  & Managing  Editor 

Farnhurst,  Del. 

Articles  are  accepted  for  publication  on  condition  that 
they  are  contributed  solely  to  this  Journal.  Manuscripts 
must  be  type^vritten,  double  spaced,  uith  wide  margins, 
and  the  original  copy  submitted.  Photographs  and 
drawing  for  illustrations  must  be  carefully  marked  and 
show  clearly  what  is  intended. 

Footnotes  and  bibliographies  should  conform  to  the  style 
of  the  Quarterly  Cumulative  Index  Medicus,  published 
by  the  American  Medical  Association,  Chicago. 

Changes  in  manuscript  after  an  article  has  been  set 
in  type  will  be  charged  to  the  author.  The  Journal, 
pays  only  part  of  the  cost  of  tables  and  illustrations.  Un- 
used manuscripts  will  not  be  returned  unless  return  post- 
age is  forwarded.  Reprints  may  be  obtained  at  oost,  pro- 
vided request  is  made  of  the  printers  before  publication. 

The  right  is  reserved  to  reject  material  submitted  for 
publication.  The  Journal  is  not  responsible  for  views 
expressed  in  any  article  sigrned  by  the  author. 

All  advertisements  are  received  subject  to  the  approval 
of  the  Council  on  Pharmacy  and  Chemistry  of  the  A,  M.  A. 
Advertising  forms  close  the  25th  of  the  preceding  month. 

Matter  appearing  in  The  Journal  is  covered  by  copy- 
right. As  a rule,  no  objection  will  be  made  to  its  repro- 
duction in  reputable  medical  journals,  if  proper  credit 
is  given.  The  reproduction  in  whole  or  in  part,  for 
commercial  purposes,  of  articles  appearing  in  The 
J0URN.\L  will  not  be  permitted. 

Subscription  price:  $4.00  per  annum,  in  advance. 

Single  copies,  50  cents.  Foreign  countries ; $5.00  per 

annum. 


VoL.  22  June,  1950  No.  6 


Are  Doctors  Citizens? 

There  has  been  plenty  ot  evidence  in  re- 
cent years  to  suggest  that  some  people  in  this 
country  are  not  altogether  certain  of  the 
answer  to  the  ciuestion : are  doctors  citizens? 

The  astonishing  demand  from  several  po- 
litical sources,  that  payment  for  doctors’  serv- 
ices be  made  by  government  paymasters,  is 
compelling  indication  that  some  peojile  think 
the  doctor  is  different  from  other  citizens, 
with  a different  sort  of  civic  obligation  and  a 
different  sort  of  individual  rights. 

No  other  profe.ssional  man  in  America  — 
no  businessman,  no  butcher,  no  plumber,  no 
baker,  no  clergyman,  no  grocer,  so  far  as  we 
know  — has  to  date  been  nominated  to  share 
with  the  doctor  the  dubious  distinction  ot 
having  his  income  paid  by  government  and 
his  product  or  service  made  “free”  to  all 
comers.  It  is  conceivable  such  suggestions 
may  come  later.  Certainly  in  the  logic  of 


socialism,  a case  could  be  argued  for  making 
the  work  of  all  these  essential  people  a func- 
tion of  government. 

Perhaps  some  day  such  a case  will  be 
urged.  We  have  an  idea  that  when  it  is,  it 
will  sxdit  wide  open  on  the  plumber.  There  is 
a hard  core  of  common  sense  in  the  American 
people  and  a blunt  insistence  on  the  individ- 
ual freedom  of  every  man. 

There  are  a good  many  things  American 
citizens  won't  stand  still  for  — and  don’t 
expect  other  citizens  to  stand  still  for  either. 
Which  brings  us  back  to  the  question:  “Are 
doctors  citizens  ? ’ ’ 

IVe7?  I'now  more  about  the  answer  after 
next  November.  The  coming  Congressional 
elections  will  give  the  whole  country  a good 
yardstick  with  which  to  measure  the  citizen- 
ship of  the  medical  profession. 

Is  it  a citizenship  that  influences  govern- 
ment, a citizenship  that  is  informed  about 
candidates,  a citizenship  that  means  registra- 
tion, voting,  working  for  the  candidate  chos- 
en ? 

Or  is  it  negative  and  passive  when  faced 
with  the  vital  issues  of  an  urgent  time?  Is 
it  too  busy  to  be  concerned  with  the  public 
business  of  democratic  government? 

The  answer  is  up  to  every  doctor.  And  the 
testing  time  will  be  the  coming  elections  — 
the  primaries,  as  w'cll  as  the  final  races  in 
November. 

This  is  the  time  for  doctors  to  demon.strate 
in  action  what  their  citizenship  means  in 
America.  Conceivably,  it  may  be  the  last 
time. 


Time 

The  weekly  news-magazine  Time  is  read  by 
millions;  its  statements  are  generally  accept- 
ed as  facts;  its  influence  is  tremendous;  all 
the  more  reason  why  its  articles  and  policies 
should  not  be  slanted.  For  many  years  we 
have  had  the  feeling  that  Time,  if  not  definite- 
ly hostile  to  the  AIMA,  could  scarcely  be  called 
friendly.  The  editor  ot  its  department  of 
medicine  wa.s,  and  presumably  still  is,  a Ger- 
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man.  M.  D..  a graduate  of  tlie  riiiversity  of 
Berlin,  and  of  comparatively  recent  advent 
into  these  United  States.  It  is  still  ])ossihle 
that  this  neophyte  amon«-  American  doctors 
has  not  yet  comprehended  the  differences  be- 
tween the  (Ji'oman  aiul  Amei'iean  systems  of 
medical  practice  and  oruanization.  We  offer 
this  as  an  explanation  and  not  as  an  excuse. 

That  we  are  not  alone  in  our  mis^ivinos 
about  Time  is  evidenced  by  the  following-  edi- 
torial from  one  of  our  exchanges: 

The  Pkice  of  Heaeth 

In  its  issue  of  February  20,  Time  published 
an  article  entitled  “The  Price  of  Health  : Two 
Ways  to  Pay  It.”  This  purports  to  be  an 
analysis  of  the  arguments  for  and  against 
the  socialization  of  medicine.  As  usual,  Time 
pompously  cites  many  figures  and  certain 
statements  as  though  they  were  facts  and 
attem])ts  in  a page  or  two  to  .settle  the  great 
]»er])lexing’  lU'oblems  of  the  day.  As  usual, 
also,  it  takes  close  sci  utiny  to  determine  where 
straight  reporting  leaves  off  and  misleading 
oi-  dece])tive  statements  creej)  in.  Artfully 
wi’itten,  the  curi-ent  article  is  ((uite  apt  to 
misinform  most  unwary  ivaders.  Instead  of 
clai’ifying  the  situation,  'J'i»ie  succeeds  only 
in  adding  to  the  muddled  thinking  which  has 
been  so  prevalent  on  this  subject. 

Statement  is  made  that  the  United  States 
has  “almo.st — but  not  (pute — the  world's 
healthiest  citiz(‘ns.  ” Basis  for  the  (pialitica- 
tion  is  timt  The  Nethei'lands,  Denmark,  Nor- 
way and  New  Zealand  have  lower  d(“ath  rates. 
It  is  well  known  that  the  crude  death  rate  does 
not  constitute  a rc'liabh*  index  to  th(>  gemu-al 
health  of  any  i)0|)ulat ion.* 

There  follows  an  estimate  of  ex])end itui'es 
by  aveiage  families,  using  1944  stati.stics : “A 
family  li\ing  on  :f;5(K)  to  .jiUbOO  a year  spent 
$cS<S  on  doctors,  dentists,  osteoi)aths,  chiro- 
practors,  faith  healers,  hos])itals,  x-rays,  di’iigs 
(both  pi'esci'ii)tion  and  ])ropiietary),  eye 
gla.sses  and  api)liances. ” It  is  (piite  unneces- 
sary to  point  out  to  a medical  man  the  dis- 

♦ Statistical  Bulletin,  Metropolitan  Life  Insurance  Com- 
pany. Volume  29,  Number  5.  May  1948:  ‘'The  reason  for 

the  much  more  favorable  death  rate  which  now  prevails, 
lies  in  the  high  proportion  of  people  at  the  childhood  and 
early  adult  ages,  the  periods  of  life  when  mortality  is 
lowest.  In  time,  this  high  proportion  will  diminish  while 
the  older  ages  will  gain  in  relative  importance.  With 
this  rise  in  average  age.  the  high  death  rates  of  the  later 
ages  of  life  will  assume  increasing  weight  in  the  total 
mortality  picture." 


honesty  of  including  all  such  irrelevant  ma- 
terial in  a discussion  on  how  to  ]>ay  the  doctor 
but  most  readers  are  less  discriminating, 
laiter,  the  article  emjiloyes  the  common  tech- 
nic of  citing  one  ca.se  to  explain  the  workings 
of  a system.  Here  the  Blue  (,tross-Blue  Shield 
.scheme  is  dramatized.  The  wife  of  a Bronx 
freight  handler  was  hospitalized  and  operated 
on  for  acute  appendicitis  with  comtilications. 
Her  total  bill  was  .$t»7t).5().  Played  down  in 
the  article  was  the  fact  that  if576.5fi  of  the 
bill  was  for  noni)rofes.sional  expense  since  the 
siii'fieon  received  the  nunticificejif  sum  of  ex- 
(Hilji  one  hundred  doUurs. 

The  article  shows  confusion  as  to  what  the 
American  Medical  Association  is  when  it  says 
“Doctors  in  general  agreed  with  (the  Brook- 
ings Report)  but  individually  did  little  at 
first  to  prosecute  their  case.  This  they  left  to 
the  American  IMedical  As.sociation. ” 

Apiiarently  Ti))ie  does  not  know  or  jHirpose- 
ly  overlooks  the  fact  that  the  American  iMedi- 
cal  Association  is  synonymous  with  “doctors 
in  general”  in  this  country  and,  through  its 
House  of  Delegates,  is  one  of  the  few  remain- 
ing bulwarks  of  true,  jiracticing  democracy. 

It  sneers  at  the  campaign  being  waged  by 
Whitakiu'  and  Baxter,  a campaign  which  in 
last  analysis  is  a sincere  attempt  to  ]>revent 
the  .socialization  of  a great  profession  and 
iiy  so  doing  to  assist  in  [ireserving  democracy 
for  the  whole  country. 

In  its  concluding  tiaragraphs,  the  article 
includes  a tyjiical  Timeisni  with  its  veiled 
suggestion  that  health  insurance  legislation 
would  be  yet  forthcoming — “This  ])ublic  air- 
ing of  the  i.ssue  would  be  good  for  the  nation's 
health — and  its  pocketbook.  There  was  a sit- 
uation which  needed  to  be  remedied.  There 
was  no  doubt  that  with  its  technical  and 
financial  resources  and  social  resourcefulness, 
the  U.  S.  could  find  a sound  remedy.” 

It  is  indeed  unfortunate  that  a ])ublication 
so  widely  read  as  Tim(  should  fail  to  discern 
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tlie  fundamental  issues  at  stake  in  the  attempt 
of  the  authoritarians  to  grab  power.  It  is 
even  more  unfortunate  wlien  it  confuses  the 
thinking  of  its  readers  by  failing  to  discrim- 
inate between  professional  and  nonprofession- 
al medical  expense.  Considering  the  skill  with 
which  the  article  has  been  prepared,  one  won- 
ders whether  it  is  failure  or  deliberation. 
Editorial,  Northwest  Medicine,  March,  1950 

Be  Just  Before  You  Are  Generous 

The  various  communities  of  the  >State,  rang- 
ing from  hamlets  to  large  cities,  face  a serious 
problem  of  financial  drainage.  It  is  a matter 
of  great  pride  to  self-respecting  citizens  to 
be  able  to  assist  in  the  maintenance  and  better- 
ment of  local  charitable  enterprises  and  in- 
stitutions such  as  district  nursing  associations, 
the  local  hospitals,  day  nurseries  or  child  care 
centers,  for  example,  as  well  as  various  local 
religious  institutions.  Latterly,  it  seems  to 
be  more  and  more  difficult  to  raise  sufficient 
money  to  keep  them  going,  even  on  a restrict- 
ed basis,  in  spite  of  unremitting  labor  by  in- 
terested citizens.  What  are  the  reasons  for 
this  difficulty? 

High  taxes  for  one  thing,  increased  cost  of 
living  for  another.  Yet  another  is  the  mul- 
tiplicity of  organizations  other  than  local 
whose  appeals  for  aid  siphon  away  small  com- 
munity resources.  This  is  to  state  a fact  and 
in  no  way  to  impugn  the  worthiness  of  these 
larger  groups.  Physicians  will  be  interested 
both  as  citizens  and  doctors  to  know  why 
financial  support  is  increasingly  hard  to  ob- 
tain for  local  hospitals,  district  nursing  asso- 
ciations, and  other  aids  to  medical  practice 
as  well  as  community  assets. 

A check  by  the  National  Information  Bureau 
on  national  nonprofit  organizations,  nearly  all  of 
which  solicit  public  aid,  shows  an  astounding 
number  in  existence. 

There  are,  for  example,  no  less  than  75  na- 
tional associations  dealing  with  public  health, 
ranging  alphabetically  from  those  concerned  with 
Alcoholism  through  Hay  Fever,  Parenthood,  So- 
cial Diseases,  and  Veterans. 

There  are  24  national  organizations  dealing 
with  the  problems  of  Youth. 


There  are  31  which  are  solicitous  for  continu- 
ance of  “Free  Enterprise”  and  the  “American  Way 
of  Life"  and  the  like. 

There  are  five  which  are  anxious  about  the 
American  Indian  Welfare,  10  concerned  with  Con- 
servation, 19  aroused  over  Civic  Affairs,  29  which 
deal  with  International  Relations,  23  interested 
in  General  Welfare,  and  no  less  than  72  seeking 
to  help  on  matters  connected  with  Foreign  Re- 
lief Aid  and  Rehabilitation,  with  practically  every 
other  nation  in  the  world  on  the  I'eceiving  end  of 
American  charity. 

They  are  not  fly-by-night  organizations,  mind 
you.  Every  one  of  the  more  than  400  organiza- 
tions listed  by  the  bureau  is  either  national  or 
international  in  scope. 

They  say  that  ever}^  dog  has  his  day,  but  we 
doubt  it  for  the  same  reason  that  every  organi- 
zation can’t  have  its  own  week — there  just  aren’t 
enough  days  and  enough  weeks. 

As  it  is,  we  defy  any  reader  to  name  a week 
when  there  isn’t  some  campaign  or  drive.  And, 
from  a professional  viewi^oint,  we  know  there 
is  never  a day  when  a newspaper  isn’t  asked  to 
give  ample  space  for  some  deserving  cause. i 

It  ba.s  come  to  a jioint  where  drives  for 
this  and  that  have  iiegmi  to  overlap  each  other. 
It  is  a rare  morning  when  the  mail  does  not 
contain  at  least  one  and  often  two  or  three 
ajipeals  from  various  sources.  To  the  more 
than  400  organizations  of  national  or  inter- 
national scope  must  be  added  those  of  less 
than  national  but  not  purely  local  character. 
There  is,  apparently,  no  limit. 

In  an  expanding  economy  it  is  quite  i>ossi- 
ble  that  all  of  these  ajipeals  can  somehow  be 
met,  but  it  is  to  be  kept  in  mind  that  the 
financial  assistance  asked  is  in  addition  to  the 
steady,  enormous  drain  through  taxes  to  pro- 
vide govermental  subsidies  to  specially  favor- 
ed groups,  either  domestic  or  foreign.  IMat- 
ters  would  be  much  worse  if  any  serious  effort 
were  to  be  made  by  government  to  reduce  the 
national  debt  of  some  $1,700  for  every  man, 
woman,  and  child  in  the  nation.  It  will  have 
to  be  done  sometime,  somehow. 

Meanwhile  we  hope  that  some  thought  will 
be  given  to  a return  to  the  time-proved  maxim, 
“Be  ju.st  before  you’re  generous.”  Be  sure 
your  purely  local  institutions  do  not  lack  the 
financial  assistance  they  merit. 

Editorial,  N.Y.ti.J.M.,  June  15,  1950  . 

> Ossining  Citizen  Register,  April  20,  19.50. 
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Epileptic  Clinic  Opens 

As  i)art  of  the  serviee  offered  ])v  the  Sei- 
zure t’ontrol  Ihiit  ( Kpileptie)  of  the  Governor 
Bacon  Health  (’enter,  an  ( Oitpatient  Clinic 
service  on  the  »ronnds  of  the  Governor  Bacon 
llealtli  Center  is  now  available.  The  hours 
will  he  from  1:15  P.  ^1.  to  3:15  P.  i\I.  every 
Wednesday,  by  appointment  oidy.  Clinic  will 
he  held  in  the  Paynter  Bnildin<>'. 

Fi’om  those  who  can  pay  a graduated  fee 
will  he  re(inested;  for  patients  who  are  in- 
digent the  .service  will  he  ])rovided  gratis. 

When  an  electroencephalograph  is  desired, 
this  ])]-ocednie  will  he  scheduled  for  some 
other  day. 

Dr.  Josei)h  Hughes,  nenrop.sychiatric  con- 
sultant, of  Philadeli)hia,  maintains  overall 
neni’o])sychiatric  sni)ervision  and  direction  of 
all  ])rocednres  and  medications  employed  on 
the  Seizure  (Control  Unit. 


It  Could  Be  Verse 

Twinkle,  twinkle,  ])olitician 
Ply  your  legislative  ini.ssion 
Doctor  all  onr  fiscal  ills 
With  your  legislative  pills. 

Bury  eggs  and  ]>eg  their  prices. 

Pass  the  pork  in  thicker  slices. 

Buy  np  s])uds  and  dye  them  blue 
If  that  makes  good  s(*nse  to  yon. 

Ladle  cash,  with  might  and  main, 

Down  the  Bnro|)ean  di'ain. 

Spend  and  Spend  - it  conld  he  worse. 

It  only  hurts  me  in  the  pnr.se. 

Ifnild  a dam  or  pass  a ])ension 
•Inst  to  show  yoni'  <>'ood  intention. 

If  the  votei's  like  it,  shucks. 

It's  woi'th  a hundred  million  bucks. 

Tax  my  pay  and  tax  itiy  vittles. 

Tax  my  beer  and  tax  my  skittles. 

What  care  I if  tax(*s  rocket? 

It  only  hurts  me  in  the  pocket. 

But,  my  fi-iend,  i)lease  stick  to  bills 
Foi-  ti'cating  econotnic  ills 
I crave  no  .Senate  Ke.sointion 
Which  would  atmmd  ,M  V ( 'DXSTITFTK  >.\. 
1‘ul).  /(V/.  lif .M.S.S.Pa.,  dune  (i,  1950 


BOOK  REVIEWS 

Cardiovascular  Disease.  By  Louis  H.  Sigler. 

M.  D..  Attending  Cardiologist  and  Chief  of 
Cardiac  Clinic,  Coney  Island  Hosi)ital;  Con- 
sulting Cardiologist.  Rockaway  Beach  Hospital 
and  Menorah  Home  and  Hos])ital  for  the  Aged. 
Pp.  551  with  149  illustrations.  Cloth.  Price, 
.■SIO.OO.  New  York:  Crime  & Stratton,  1949. 

The  author  states  in  his  preface  that  this 
book  is  confined  to  the  clinical  aspects  of 
cardiovascular  disease.  Throughout  the  text 
numerous  references  are  made  to  his  textbook 
on  electrocciidiography.  In  order  to  obtain 
any  continuity  whatsoever  these  books  must 
be  consulted  together. 

5'our  reviewer  will  not  discuss  the  individ- 
ual points  of  criticism.  Jn  general  the  ma- 
terial is  sound.  It  is  felt,  however,  that  there 
is  nothing  contained  in  this  volume  that  has 
not  already  been  presented  in  othei-  standard 
textbooks  of  cardiovascular  di.sea.se. 


A Textbook  of  Phvsiologv — Originallv  hv 
William  H.  Howell.  m‘.  I).:  Edited  hy  John  F. 
Fulton.  M.  D..  Profes.sor  of  Physiology,  Yale 
University  School  of  Medicine.  Sixteenth  Edi- 
tion. Pp.  1258.  with  5.56  figures.  Cloth.  Price, 
.SIO.OO.  Philadel]ihia:  W.  B.  Saunders  Com- 

pany, 1949. 

This  is  an  u|)-to-date  text  on  ])hysiology  of 
the  human  body.  Every  system  is  discussed 
in  detail  giving  illu.strations  of  the  theories 
involved  and  di.scussing  the  ])ractical  apiilica- 
tions  to  pre.sent  day  medicine.  A number  of 
references  are  given  at  the  end  of  each  chap- 
ter. 

The  neuro-muscular  .systems  are  outlined 
])laiidy  giving  the  modern  concepts  of  impulse 
transmission,  spinal  reflex  activity  and  muscle 
chemistry  :is  it  affects  energy  ])roduction. 
With  the  ]>resent  day  imi)etus  given  to  ])olio- 
myelitis  and  many  othei'  neuromuscular 
crippling  diseases,  the  knowledge  of  the 
physiology  of  nerve  and  mu.scle  is  im])erative 
toward  the  pro]»er  nmlerstanding  .-ind  treat- 
ment of  these  disorders.  Several  chapters  are 
devoted  to  the  jirinciples  of  nervous  activity, 
muscle,  central  nervous  system,  cei'ebrosjiinal 
fluid,  muscular  exercise,  and  regulation  of 
energy  storage. 

The  .several  endocrine  glands  and  their  se- 
cretions. the  hormones,  and  their  practical 
a i>pl ications  are  discus.sed  extensively. 

This  is  a complete  volume  on  jihysiology, 
well  outlined,  and  the  acce])ted  theories  are 
])r('sented  not  only  for  the  medical  student  but 
also  for  the  general  jiractitioner  who  must 
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constantly  search  tor  the  etiology  of  symptoms 
in  physiological  changes  in  the  various  systems 
of  the  patient. 

Physiology  of  Heat  Regulation  and  The 
Science  of  Clothing — Prepared  at  the  Division 
of  Medical  Sciences,  National  Research  Coun- 
cil. Edited  by  L.  H.  Newburgh,  M.  D.,  Pro- 
fessor of  Clinical  Investigation,  the  Medical 
School,  University  of  Michigan.  Pp.  457,  with 
78  figures  and  38  tables.  Cloth.  Price,  S7.50. 
Philadelphia:  W.  B.  Saunders  Company,  1949. 

This  highly  scientific  and  informative  hook 
was  prepared  at  the  request  of  the  Division 
of  IMedical  Sciences,  National  Research  Coun- 
cil. Its  purpose  was  to  study  the  climatic 
conditions  in  various  parts  of  the  world  and 
to  learn  from  the  habits  and  cultures  of  the 
inhabitants  how  they  adjusted  themselves  to 
the  various  extremes  of  temperatures.  The 
scientific  principles  involved  in  heating  and 
cooling  sleeping  quarters  and  the  various 
types  of  clothing  and  .shoes  and  the  methods 
of  wearing  them  for  keeping  the  body  warm 
or  cool  were  carefully  investigated. 

The  information  contained  in  this  book  was 
compiled  especially  for  the  armed  forces  who 
discovered  during  World  War  II  that  their 
men  were  exposed  to  extremes  of  temperatures 
and  climatic  conditions  which  they  were  not 
scientifically  prepared  to  withstand.  There  is 
a detailed  description  of  the  adaptations  to 
climate  among  non-European  peoples  as  the 
Eskimos,  Siberians,  IMongols,  Chinese  and  the 
naked  peoples  exposed  to  cold,  as  the  Fuegians 
of  South  America  and  the  Australian  abo- 
rigines. 

Several  chapters  are  devoted  to  the  scien- 
tific methods  of  measuring  body  heat  and  the 
idiysiology  involved  in  heat  production  and 
regulation.  The  physical  properties  of  cloth- 
ing fabrics  are  described.  The  best  methods 
of  utilizing  clothing  and  shoes  for  the  protec- 
tion of  the  body  against  extremes  of  temiiera- 
tures  and  environmental  situations  as  wind, 
desert,  humidity  and  precipitation  are  dis- 
cussed. 

From  the  Hills  — An  Autobiography  of  a 
Pediatrician.  By  John  Zahorsky,  foi'mer  Pro- 
fessor of  Pediatrics,  St.  Louis  University 
Medical  School.  Pp.  388.  Cloth.  Price,  .$4.00. 
St.  Louis:  C.  V.  Mosby  Company,  1949. 

This  is  the  autobiography  of  a pediatrician 
born  in  Hungary,  brought  to  America  at  the 
age  of  six  months,  and  who  then  carved  out 


for  himself,  again.st  hardships  and  struggles, 
a definite  niche  in  American  pediatrics.  It  is 
enjoyalde  reading  and  the  book  belongs  on  the 
shelves  of  those  doctors  who  go  in  for  medical 
biographies. 


Essentials  of  Obstetrical  and  Gynecological 
Pathology.  By  Robert  L.  Faulkner,  M.  D.,  Pro- 
fessor of  Gynecology,  and  Marion  Douglas, 

M.  D.,  formerly  Assistant  Professor  of  Gyne- 
cology, Western  Reserve  University.  '2nd 
Edition.  Pp.  357,  with  300  illustrations.  Cloth. 
Price,  $8.75.  St.  Louis:  C.  V.  Mosby  Com- 

pany, 1949. 

The  second  edition  of  this  work,  which  first 
appeared  in  1938,  is  much  fuller  and  better 
than  the  original.  It  is  not  encyclopedic  in 
character  or  contents,  as  would  be  expected  in 
a book  entitled  “Essentials”;  it  is,  however, 
sufficiently  complete  to  give  a student  and 
practioner  the  bulk  of  the  information  he 
may  be  needing  on  short  notice.  The  illus- 
trations are  excellent  and  the  index  complete. 
This  book  will  undoubtedly  succeed,  and  be 
revised  again  before  another  eleven  years 
goes  by. 


The  Eye  and  Its  Diseases.  By  92  Interna- 
tional Authorities:  Edited  by  Conrad  Berens, 

M.  D.  2nd  Edition.  Pp.  1092,  with  436  figures, 

8 colors.  Cloth.  Price,  $16.00.  Philadelphia 
and  London:  W.  B.  Saunders  Company,  1949. 

This  second  edition  edited  by  Berens  be- 
gins with  a history  of  ophthalmology  from 
2250  B.  C.  to  date.  The  92  authors  who  ap- 
pear in  this  book  are  authorities  on  their  sub- 
jects. The  book  is  an  excellent  reference  work 
made  doubly  acceptable  by  an  exceptionally 
complete  index.  The  format,  with  double 
columns  to  the  page,  makes  reading  easier. 


An  Atlas  of  the  Blood  and  Bone  Marrow: 
By  R.  Philip  Custer,  M.  D.,  Director,  Labora- 
tories of  the  Presbyterian  Hospital  in  Phila- 
delphia: Assistant  Professor  of  Pathology, 

The  University  of  Pennsylvania  School  of 
Medicine;  Consultant  to  the  Armed  Forces 
Institute  of  Pathology.  Pp.  321,  with  285 
figures,  42  in  color.  Cloth.  Price,  $15.00. 
Philadelphia:  W.  B.  Saunders  Company,  1949. 

This  large  and  handsomely  illustrated  work 
is  primarily  an  Atlas,  but  contains  a text  that 
adeipiately  summarizes  the  material  illu.strat- 
ed.  These  illustrations  are  three  kinds,  art- 
ists’ drawings,  black  and  white  photography, 
and  color  photograjiliy.  In  these  illustrations 
fixed  sections  of  bone  marrow  predominate. 

The  book  will  undoubtedly  be  of  great  value 
to  hematologists  and  ])athologists. 
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Clinical  Pathology — Application  and  Inter- 
pretation. By  Benjamin  B.  Wells,  M.  I).,  Pro- 
fessor of  Medicine.  University  of  Arkansas 
School  of  Medicine.  Pp.  397,  with  32  figures. 
Cloth.  Price,  .SO. 00.  Philadelphia:  W.  B. 

Saunders  Company,  1950. 

This  is  a small  volume  intended  to  show 
what  tests  the  doctor  should  order  in  various 
conditions,  and  when,  and  to  indicate  the  in- 
terpretation of  the  tests  after  they  are  imide. 
Bearing  in  mind  the  tremendous  increase  in 
the  co.st  of  hospital  management,  the  author 
cautions  against  lecpiesting  unnecessary  or 
unsuitable  laboratory  woi'k.  The  book  in- 
cludes an  ai)pendix  on  laboratory  aids  in 
symi)tom  diagnosis,  tables  of  normal  values, 
and  certain  additional  tests. 

This  book  should  be  on  the  .shelves  of  all 
doctors  who  feel  the  need  of  a ready-at-hand 
guide  in  ordering  laboratory  work  performed. 


How  to  Become  a Doctor:  By  George  R. 

Moon.  A.  B.,  M.  A..  Examiner  and  Recorder, 
University  of  Illinois  Colleges  of  Aledicine, 
Dentistry  and  Pharmacy.  Pp.  131,  illustrated. 
Cloth.  Price.  .$2.00.  Philadelphia:  Blakiston 

Company,  1949. 

This  book  includes  directions  on  how  to  be- 
come a dentist,  veterinarian,  pharmacist,  op- 
tometrist, chiropodist,  occupational  therapist, 
hosj)ital  administrator,  medical  illustrator  and 
.scientist.  It  embraces  entry  recpiirements,  a 
list  of  .schools,  the  techni(iue  of  applying  there- 
to, finances,  housing,  interns  tips,  etc.  This 
is  a sort  of  book  that  should  be  in  every  high 
school  library  and  available  to  the  .student  at 
the  lime  when  he  is  choosing  a career. 


Oral  and  Dental  Diagnosi.s — With  Sugges- 
tions for  Treatment:  Bv  Kurt  H.  Thoma. 
D.M.D.,  F.D.S.R.C.S.,  Eng..  Profes.sor  of  Oral 
Surgery,  Emeritus,  and  Brackett  Professor  of 
Oral  Pathology,  Harvard  University.  With 
Contributions  by  Henry  Goldman.  D.M.D., 
Head  of  the  Dental  Department.  Beth  Israel 
Hospital,  Boston;  Fred  Trevor.  D.M.D.,  For- 
merly Instructor  in  Oral  Pathology.  Harvard 
Dental  School.  3rd  edition.  Pp.  503,  with 
771)  illustrations,  GO  in  color.  Cloth.  Price, 
.$9.50.  Philadelphia:  W.  B.  Saunders  Com- 

pany, 1949. 

The  thing  that  impres.scs  one  most  with 
this  book  is  its  firm  basis  on  facts  and  experi- 
ence rather  than  theory.  In  addition  to  oral 
and  dental  diagnosis  much  medical  material 
is  included.  The  work  contains  dl  chaitters, 
a glossary  and  es])ecially  .selected  bibliograj)!!- 
ies  for  each  chai)ter.  This  is  a very  good  text, 
which  has  stood  the  te.st  of  tiitie  since  l!)3(i. 

This  third  edition  can  be  recommended 
without  re.serve. 


Self-Teaching  Tests  in  Arithmetic  for 
Nurses.  By  Ruth  W.  Jessee,  R.  H.,  M.  A., 
Director  of  Nursing  Education,  Presbyterian 
Hospital,  Philadelphia.  3rd  edition.  Pp.  122. 
Paper.  Price,  $2.00  St.  Louis:  C.  V.  Mosby 

Company,  1949. 

The  first  part  of  this  book  deals  with  frac- 
tional (piantities  in  measurement,  in  both 
jipothecary  and  meti-ic  systems.  The  second 
part  deals  with  problems  in  making  up  solu- 
tions. The  work  is  valuable  not  only  to  the 
nurse  in  training  but  might  be  placed  in  the 
hands  of  ])rospective  nur.ses,  .some  of  whom 
may  be  appalled  at  the  mathematics  involved, 
but  this  is  the  kind  of  applicant  the  hospital 
wouldn't  want  anyhow.  As  the  .student  goes 
from  part  to  part  she  encounters  achievement 
tests  and  })ractice  problems  . A good  book  of 
its  kind. 


IVIedical  State  Board  Questions  and  Answers. 
By  R.  Max  Goepp,  M.  D.,  Formerly  Professor 
of  Clinical  Medicine,  Graduate  School  of  the 
University  of  Pennsylvania,  and  Professor  of 
Medicine,  Woman’s  Medical  College  of  Penn- 
•sylvania;  and  Harrison  F.  Flippin,  M.  D.,  As- 
sociate Professor  of  Medicine,  Graduate  School, 
University  of  Pennsylvania.  8th  edition.  Pp. 
GG3.  Cloth.  Price,  $7.00.  Philadelphia:  W. 

B.  Saunders  Company,  1950. 

“(iood  old  (ioepp.”  His  eighth  edition  of 
State  Board  cpiestions  and  answers  comes  to 
hand  like  an  old  friend;  we  n.sed  the  second 
edition  of  this  work  to  help  us  get  by  the 
^laryland  examination  way  back  in  1911. 
The  poptilar  style  of  the  earlier  editions  is 
still  maintained,  but  they  have  been  brought 
fidly  up  to  date,  and  i)sychiatric  material 
added.  Nobody  needs  to  .say  a good  word  for 
(ioepi)  — it  ii^  tho  well-known  for  that. 

It  is  of  interest  to  Delawareans  that  Dr. 
( ioepp 's  eldest  son.  Dr.  (ioepp,  dr.,  lived  at 
2S  The  Strand,  New  Castle,  and  liefore  his 
death  in  an  air])lane  crash  in  194(i,  was  well- 
known  for  his  inventions  and  work  in  sugar 
chemistry.  The  son  died  aboard  a i)lane  cra.sh 
in  Newfoundland  while  en  route  to  Germany 
as  an  ob.server  and  research  expert  for  the 
Atlas  Powder  Company  and  the  C.  S.  (iovern- 
ment. 

Finally,  we  note  with  nostalgic  regret  the 
death  on  May  18,  1950  of  Dr.  (ioepp  himself, 
at  the  I'ipe  old  age  of  84,  in  Philadeli>hia. 
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Special  formula  products 
of  wide  interest 
to  physicians 

To  aid  in  solving  the  perplexing 
infant  feeding  problems  encountered 
in  daily  practice.  Literature, 
including  formula  tables, 
available  on  request. 


Mead  Johnson  & co. 

E VA  N S V 1 L L E 2 1 , I N D.,  U.  S.  A. 


Alacta* — Powdered  half-skim  milk,  for  use 
when  fat  tolerance  is  low  or  gastric  emptying  pro- 
longed, as  in  hot  weather  or  during  bouts  of  infec- 
tious disease.  An  outstanding  milk  product  for 
prematures. 

Casec* — A concentrated  (88%)  protein  supple- 
ment highly  useful  in  dietary  management  of  diar- 
rhea and  colic.  Valuable  for  increasing  the  pro- 
tein content  of  the  formula  or  diet. 

Mead’s  Powdered  Lactic  Acid  Milk  No.  2 — 

Acidified  whole  milk.  Valuable  when  a milk  of 
exceptional  digestibility  is  indicated,  as  for  mal- 
nourished or  undernourished  infants  and  in  cer- 
tain digestive  disorders. 

Mead’s  Powdered  Protein  Milk — Powdered 
lactic  acid  milk  of  high  protein,  low  carbohy- 
drate and  average  fat  content.  Highly  useful  in 
celiac  disease  and  in  diarrhea. 

Nutraniigen* — A nutritionally  adequate  truly 
hypoallergenic  food — containing  a nonantigenic 
casein  hydrolysate  combined  with  carbohydrate, 
fat,  minerals  and  crystalline  B vitamins.  Inval- 
uable for  infants  sensitive  to  milk  or  other  foods. 


»T.M.  Reg.  U.S.  Pat.  Off. 
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STEVENS-JOHNSON  SYNDROME 
WITH  PULMONARY  INVOLVEMENT 

George  C.  McElfatrick,  M.D.* 
Wilmington,  Del. 

An  opportunity  to  observe  one  ot  the  rarer 
syndromes  of  clinical  medicine  arises  in  the' 
experience  of  most  physicians.  We  feel  that 
their  recognition  can  be  more  readily  possible 
if  those  who  see  them  present  them  to  the  at- 
tention of  the  profession. 

Stevens-Johnson  syndrome,  or  eruptive 
fever  with  stomatitis  and  opthalmia,  is  a rare 
and  striking  entity.  It  is  an  acute  condition 
manifested  by  headache,  malaise,  and  lesions 
of  the  mucous  membranes  of  the  eyes,  mouth, 
and  urethral  meatus.  Duration  of  this  condi- 
tion is  several  days  to  several  weeks.  The 
exact  etiology  is  unknown,  but  it  is  generally 
agreed  that  it  should  be  classified  with  ery- 
thema multiforme. 

The  onset  is  abrupt  with  a temperature  of 
102  to  104  degrees  F.,  headache,  chill,  malaise, 
sore  mouth  and  throat.  Vesicles  then  appear 
on  the  lips,  buccal  mucosa,  tongue,  and 
pharynx,  which  later  become  pseudo-mem- 
braneous with  or  without  ulceration.  Along 
with  the  oral  and  constitutional  symptoms 
there  is  a conjunctivitis,  rhinitis,  and  balanitis. 
In  the  majority  of  cases  there  are  also  skin 
lesions  typical  of  erythema  multiforme.^ 

In  the  cases  reported  in  the  literatiire  only 
a few  have  stressed  the  association  of  pneu- 
monitis with  Stevens-Johnson  syndrome,  and 
the  percentage  of  fatalities  that  occur  despite 
chemotherapy.  Staynon  and  Warner  reported 
a series  of  17  cases  with  pneumonitis,  14  of 
which  were  non-bacteiial  with  an  incidence 
of  two  fatalities.”  The  Commission  on  Acute 
Respiratory  Diseases  reports  6 cases  with  pul- 
monary lesions  of  non-bacterial  pneumonitis.'^ 
Olsen  et  al.  report  a case  with  pneumonitis 
which  was  benefited  by  streptomycin."*  Fin- 
land et  al.  report  4 cases  with  3 fatalities. ° 

The  pneumonitis  of  these  cases  is  quite 
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similar  to  primarj’  atypical  pneumonia  in  that 
prodromal  symptoms,  absence  of  physical 
signs  of  consolidation,  x-ray  featuies,  minimal 
degree  of  res])iratory  distress,  and  absence  of 
bloody  simtum,  are  present  in  both  conditions. 
Bacteriologic  .studies  in  cases  of  imeumonitis 
with  Stevens-Johnson  syndrome  have  failed  to 
reveal  any  piedominant  organism,  which  is  in 
suiiport  of  the  suspected  viral  etiology  of  this 
condition. 

In  the  fatal  cases  it  is  felt  that  death  does 
not  result  from  the  pneumonitis  itself,  but  is 
due  to  obstruction  of  the  respiratory  passages, 
with  subsec luent  suffocation.  In  cases  of  ex- 
foliative dermatitis  there  is  also  desipiamation 
ot  the  epithelium  of  the  trachea,  bronchi,  bron- 
chioles, and  alveoli.  From  this,  it  is  conceiv- 
able that  in  Stevens-Johnson  syndrome  the 
mucosa  of  the  tracheo-broncliial  tree  is  in- 
volved in  a vesiculo-bullous  eruption  identical 
with  that  seen  in  the  month,  and  that  desqua- 
mation and  obstruction  may  occur.  The  de- 
gree of  luilmonary  involvement  is  apjcarently 
independent  of  the  extent  and  severity  of  the 
accomiianying  pathology.  Therapy  in  all  cases 
seems  to  l)e  entirely  symptomatic. 

Following  is  a case  report  with  definite 
pneumonitis  and  sm'vival. 


Fig.  1 


X-ray  of  chest  reveals  pneumonitis  similar  to  a 
typical  imeumonia. 
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(’a8e  Keuort 

M.Ii.,  a 19  year  old  white  male,  was  admitted 
on  ()  A])ril  1949  with  eomi)laint  of  cough  and 
j)ain  in  the  chest.  Symptoms  started  on  2 
Ai)ril  1949  with  rhiniti'<,  slight  cough,  and  the 
usual  signs  of  a beginning  coryza.  These 
symptoms  became  moi'e  severe  and  cough  be- 
came productive  of  moderate  annunit  of  blood- 
.streaked  sputum  on  4 April  1949.  Sharp  sub- 
sternal  pain  was  pre.sent  for  the  24  hours  i)iior 
to  admission.  He  had  not  been  able  to  retract 
foreskin  of  the  i)enis  for  3 days.  Past  history 
reveals  that  one  month  prior  to  admission  ]>a- 
tient  had  been  in  hosi)ital  for  4 days  with  diag- 
nosis of  Vincent’s  stomatitis. 

Phy.sical  examination  revealed  a well  de- 
veIo])ed,  well  nourished  white  male  lying 
(jnietly  in  bed  in  no  acute  di.stre.ss.  Temp. 
101.1) ; P-120;  R-20;  lungs  clear.  Penis  shows 
moderate  amount  of  swelling  of  foreskin,  no 
redne.ss,  with  moderate  amount  of  thick  yellow 
pus  exuding  from  around  the  glans.  Foi'eskin 
could  not  be  retracted  to  .see  if  there  wei'e  any 
])enile  lesions.  Examination  otherwise  nega- 
tive. 

X-ray  of  (i  April  1949  showed  an  area  of 
increased  density  in  the  left  upper  lobe  2cm 
in  greatest  diameter,  with  associated  hilar 
drainage.  Impression : ])neumonitis,  camse 

uid^nown.  Kbc  4,420,000;  Wbc  11,600;  Hb 
13.5;  Differential : PMX  74;  lymphocytes  20; 
monocytes  6.  Urine:  1.030;  clear;  acid;  al- 
bumin-trace; sugar  negative;  micro.scoi)ic 
loaded  with  Wbc.  Serology  negative. 

Due  to  continued  fever  and  finding  of  jmeiu 
monitis,  i)atient  was  started  on  ))enicillin  300,- 
000  units  every  3 hours  0)i  7 A])ril  1949  at 
0900  hoiirs.  In  the  afternoon  of  7 April  1949 
patient's  lips  were  noted  to  be  swollen  and 
slightly  cracked,  aiid  small  discrete  white 
lesions  were  .seen  on  the  inside  of  the  li])s. 
Patient  comi)lained  of  .some  difficulty  in 
breathing. 

On  S Ai>ril  it  was  noted  that  lesions  were 
si)reading  throughout  the  mouth  on  buccal  mu- 
cosa a)id  |)harynx,  a large  yellowish  white 
j)la(pie  developed  on  the  i-oof  of  the  month, 
and  there  was  a foul  odor  to  the  breath.  Rou- 
tine culture  was  taken  of  the  mouth  lesions 
which  showed  no  predominaid  oi'ganisms  to 
be  ])resent.  Patient  had  a cough  productive 


of  moderate  amounts  of  yellowish,  tenacious 
si)utum.  Patient  appeared  (piite  toxic  and 
lethargic.  At  this  time  it  was  also  noted  pa- 
tient was  develoi>ing  a severe  conjunctivitis 
of  both  eyes. 

Civilian  consultant  saw  patient  on  9 April 
and  concurred  with  diagnosis  of  Stevens-John- 
son  .syndrome.  It  was  noticed  for  the  first 
time  that  i)atient  had  3 small  skin  lesions;  a 
2 X 3cm.  macular  rash  on  the  back  opposite 
the  2nd  lumbar  vei'tebra,  on  the  inner  sitle 
of  the  left  ankle,  and  aiiother  just  above  the 
left  knee.  Dii)htheria  culture  was  taken  from 
the  throat,  which  later  ])roved  to  be  negative. 
Patient  received  boric  acid  soaks  for  conjunc- 
tivitis, and  normal  saline  mouth  wash.  Patient 
was  having  some  difficudty  in  respiration,  bnt 
no  cyanosis  was  evident. 

Patient  showed  some  improvement  on  10 
April  although  there  was  no  change  in  the 
lesions  of  the  mucous  membrane  or  the  .skin. 

On  11  A]>ril  it  was  noticed  that  the  lesions 
in  the  mouth  were  not  as  discrete,  but  there 
was  a generalized  grayness  of  the  mucous 
jTiembranes  of  the  mouth.  S])utum  did  not 
appear  to  be  as  thick  or  tenacious.  Patient 
had  been  receiving  intravenous  fluids  since  8 
Ai)ril  and  was  not  able  to  take  fiuids  by  mouth 
until  13  April.  Patient  was  started  on  sulfa- 
diazine gm.  1 every  4 hours  on  13  April.  Peni- 
cillin was  discontinued  14  A])ril  as  patient  still 
had  elevation  of  temperature  to  101  degrees. 
The  le.sions  of  the  mouth  and  skin,  the  con- 
junctivitis, and  balanitis  all  continued  to  show 
im])rovement,  and  all  lesions  were  completely 
healed  by  25  April.  Sulfadiazine  was  .stopped 
on  16  April  and  patient's  temi)erature  return- 
ed to  normal  on  18  April  and  remained  normal 
thereafter. 

Su  M M AR  V Don  clusi  on 
A case  of  Stevens-Johnson  .syndrome  with 
a.ssociated  ])neumonitis  is  pre.sented.  This  is 
an  additional  re])ort  of  association  of  the  two 
conditions  in  the  ho))e  that  Inng  involvement 
will  be  watched  for  in  the.se  cases,  and  therapy 
instituted  in  the  hope  that  a therapeutic  agent 
for  this  condition  may  be  di.scovered. 
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MIKULICZ'S  SYNDROME 
Report  of  Two  Coses 

George  B.  Heckler,  M.D.* 
Wilmington,  Del. 

In  1888  von  Mikuliez  described  a symptom 
complex  which  was  to  become  known  as  Miku- 
licz’s  disease.  The  disease  entity  which  he 
suggested  is  now  considered  as  consisting  of 
lacrimal  and  salivary  gland  enlargement, 
which  in  most  instances  is  painless.  The  his- 
tological appearance  is  that  of  intense  round 
cell  infiltration  with  varying  amounts  of 
glandular  atrophy  and  interstitial  fibrosis,  and 
without  epitheloid  tubercles  or  giant  cells.  The 
enlargement  may  effect  one,  several,  or  all  of 
the  salivary  glands  and/or  the  lacrimal 
glands.  The  involvement  may  be  of  all  grad- 
ations. Mikulicz’s  disease  proper  is  consider- 
ed to  be  benign,  self-limiting,  and  of  unknown 
etiology. 

Since  Mikulicz  described  his  original  case, 
many  eases  have  been  reported  in  the  liter- 
ature. In  most  instances  one  of  several  pos- 
sible etiologic  causes  has  been  found  respon- 
sible for  the  symptom  complex.  Some  of  the 
underlying  causes  have  been  progressive  in 
nature,  and  a few  eases  have  had  a fatal 
termination.  This  latter  group,  in  which  an 
etiologic  factor  can  be  demonstrated,  is  cor- 
rectly labelled  Mikulicz’s  syndrome.  The  his- 
tological picture  in  this  group  is  essentially 
the  same,  but  giant  cells  and  epitheloid  tuber- 
cles are  fre({uently  present,  and  pathology  can 
be  frequently  found  in  other  organs.  The 
syndrome,  in  contradistinction  to  the  disease, 
is  not  rare  in  occurrence.  Many  of  the  cases 
originally  called  Mikulicz’s  disease  on  re-eval- 
ulation  have  fallen  into  the  Mikulicz’s  syn- 
drome group. 

In  1927  Schaffer  and  Jacobsen^  presented  a 
classification  of  Mikulicz’s  disease  which  seems 
to  be  all-inclusive.  These  authors  stress  that 
the  classification  of  Mikulicz’s  disease  proper 
should  be  reserved  for  those  cases  in  which 
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no  underlying  etiologic  agent  or  associated 
disease  is  found. 

Classification  of  Mikulicz’s  disease  by 
Schaffer  and  Jacobsen: 

A.  Mikulicz’s  disease 

1.  Familial 

2.  Mikulicz’s  disease  proper 

B.  Mikulicz’s  syndrome 

1.  Leukemia 

2.  Tuberculosis 

3.  Syphilis 

4.  Lymphosarcoma 

5.  Sarcoidosis  (febris  muco-paro- 

tidea  subchronica) 

6.  Toxic  reactions 

a.  Iodides 

b.  Lead 

c.  Arsenic 

7.  Gout 

Most  authors  agree  that  this  classification  is 
not  entirely  satisfactory.  Jackson^,  Heaton 
and  Shannoif^  have  indicated  three  major 
faults:  (I)  the  eases  which  have  been  diag- 

nosed as  familial  Mikulicz’s  disease  have  been 
siinjile  hypertrophy  of  the  salivary  glands. 
Simjile  hypertrophy  of  the  glands  may  be  not 
infreipient  in  the  colored  race.  (2)  Lead  and 
arsenic  have  not  been  shown  to  be  responsible 
factors  in  the  production  of  Mikulicz’s  syn- 
drome. (3)  gout  involving  the  temporo-man- 
dibular  joint  has  been  incorrectly  confused 
with  Mikulicz’s  disease  and/or  syndrome. 

The  preceding  classification  readily  indi- 
cates that  the  disease  may  be  localized  or  a 
})art  of  a generalized  process;  therefore,  the 
therapy  and  succe.ss  of  therapy  varies  widely. 
Miller,  Eusterman,  Leddy^  and  other  investi- 
gators have  recorded  good  results  with  x-ray 
therapy;  Jackson  has  reported  a ca.se  of  Mi- 
kulicz’s disease  ])roper  successfully  treated 
with  penicillin.  Local  excision  of  the  glands 
has  been  carried  out;  antibiotic  therapy  and 
iodides  have  yielded  a good  response.  In 
the  following  two  ca.ses  of  Mikulicz  syndrome 
lienicillin  therapy  in  Case  No.  1 was  followed 
by  a remarkable  res])onse  within  a few  days; 
and  local  excision  of  a lacrimal  gland  in  Case 
No.  2 has  not  been  followed  by  a recurrence 
at  the  date  of  writing,  four  months  from  the 
time  of  excision. 
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Case  1 

A 34  year  old  colored  female  (A.S. 
-105531)  was  first  seen  in  the  Clinic  with 
the  complaint  of  blnrreil  vision  of  tlie  left  eye 
and  ])ainful  swelling'  of  the  left  parotid  «land 
of  two  weeks  duration.  She  returned  to  the 
(fliiuc  one  week  after  the  initial  visit,  and 
because  her  symptoms  and  the  objective  find- 
in<>s  had  markedly  increased,  she  was  admit- 
ted to  the  hos])ital  on  September  '29th.  There 
was  a history  of  trauma  to  the  left  temporal 
area  one  year  prior  to  the  onset  of  the  present 
episode.  This  was  not  considered  to  be  a con- 
tributing- factor  to  the  ])resent  difficulty. 

The  abnormal  tindin>>s  on  physical  exami- 
nation were  limited  to  the  head.  There  was 
total  loss  of  vision  in  the  left  eye,  and  vision 
in  the  ri«ht  eye  was  imi)aired.  The  left  eye 
showed  a marked  decree  of  proptosis.  The 
eye  was  fixed  in  a downward  and  lateral  ])Osi- 
tion.  The  eyelitl  could  not  be  clo.sed  over  the 
eye,  and  when  the  upi)er  eyelid  was  retracted 
the  edo’c  of  a lars>e  lacrimal  <iland  was  evident. 
Kxamination  of  the  left  eye  s>rouml  revealed 
marked  venous  distention  but  was  otherwise 
normal.  There  was  slight  exophthalmus  of 
the  ri«'ht  eye  with  marked  i)uffiness  of  the 
ui)per  eyelid.  An  eidar<>ed  lacrimal  jiland 
readily  protruded  when  tlie  eyelid  was  re- 
tracted. The  ri<>ht  eye  <>round  was  normal. 
Both  ])arotid  srlands  were  abnormally  lar^e; 
the  left  parotid  "land  was  very  tender  to  touch 
and  the  enlari>ement  extended  beyond  the 
zy<>oma  ami  below  the  an<>le  of  the  mandible. 
The  mouth  could  be  opened  aj)proximately 
thi-ee-fourths  of  an  inch  with  difficulty. 

The  ])atient  was  afebrile.  The  ])ul.se  rate 
and  blood  pre.ssure  were  normal.  Laboratory 
.studies  revealed:  HBC  3,900, 000;  Hb.  7(i%  or 
11.9  "in.,  WBC  4,400;  Polys.  59'/;  Lym])hs. 
31%;  Mono.  4%.  Sedimentation  rate  2(i.O 
mm.  in  one  hour.  Fastiu"'  blood  su<>ar  90 
m‘fm.%.  The  urinalysis  was  e.ssentially  nor- 
mal. Skull  aiid  chest  x-rays  were  within  nor- 
mal limits.  Serolojty  : Maz/din,  i)ositive  ; Kol- 
mcr-Wassermann  3 ])lus;  Kahn  standard,  ])osi- 
tive.  The  s])inal  fluid  was  clear,  and  under 
normal  i)re.ssure.  Other  .studies  on  the  s])inal 
fluid  showed  a two  ])lus  Bandy  reaction,  Was- 
sermann  4 ])lus,  and  a colloidal  <rold  cui-ve 
123321000. 


In  the  presence  of  the  symptom  complex  and 
the  i>ositive  serology,  it  was  felt  that  this 
clinically  represented  a Mikulicz's  syndrome. 
A cour.se  of  antiluetic  therai)y,  with  ])enicillin 
as  the  agent,  was  instituted.  On  the'  fifth  day 
of  therapy  a definite  resi>on.se  was  quite  evi- 
dent. Vision  in  both  eyes  had  returned  to 
normal ; the  left  eye  had  markedly  receded 
from  its  abnormal  position;  extra-ocular  mo- 
tion was  normal,  and  the  eyelid  closed  with 
ease.  The  swelling  in  both  parotid  areas  was 
considerably  dimini.shed  and  the  left  parotid 
was  no  longer  tendei’.  The  ]>atient  was  dis- 
charged on  the  tenth  hosj)ital  day,  and  at  that 
time  there  was  no  abnormal  swelling  of  either 
parotid  gland  and  the  mouth  could  be  opened 
without  difficulty.  Eye  motion,  position,  and 
vision  were  normal,  and  the  lacrimal  glands 
\v(‘re  relatively  normal  in  size. 

This  ])atient  was  subseciuently  followed  in 
the  (Minie,  and  had  no  further  difficulty  with 
vision  or  swelling  of  the  .salivai-y  glands. 

Vase  2 

The  i>atient,  ( E.W.  ^1()8152)  was  a 24  year 
old  colored  female.  During  a routine  physical 
examination  in  the  Vlinic  in  May  1947,  it  was 
noted  that  she  had  puffiness  of  both  eyelids. 
She  was  symptom  free  at  that  time.  In  Augu.st, 
1949  attention  was  again  drawn  to  the  droop- 
ing and  protrusion  of  the  eyelids.  She  had 
noted  excessive  lacrimation  from  the  left  eye 
for  two  months  ])receding  this  examination. 
It  was  also  noted  that  there  was  enlargement 
of  both  j)arotid  glands  and  the  right  sub- 
maxillary gland.  She  did  not  complain  of 
pain  or  tenderness  in  these  glands. 

The  i)ast  history  was  significant  in  that  she 
was  diagnosed  as  having  syi)hilis  in  1946.  Sub- 
sc(pient  to  that  diagnosis  she  received  56  week- 
ly injections  of  mapharsen  and  30  injections 
of  bismuth  .subsalicylate.  In  1948  she  al.so 
received  a 10  day  course  of  i)enicillin  therapy. 
In  1946  a routine  che.st  x-ray  showed  a fibroid 
tyj>e  acid  fast  lesion  in  the  right  aj)ex  of  the 
lung  held.  This  lesion  has  remained  unchanged 
since  that  time.  Sputa  and  gastric  washings 
have  been  negative  for  aciil  fast  bacilli.  PPI) 
skin  tests,  first  and  .second  strengths  have  been 
negative. 

(ieneral  physical  examination  was  normal. 
There  was  no  genei'alized  lymphadenopathy. 
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The  spleen  and  liver  were  not  palpable.  Ex- 
amination of  the  eyes  revealed  normal  vision 
and  normal  ocular  motion.  Both  upper  eye- 
lids protruded,  and  beneath  the  left  upper 
eyelid  there  was  a firm,  oval-shaped  mass 
which  was  non-tender.  When  the  eyelid  was 
retracted  the  mass  was  noted  to  be  a greatly 
enlarged  lacrimal  gland.  Similar  findings 
were  noted  on  the  right,  but  enlargement  of 
the  right  lacrimal  gland  was  not  as  pro- 
nounced. Bilateral  parotid  gland  eidargement 
was  evident  as  well  as  right  submaxillary 
gland  enlargement,  the  glands  \vere  non-ten- 
der. Examination  of  the  eye  grounds  did  not 
reveal  any  abnormalities. 

In  January,  1950  the  patient  was  admitted 
to  the  hospital  for  biopsy  of  the  left  lacrimal 
gland.  Examination  of  the  eyes  showed  that 
the  process  had  been  stationary  over  the  past 
5 months. 

Laboratory  .studies:  Hb.  75%  or  11.9  gm. ; 
WBC  5,000;  Polys  59%;  Lymph.  34%  Mono. 
4%  ; Eos.  2%  ; Bas.  1%.  Total  serum  protein 
8.62  gm..  Albumin  5.26  gm.,  CTlohulin  3.36  gm. 
x-rays  of  the  skull  and  hands  were  normal. 
Serology  : Mazzini  4 plus  ; Kolmer-Wasser- 

mann,  4 plus.  The  urinalysis  was  normal. 

The  left  lacrimal  gland  was  excised.  It  was 
found  to  be  extremely  enlarged  and  very  firm 
in  consistency.  Grossly,  the  gland  was  hard 
and  the  cut  section  was  a gray-white  color. 
IMicroscopic  study  revealed  a distortion  of  the 
lacrimal  gland  by  increased  fibrous  tissue, 
marked  round  cell  infiltration  and  occasional 
giant  cells  with  resulting  parenchymatous  de- 
struction. 


Fig.  1;  Case  2 


Area  in  lacrimal  gland  showing  fibrosis,  separa- 
tion of  acini,  moderate  round  cell  infiltration. 


The  exact  etiologic  cause  of  the  glandular 
enlargement  in  this  case  can  not  be  recorded 
with  certainty  in  view  of  the  presense  of  pos- 
sibly two  disease  processes  capable  of  resulting 
in  a Mikulicz’s  syndrome.  Further  follow-up 
of  this  case  may  reveal  the  actual  etiological 
factor.  At  present  there  has  been  no  local 
recurrence. 

►Summary 

1.  Mikidicz’s  disease  is  a rare  entity, 
generally  considered  to  be  a benign,  self  limit- 
ing disease,  producing  painless  enlargement  of 
the  lacrimal  and  salivary  glands  with  a char- 
acteristic histological  picture,  and  is  of  un- 
known etiology. 

2.  Mikulicz’s  syndrome  is  more  fre([uent  in 
occurrence  and  produces  similar  clinical  en- 
largement of  the  lacrimal  and/or  salivary 
glands,  but  it  is  secondary  to,  or  associated 
with,  other  disease  proce.sses,  e.g.  leukemia, 
tuberculosis,  syphilis,  lymphosarcoma,  sarcoi- 
dosis, iodides.  The  syndrome  because  of  its 
secondary  causes,  may  terminate  fatally. 

3.  Two  cases  are  presented  as  Mikulicz's 

syndrome : The  first  which  was  secondary  to 

syphilis  and  responded  dramatically  to  anti- 
luetic  therapy.  The  second,  which  may  be 
secondary  to  syphilis  or  tuberculosis,  has 
shown  no  local  recurrence  after  surgical  ex- 
cision of  one  involved  gland. 

BIBLIOGRAPHY 

1.  Shaffer,  A.  V.  and  Jacobsen.  A.  W. : Mikulicz's  Syn- 
drome: A report  of  ten  cases,  Amer  Jour.  Dis.  of 
Child.  34:327-346,  Sept.  1927. 

2.  Jackson,  A.  S.:  Mikulicz’s  Disease:  Report  on  a Patient 
Treated  with  Penicillin.  Amer.  J.  of  Surg. : 67  & 68: 
358-363,  Jan. -June  1945. 

3.  Heaton,  T.  G.  and  Shannon,  E.  H.:  Mikulicz's  Disease: 

Canad.  M.A.J.  58:368-371,  April  1948. 

4.  Miller,  J,  R.  and  Eusterman,  E.  B.  and  Leddy,  E.  T. 
Proc.  of  the  Staff  Meet,  of  the  Mayo  Clinic.  19:425-431, 
Aug.  1944. 

5.  Boyd,  W.  Textbook  of  Path.  Lea  & Febiger  (4th  edition) 
June  1945. 

6.  Ewing,  James:  Neoplastic  Diseases.  W E.  Saunders, 
1940. 

HYPONATREMIA  IN  CARDIAC  FAILURE 
A Case  Report 

Lewis  B.  Flinn,  M.D.,* 
and 

John  II.  Benge,  M.D., 
Wilmington,  Del. 

That  de])letion  of  body  sodium  concomitant 
with  an  insufficient  cardio-circulatory  mech- 
anism effects  development  of  ti.ssue  edema  is  re- 
cently an  acknowledged  fact.  This  state  closely 
simulates  the  edema  of  cardiac  failure  where 
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an  excess  of  the  same  electrolyte  i)lays  a pri- 
mary causative  role.  The  clinical  dift'erenta- 
tion  of  these  diametrically  opposed  states  is 
not  always  possible.  However  the  deficient 
state  is  more  prone  to  occur  in  the  face  of  a 
low  sodium  diet  and  with  the  use  of  frequent 
mercurial  diuretics.  That  it  may  be  produced 
insiduously  without  vigorous  therapy  is  exem- 
})lified  by  the  following  case  report. 

Case  Report 

The  patient,  (K.  ]\lcC.  #169385)  a white 
male  of  50  years  entered  the  Delaware  Hos- 
pital for  the  first  time  on  IMarch  8,  1950,  with 
the  chief  complaint  of  a severe  “i)res.sure- 
like’’  pain  located  substernally.  The  patient 
had  been  seen  by  one  of  us  in  August  1949 
when  he  gave  a very  typical  history  of  angina 
on  effort  for  the  preceding  three  months.  An 
electrocardiogram  at  rest  showed  only  slight 
evidence  of  coronary  arterial  disease,  but  after 
exercise  there  were  definite  ST  changes  sug- 
gesting coronary  insufficiency. 

His  general  condition  im])roved  under  rest 
and  customary  thera]>y.  Other  symptoms  sug- 
ge.sted  biliary  tract  disea.se,  and  a cholecysto- 
gram  on  February  20,  1950  demonstrated  gall 
stones  and  a poorly  functioning  gall  bladder. 
His  })resent  episode  was  attended  by  the  phy- 
sical findings  and  laboratory  evidence  of  a 
])Osterio-septal  myocardial  infarction.  At  this 
I>oint  the  signs  of  decom[>ensation  w’ere  bi- 
lateral ])ulmonary  rales  and  a moderately  en- 
larged liver.  There  was  no  pretibial  edema 
nor  j)leural  fluid.  Therapy  included  sedation, 
oxygen,  pa])averine,  dieumarol,  bed  rest  and 
a low  .salt  diet  (2  to  4 grams  daily).  Gradu- 
ally there  developed  marked  pretibial  edema 
and  on  IMarch  24fh  he  was  given  1 e.c.  of 
thiomerin  and  digitalis  begun.  This  resulted 
in  little  diuresis  and  so  on  March  27th  a 2 
c.c.  dose  was  given  with  a moderate  response. 
The  next  day  there  developed  a slight  derma- 
titis believed  to  be  due  to  bed  linen.  On 
March  31st  a third  dose  of  the  mercurial  was 
given  resulting  in  a minimal  respon.se.  The 
dermatitis  inci'eased  and  it  was  deemed  best 
to  discontinue  the  mercury.  Ammonium 
chloride  was  substituted  on  this  day  in  a dos- 
age of  4.0  grams  a day.  During  the  next 
two  weeks  he  improved  steadily  so  that  on 
di.scharge  there  was  no  ])ulmonary  edema. 


moderate  ])retibial  edema,  a slightly  enlarged 
liver  and  no  pleural  fluid.  The  dermafifis 
was  clearing. 

His  urinary  oufput  was  normal  and  a slight 
azotemia  noted  early  had  been  reversed.  As 
evidenced  by  the  ability  to  concentrate  urine, 
the  renal  status  appeared  good.  There  was 
a trace  of  albumin  on  one  occasion.  Ills  blood 
I)ressure  had  become  .stabilized  at  90/60. 

While  at  home  during  the  next  8 days  he 
was  at  bed  rest  on  a low  salt  diet,  and  was 
taking  digitalis  and  ammonium  chloride.  After 
four  days  of  this  regime  he  noticed  increasing 
dysi)iiea  and  ankle  edema.  He  was  readmitted 
on  April  20th,  1950  in  marked  respiratory 
distress,  cyanotic,  with  marked  peripheral 
edema  and  with  bilateral  pleural  fluid  collec- 
fions  of  minimal  amounfs.  The  hej)atomegaly 
had  increased  buf  fhere  were  Inif  few  i)ulmon- 
ary  rales. 

In  fhe  nexf  few  days  his  physical  stafus 
im])roved  slighfly  under  oxygen  and  wifh 
sfrict  bed  resf.  His  edema  however  progressed 
slowly  fo  involve  the  sacral  and  scrotal  areas 
and  then  the  thorax.  By  his  8th  hospital  day 
he  began  slowly  to  lose  ground,  becoming  pro- 
gre.ssively  more  disoriented,  developing  a 
severe  cough  and  eventually  Cheyne-Stokes 
res])irations.  On  the  14th  hospital  day  the 
edema  had  become  so  massive  and  his  urinary 
output  .so  low  that  it  was  decided  to  attempt 
diuresis  with  hypertonic  ghmose  solution, 
which  was  given  on  that  day.  300  c.c.  of  a 
25%  glucose  solution  was  given  intravenou.sly 
and  followed  with  2000  c.c.  of  a 10%  glucose 
solution.  The  patient  progressed  to  coma  un- 
der this  thera])y  and  urinary  output  decreased 
further.  If  was  decided  thaf  furfher  atfempfs 
fo  reinsfafe  Lirinary  flow  wifh  glucose  were 
fufile  and  fhe  syndrome  of  .salf  deplefion  con- 
sidered, alfhough  fhe  serum  sodium  was  only 
slighfly  below  normal  (129  mille-eciuivalenfs 
])cr  lifer).  Therefore  300  c.c.  of  5%  sodium 
chloride  was  given  infravenoirsly.  Within  a 
few  hours  the  ])atient  began  to  arouse  him.self 
from  coma  and  it  was  noted  that  the  urinary 
output  was  increasing.  In  spite  of  the  high 
intake  of  sodium  chloride,  the  next  day  his 
chlorides  and  serum  sodiiim  were  markedly 
depressed  (.sodium  114  mille-equivalents, 
chloride  460  mgm.%).  Similar  therai)y  was 
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carried  out  for  the  next  three  days  with  the 
addition  of  a mercurial  diuretic  intravenously 
(salyrgan) . 


wd5  gi/eo  md  S% 

ConC«Ptrdtion.  froir^  thtrt  o"  <14  DOrmd/  sjlmt. 

Fig.  1 

His  clinical  and  laboratory  response  were 
very  satisfactory  under  this  regime.  Espe- 
cially noted  were  the  decrease  in  edema  and 
increase  in  urinary  output.  His  response  con- 
tinued for  three  days  following  cessation  of 
therapy  with  salt.  At  this  time  he  developed 
a severe  monilid  infection  of  his  oral  and 
pharyngeal  cavities  and  refused  to  take  oral 
nouri.shment.  Electi’olytes  and  fluids  were 
given  intravenously  as  seemed  indicated  from 
clinical  studies  from  day  to  day.  Although 
his  urinary  output  remained  well  above  nor- 
mal he  began  to  deteriorate  and  died  on  the 
39th  hospital  day.  It  is  interesting  to  note 
that  his  pulmonary  fields  remained  remark- 
ably free  of  rales  until  the  last  few  days  of 
life  and  stood  out  in  sharp  contrast  to  the 
other  signs  of  edema.  Pericardial  friction 
rubs  had  apiieared  on  several  occasions. 

Post  mortem  examination  revealed  an  old 
posterior-septal  infarction  with  two  early  sep- 
tal aneurysms  and  multiple  fresh  pulmonary 
infarctions.  The  coronary  vessels  were  each 
occluded  by  organizing  thrombotic  material. 
There  were  mural  thrombi  in  the  left  ventricle 
and  right  auricle.  The  renal  tubules  showed 
a diffuse  intracellular  change  characteristic  of 
that  seen  following  hypertonic  intravenous 
therapy.^  ^ 

Discussion 

Since  the  days  of  Hope,  the  concept  of  tlie 
mechanism  of  cardiac  edema  has  been  con- 
stantly modified  to  explain  clinical  and  ex- 
perimental observations.  Krogh  and  Landis 
cleverly  explored  the  role  of  increased 
venous  pressure  or  the  so-called  “back- 


ward failure”  theory.  More  recently 
workers  have  demonstrated  that  sodium 
retention  due  to  decreased  glomerular 
filtration  whicli  is  in  turn  due  to  decreased 
cardiac  outimt  played  a jirominent  part.  Their 
work  has  provided  the  so-called  “forward 
failure”  theory.  Later  with  the  advent  of 
modern  methods  of  treatment  a third  factor, 
namely  sodium  depletion,  has  been  shown  to 
be  capable  of  initiating  collection  of  tissue 
fluids.  Still  to  be  investigated  are  the  contri- 
butions of  the  hormonal  control  and  physio- 
logic state  of  the  renal  tubular  epithelium. 

Fishberg^  has  recently  pointed  out  that  an 
increasing  number  of  cardiacs  under  modern 
therapy  enter  a deleterious  phase  associated 
with  an  impairment  of  renal  function  pre- 
viously considered  adeipiate.  His  cases  exhibit 
pathologic  renal  tubular  changes  which  he 
calls  ‘ ‘ regressive.  ’ ’ He  indicates  that  the  cause 
of  such  changes  has  not  been  explained.  Some 
of  these  patients  respond  to  less  intensive  mer- 
curial therapy  and  the  administration  of  sod- 
ium chloride.  In  this  case  we  found  similar 
renal  tubular  damage,  but  feel  it  cannot  be 
due  to  mercurials.  Whether  it  represents 
changes  due  to  hyponatremia  or  hypertonic 
fluids  is  not  known. 

The  ]>atient’s  BUN  ro.se  during  salt  therapy 
and  immediately  following  diuresis  but  with 
continued  fluid  loss  became  normal.  This  has 
been  re])orted  previously.  Again  the  cause 
for  this  is  not  evident.  L"rea  has  been  used 
as  a diuretic  with  the  explanation  that  in 
concentrations  exceeding  maximal  tubular  I’e- 
absorption  it  “drags”  water  and  electrolytes 
with  it.  Apparently  the  converse  is  not  true. 

The  most  interesting  feature  of  this  case 
was  the  insidious  onset  of  hyponatremia  in  the 
absence  of  either  marked  sodium  depletion 
from  the  diet  or  prolonged  mercurial  diuretic 
administration.  A jmssible  etiologic  agent  was 
ammonium  chloride. 

Summary 

A case  of  hyponatremia  developing  in  a 
cardiac  ])atient  has  been  presented,  with  the 
therapy  and  clinical  course. 

The  factors  of  the  jiroduction  of  cardiac 
edema  have  been  mentioned. 

It  has  been  emphasized  how  unsuspectingly 
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a state  of  hyj)onatremia  may  develop. 

An  nnusual  feature,  namely,  proximal  tub- 
ular ei)ithelial  damage  eharaeteristic  of  hyper- 
tonic glueose,  was  associated  with  this  ease. 
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CLINICOPATHOLOGIC  CASE  RECORD 

William  d.  Hoopes,  i\l.l).* 
and 

C.  T.  Chow,  IM.l). 

Wilmington,  1 )el. 

Presentation  of  Ca.se** 

Dr.  llooiies: 

This  sixty  year  old  negro  man — a delivery 
man  aiul  shipping  clerk — with  the  chief  com- 
jilaint  of  epigastric  jiain  had  had  intermittent 
])ain  for  the  six  weeks  previous  to  his  admis- 
sion, ])ain  spreading  up  and  down  beneath  his 
.sternum.  He  had  the  i>ain  every  day  and 
was  unable  to  continue  work  because  of  it. 
The  i>ain  was  relieved  for  a short  time  by 
eating  food  but  always  recurred  quickly. 

In  the  two  or  three  days  jirior  to  admission 
the  pain  was  increased  and  a tenqierature  ele- 
vation was  noted  by  the  local  medical  doctor. 
There  had  been  anorexia  and  twenty  imunds 
weight  loss  in  the  pa.st  month. 

The  past  history  and  system  review  showed 
only  some  exertional  dyspnea,  jirecordial  ])ain 
and  palpitation  during  the  past  few  weeks. 
No  cough  or  edema.  No  nausea  or  vomiting. 
Some  bright  red  blood  in  .stool  lately. 

Physical  examination  revealed  pulse  120,  ir- 
regular. Blood  pre.ssure  85/50.  Resjiirations 
30  and  temperature  100.8°h\  There  was 
opacity  of  the  right  lens.  Transient  rales  over 
the  right  lower  lobe  laterally  which  cleared  on 
continuous  deej)  respiration.  Heart — ajiical 

rate  KiO,  radial  pulse  120  and  irregular.  Sys- 
tolic murmur  in  the  mitral  area.  The  abdo- 
men showed  marked  epiga.stric  tenderne.ss 
with  muscle  guarding,  no  si>asm.  Most  com- 
fortable while  sitting  up  leaning  forward. 
Rectal  examination  showed  the  jirostrate  to 
be  firm,  enlarged  and  non-tender.  Some  ten- 

•Internes.  Delaware  Hospital. 

••Delaware  Hospital  Case  No.  64216  presented  at  Staff 
Clinical  Pathological  Conference. 


derne.ss  at  finger  ti})  on  upward  and  forward 
pressure. 

Laboratory  data  : Red  blood  count  3.0  mil- 
lion ; hemoglobin  9.1  gm.  (58%)  polys,  seg. 
85%. ; polys  non-seg.  4%  ; lymphocytes  8%  ; 
monocytes  3%  ; sugar  112  BUN  27.2  mgm.%  ; 
AVa.ssermann  4 plus;  Kahn  i>ositive.  The 
urine  is  turbid,  dark  amber;  .specific  gravity 

I. 024;  reaction  acid;  albumin  plus  2;  sugar 
and  diacetic  negative;  1 — 3 white  blood  cells; 
numerous  hyaline  casts;  occasional  epithelial 
cells  and  a few  mucus  threads.  Febrile  ag- 
glutination was  negative  excejit  for  Proteus 
0X19,  1 :40. 

X-ray  revealed  cloudiness  over  both  dia- 
lihragms.  The  costoi>hrenic  angles  obliterat- 
ed. Both  hilar  .shadows  increased  with  accentu- 
ation of  vascular  markings  fanning  out  from 
both  hilar  zones,  especially  toward  bases. 
Trachea  and  mediastinum  are  in  the  mid-line. 
The  heart  shadow  shows  marked  general  en- 
largement. Heart  measurements:  oblique  18; 
right  border  7 ; left  border  11.1  ; right  auricle 
0.5  ; left  ventricle  0.2  ; arch  7 cm.  Uardiothor- 
acic  ratio  18.5  to  20.  Diagnosis:  general  car- 
diac enlargement  with  jileural  effusion  of  both 
bases  and  some  pa.ssive  congestion. 

The  electrocardiogram  was  interpreted  as 
low  voltage  which  is  abnormal  in  four  out  of 
five  ca.ses  and  which  is  definitely  classed  as 
abnormal  due  to  elevation  of  ST  seg.  in  I and 

II.  This  elevation  does  not  .somehow  suggest 
jiericarditis,  but  it  is  not  normal  and  a sus- 
])icion  of  that  condition  .should  be  entertained. 
It  is  definitely  an  abnormal  tracing. 

There  was  a persistent  elevation  of  tempera- 
ture during  the  hospital  course,  often  to 
102°  h'.  or  above.  Grailually  temjierature  fell 
in  two  days  jirior  to  death.  Patient  ran  a 
rapidly  downhill  course  with  freipient  periods 
of  disorientation.  One  day  before  death  a 
jiericardial  friction  rub  was  heard.  That  day 
he  became  very  dyspneic  and  was  placed  on 
oxygen.  He  ex])ircd  on  the  5th  hospital  day. 

1 ilFEEREXTIAL  1 ilAGXOSIS 

Dr.  Chow: 

In  this  case  there  are  three  major  sites  of 
involvement.  As  I see  it,  the  problem  is  to 
determine  the  type  of  involvement  in  each  site, 
if  ])o.ssible,  and  then  to  determine  whether 
any  or  all  arc  related.  The  three  major  sites 
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to  my  mind  are  heart,  gastro-intestinal  tract, 
and  lungs. 

Let  us  analyze  the  symptoms  and  signs. 
Consider  the  heart  first.  The  patient’s  illness 
started  with  precordial  pain,  palpitation,  and 
dyspnea.  In  this  age  group  the  most  i>rob- 
able  exjilanation  for  such  symptoms  would  be 
myocardial  infarction.  But  it  seems  unlikely 
that  this  patient  had  myocardial  infarction. 
Chest  x-ray  shows  that  there  is  pleural  ef- 
fusion at  both  bases.  Pleural  effusion  is  rare- 
ly present  in  myocardial  infarction,  and  the 
heart  is  dilated  to  such  a degree  that  it  ex- 
ceeds that  usually  seen  in  myocardial  infarc- 
tion unless  it  is  associated  with  pericarditis. 
A persistent  elevation  of  temperature  to  102° 
and  a pericardial  friction  rub  are  not  jiresent 
in  most  cases  of  myocardial  infarction.  The 
EKG  is  not  suggestive  of  myocardial  infarc- 
tion. Did  he  have  hypertensive  or  arterio- 
sclerotic heart  disease? 

We  do  not  know  whether  he  had  had  hyper- 
tension before.  If  he  had  had  it  in  the  past 
of  a sufficient  degree  and  duration  to  result  in 
a heart  of  such  size,  surely  he  would  have 
been  in  severe  congestive  heart  failure  when 
the  blood  pressure  dropped  to  85/50.  He  did 
have  dyspnea  but  no  peripheral  edema,  and 
liver  enlargement  was  not  noted.  Only  tran- 
sient rales  were  heard  in  the  right  lower  lobe 
and  cyanosis  was  not  mentioned.  In  a pa- 
tient with  a positive  Wassermann  at  that  age, 
syphilitic  heart  disease  is  a possibility.  We 
do  not  know  whether  he  had  been  or  was  be- 
ing treated  with  penicillin  or  arsenicals.  A 
probability  is  pericarditis  which  could  account 
for  the  seciuence  of  most  of  the  events  record- 
ed, notably  the  prolonged  shifting  substernal 
pain  and  the  low  blood  pressure  which  could 
well  be  due  to  fluid  in  the  distended  peri- 
cardium impeding  the  entrance  of  blood  from 
the  great  veins,  thus  lowering  cardiac  output. 
The  increased  heart  rate,  to  160,  might  be  ex- 
plained as  compensatory  for  a diminished 
stroke  volume.  The  pulse  deficit  and  also  the 
friction  rub  could  be  explained  by  tieriearditis. 
The  EKG  pattern,  furthermore,  is  somewhat 
suggestive  of  that  condition. 

To  be  discussed  is  the  respiratory  tract.  The 
shifting  substernal  pain  may  have  been  due 


to  pleurisy  and  the  chest  x-ray  shows  evidence 
of  some  pleurisy.  The  pain  may  have  been 
due  to  the  invasion  of  nerve  trunks  in  the 
mediastinum  or  chest  wall.  While  it  is  true 
that  pleurisy  very  frequently  jumps  from  one 
place  to  another,  I cannot  explain  the  shifting- 
nature  of  the  pain  on  that  basis.  Further- 
more, the  pain  was  not  likely  due  to  the  ac- 
cumulation of  fluid  in  the  chest.  Tlie  x-ray 
shows  that  both  hilar  shadows  are  increased 
with  accentuation  of  vascular  markings.  Could 
it  have  been  acute  passive  congestion  in  mild 
form,  because  of  an  increase  in  pulmonary 
blood  volume? 

Pericarditis  is  probably  never  a primary 
disease.  The  six  most  frequent  pathologic  con- 
ditions with  which  it  is  associated  are:  (1) 

rheumatic  fever,  (2)  iiost-pneumonic  empy- 
ema, (3)  pulmonary  tuberculosis,  (4)  chronic 
nephritis  with  uremia,  (5)  coronary  throm- 
bosis with  myocardial  infarction,  (6)  perfoi*at- 
ing  wound  of  the  thorax.  I think  that  with 
rectal  bleeding  however,  a lesion  in  the  G.  I. 
tract  is  a better  possibility. 

The  third  major  site  I am  going  to  discuss, 
therefore,  is  the  gastro-intestinal  tract.  The 
bleeding  could  have  come  fi’om  hemorrhoids 
but  it  evidently  occurred  simultaneously  with 
the  cardiac  symptoms,  so  I think  there  might 
be  some  relationship  to  them.  At  any  rate  I 
do  not  think  the  blood  was  coming  from  hem- 
orrhoids. Could  this  have  been  peptic  idcer 
which  is  the  common  cause  of  massive  hemor- 
rhage, accounting  for  probably  60  to  70%  of 
bleeding  in  the  upper  G.  I.  tract?  I suppose 
that  a simple  peptic  ulcer  cannot  be  ruled  out 
but  such  a lesion  seldom  perforates  the  peri- 
cardium ; so  it  could  hardly  explain  a peri- 
carditis as  well  as  gastro-intestinal  hemor- 
rhage. It  might  have  been  a thoracic  stomach 
although  that  is  very  rare.  The  location  of 
the  esoi)hagus  posterior  to  the  pericardium 
must  be  borne  in  mind.  There  the  esophagus 
is  normally  adherent  to  the  posterioi-  aspect  o f 
the  pericardium,  it  is  also  in  contact  with  the 
pleura  just  before  it  passes  thru  the  dia- 
phragm. Could  this  have  been  a herniated 
•short  esophagus  with  an  associated  esopha- 
gitis, ulceration,  and  fibrotic  change?  Most 
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cases  of  esophageal  ulcer  occur  in  the  lower 
three  inches  of  the  esojihagus,  usually  within 
an  inch  and  a half  of  the  cardia,  where  a per- 
foration may  be  jicritoneal,  pleural,  i>eri- 
cardial,  or  mediastinal. 

The  symptoms  as.sociated  with  abdominal 
type  of  perforation  do  not  differ  materially 
from  those  of  perforation  of  gastric  ulcer. 
Acute  perforation  above  the  diaphragm  may 
jiroduce  a clinical  picture  .suggestive  of  a pul- 
monary or  cardiac  catastrophe  with  acute  se- 
vere chest  jiain  and  shock.  I do  not  favor 
this  diagiiosis  becau.se  of  the  insidiousness  of 
the  patient’s  symptoms.  Could  this  have  been 
a tertiery  sy})hilis  of  the  e.sophagus  consider- 
ing the  four  jilus  Wa.ssermann  ? Such  a lesion 
would  obviously  be  a very  remote  possibility 
even  in  a known  syphilitic.  A more  likely 
diagnosis  would  be  cancer  of  the  U.  I.  tract 
and  there  is  .some  evidence  that  this  patient 
had  cancer.  In  the  first  place  a patient  in 
the  old  age  group  with  a short  history  of  gas- 
tric distress  and  recent  weight  loss  is  more 
likely  to  have  a malignant  condition  than  be- 
nign. On  this  basis  I am  slightly  inclined  to- 
ward cancer  in  the  upjier  O.  I.  tract.  It  is 
difficult  to  make  a differential  diagnosis  be- 
tween a primary  cancer  of  the  esojihagus  with 
extension  into  the  stomach  or  vice  vei*sa.  Be- 
cause of  the  lack  of  serosal  coveiing  of  the 
esojihagus,  cancer  in  the  esophagus  is  liable 
to  S])read  by  local  infiltration.  But  the  patient 
had  no  dysiihagia,  the  mo.st  characteristic 
symi)tom  of  cancer  of  the  esophagus.  This 
might  be  explained  by  a cancer  which  did  not 
grow  intra-lumenal  but  did  extend  outside  of 
the  esophagus  to  the  iiei'icardium  thus  causing 
a pericarditis. 

Dr.  Chow's  Diagnosis:  (1)  Carcinoma  of 

the  e.soiJiagus  with  extension  to  the  pericard- 
ium causing  jiericarditis.  (2)  Syphilitic 
esophagitis  with  ulceration  into  the  pericard- 
ium. (8)  ('ancer  of  the  .stomach  with  exten- 
sion to  the  esophagus  and  jierforation  of  the 
perica  rdium. 

lh\TII()L()(iI(’AL  1 )lA(iXOSIS 

E indennokt  curcinoma  of  esopJiatpis  with 
estensii>n  to  /jericordiinn.  Acute  purulent 
peric4trditi.s. 


AN  OPHTHALMOLOGY  PROJECT 
IN  ALASKA'^ 

Davis  G.  Durham,  M.D.** 
Wilmington,  Del. 

This  summer  I was  fortunate  enough  to  be 
included  in  a project  in  eye  research  prob- 
lems in  Alaska.  I thought  that  I would  de- 
.scribe  briefly  fhe  i>rojecf  and  then  show  you 
some  j)i(‘tures  of  the  eye  conditions  we  found 
there,  and  also  .some  of  the  local  scenery. 

The  jiroblem  that  we  were  jiarticularly  in- 
terested in  was  iihlyctenulosis,  which  simiily 
means  a small  blister  or  wart  on  the  eye.  This 
is  usually  on  the  conjunctiva,  on  the  cornea, 
or  both. 

Cnfortunately,  in  the  jiast  there  never  has 
been  any  work  done  with  the  Eskimos.  In 
fact,  there  has  never  been  any  qualified  eye 
man  fo  go  wifh  fhe  necessary  equipmenf  info 
tire  region  to  examine  them. 

The  project  came  about  through  a friend 
of  mine  who  was  associated  with  me  in  the 
Army,  who  is  now  jiracticing  in  Anchorage. 
He  had  done  the  groundwork  for  the  project 
in  that  he  had  visited  practically  all  the 
Eskimo  villages  throughout  Ahrska  and  set  up 
the  organization  for  this  particular  project. 

We  were  located  in  a little  village  of  Sitka, 
which  was  originally  the  Russian  capital  of 
Alaska  and  is  on  the  .southeastern  part  of  the 
coast  of  Alaska  on  a small  island.  It  was 
formerly  a naval  base  during  the  war,  and 
after  the  war  it  was  abandoned.  It  was  taken 
over  as  an  Alaskan  native  .school. 

We  had  apiu’oximately  350  Eskimo  chil- 
dren there,  and  therefore  we  were  able  to 
examine  all  of  them  in  a month's  time,  and 
do  that  much  more  efficiently,  without  trans- 
j)orfing  our  eijuipment  and  so  forth  to  all  the 
villages. 

We  had  associated  with  us  four  eye  doctors, 
and  a bacteriologist.  We  drew  on  the  services 
of  a tuberculosis  specialist,  and,  in  addition, 
the  dietitian  who  was  associated  with  the 
school.  The  siionsors  of  the  jiroject  were  the 
Alaskan  Native  Service  and  the  Department 
of  Health  of  Alaska. 

The  e(pui)ment  that  we  recpiired  was  mainly 
bacteriological  and  that  necessary  for  the  eye 

•Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  12,  1949. 

••Assistant  in  Ophthalmology,  Delaware  Hospital. 
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examination,  whicli  included  pai’ticularly  a 
slit  lamp  bio-microscope  ; also  all  the  necessary 
microscopes  and  Petri  dishes  and  culture 
media  and  so  forth,  which  are  quite  a prob- 
lem when  you  have  to  start  more  or  less  from 
scratch. 

Also,  we  had  special  cameras  to  take  eye 
pathology,  and,  in  addition,  the  school  fur- 
nished us  with  a house,  and  a jeep  for  trans- 
portation. So  we  were  very  comfortable  and 
had  an  ideal  location  for  such  a project. 

The  etiology  we  were  looking  for,  which 
was  really  the  basis  of  the  project,  before  we 
could  do  any  treatment,  was  (luite  a formid- 
able one.  Our  current  thought  was  that  it 
was  due  to  tuberculosis,  not  a specific  infection 
of  the  eye  with  the  t.b.  organism,  but  rather 
an  allergy  to  the  tubercular  protein.  Other 
possible  etiologies  were  diet,  which  we  more 
or  less  ruled  out  on  the  basis  of  the  fact  that 
most  of  these  children  had  been  living  in  the 
school  for  up  to  three  years  and  had  been  get- 
ting an  adequate  diet,  although,  like  most 
children,  they  had  a great  deal  of  candy  and 
carbohydrates;  still,  we  did  not  feel  that  the 
diet  was  a contributory  factor  to  the  con- 
dition. 

Also,  vitamin  deficiencies  were  considered, 
but  we  could  find  no  evidence  of  this  etiology. 

The  serology  was  checked  on  every  child, 
and  without  exception  the  Wassermann  re- 
actions were  all  negative.  Also,  we  had  chest 
x-rays  on  every  child,  and  without  exception 
there  was  some  evidence  of  tiibercular  infec- 
tion in  every  child.  That  was  either  in  the 
lungs,  with  a healed  primary  lesion  or  an 
active  lesion,  or  bone  tuberculosis,  or  tuber- 
culosis of  the  glands. 

Also,  we  checked  the  tuberculin  sensitivity 
on  every  child,  and  again  without  exception 
every  one  of  them  was  positive  to  the  first 
strength  tuberculin,  with  the  exception  of  two 
out  of  the  350  who  were  positive  to  the  second 
strength  tuberculin. 

(Slide)  This  first  slide  is  a map  of  Alaska, 
w'hich  show's  the  location  of  the  homes  of  all 
the  children,  so  that  you  can  see  they  were 
well  spotted  from  all  over  Alaska,  from  the 
Eleutian  Peninsula  all  the  way  up  to  Nome 
and  Point  Barrow.  Point  Barrow  is  all  the 
w'ay  at  the  top  of  the  map  and  doesn’t  show. 


We  were  located  in  Sitko,  the  southeastern 
portion  right  about  where  the  dot  is,  w'hich 
was  the  location  of  the  school. 

This  is  Nome  here,  and  Fairbanks  is  located 
here,  and  Anchorage  is  right  in  this  region 
here.  This  is  the  Aleutian  Peninsula. 

(Slide)  This  show’s  the  group  that  w'e  had 
who  made  up  the  project.  This  is  Dr.  Fritz, 
who  organized  the  project.  He  is  now  prac- 
ticing in  Anchorage,  Alaska.  I am  next  to 
him.  This  is  Dr.  Thygeron,  who  is  another 
doctor  with  whom  I was  associated  in  the 
Army,  who  is  recognized  toda.y  as  the  world’s 
authority  on  bacteriology  of  the  eye.  So  he 
was  the  main  sparki)lug  of  the  organization. 

This  doctor  (indicating),  you  might  be  in- 
terested in  know’ing,  is  a resident  from  Duke 
Fniversity  in  eye,  ear,  nose  and  throat.  This 
is  a new  experiment  which  is  being  tried  out 
in  which  the  residents  in  that  service  in  Duke 
University  are  rotating  to  Alaska,  spending 
six  months  there.  The  training  wiiich  they 
get  is  really  marvelous.  The  amount  of  path- 
ology, the  amount  of  surgery  which  they  are 
able  to  do  far  surpasses  anything  they  would 
be  able  to  do  at  Duke  in  the  same  period  of 
time.  They  get  one  year  of  training  at  Duke 
and  then  they  get  six  months  in  Alaska,  and 
then  go  back  to  Duke  for  the  finishing  of  their 
service,  which  is  another  year  and  a half,  I 
believe.  They  get  all  their  travel  expenses 
paid,  and,  in  addition,  they  get  $200  a month, 
which  is  a pretty  nice  salary. 

The  three  girls  w'ere  stiidents  in  the  school. 
They  were  all  about  18,  and  they  were  of 
great  help  to  us  W'ith  the  names  and  handling 
the  children. 

(Slide)  This  is  a typical  picture  of  one  of 
the  conditions,  jihlyctenulosis,  in  w’hich  W'e 
were  i)articularly  inlei-ested.  This  girl  had  an 
acute  lesion  in  her  right  eye,  and  you  may 
be  able  to  just  barely  .see  the  little  scarring 
in  the  coiaiea  which  is  the  end  result  of  pre- 
vious attacks.  In  other  words,  they  get  an 
attack  and  it  wdll  la.st  several  months,  and 
then  it  will  clear  up,  and  then  it  w’ill  have 
a tendency  to  recur.  She  had  an  active  tuber- 
culosis in  the  glands  of  the  neck  and  show'ed 
positive  evidence  of  tuberculosis  in  the  lungs. 

(Slide)  This  is  a closeup  of  the  same  con- 
dition which  shows  the  bulbar  conjunctiva  in- 
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jeetion  with  the  limbal  vessels  eomin<>’  in,  and 
in  this  area  you  may  be  able  to  reeoonize  a 
grey  haze,  which  is  the  scarring  resulting  from 
previous  attacks  of  the  i)hlyctenulosis. 

(Slide)  This  slide  shows  an  acute  attack 
of  the  lesion,  and  there  are  two  leashes  of 
vessels  coming  in  in  this  area  together  with 
some  scarring  from  a previous  attack.  This 
})articular  attack  was  less  than  12  lumrs  old 
and  occurred  while  we  had  been  checking 
the  girl. 

(Slide)  This  girl  is  in  her  early  20 's  and 
is  completely  blind  for  industrial  purj)oses. 
Tins  is  the  unfortunate  end  i-esult  of  the  con- 
dition, for  many  Eskimos  are  industrially 
blind  by  the  time  they  reach  adulthood.  In 
the  i>ast  this  has  been  blamed  on  snow  blind- 
ness, but  we  now  know  that  this  is  not  true 
and  that  it  is  due  to  this  condition  of  phlycten- 
ulosis.  This  girl  has  less  than  20  400  vision 
in  each  eye,  and  I thiidv  you  may  possibly  be 
able  to  see  the  grey  haze  that  is  pre.sent  in  the 
cornea.  She  has  no  acute  attack  at  the  pre.sent 
time.  The  eyes  are  ([uiet,  and  the  vascularity 
of  the  cornea  is  not  i)re.sent  and  therefore  she 
will  be  a good  candidate  for  a corneal  trans- 
])lant.  When  we  left,  this  was  being  arranged 
to  be  done  some  time  in  the  future. 

(Slide)  This  is  a clo.se  up  of  one  of  her 
eyes,  which  may  show  just  a little  better  the 
grey  haze  that  is  present  in  the  cornea,  which 
is  a factor  that  reduces  the  visual  acuity. 

(Slide)  This  again  is  another  young  girl. 
This  shows  a (juiet  eye  with  the  corneal  scar- 
ring and  again  an  active  eye  on  the  left  side. 
The  vessels  you  see  coming  in,  grow  into  the 
deeper  layers  of  the  cornea.  Whenever  the 
cornea  becomes  vascularized,  it  leaves  scarring 
and  the  end  result  is  reduced  visual  acuity. 

(Slide)  This  is  a picture  of  an  acute  at- 
tack, and  1 think  you  can  .see  from  the  light 
I'ellection  the  unevenne.ss  of  the  cornea  due 
to  the  vascularity.  A normal  cornea  will  show 
an  even  light  reflection,  which  this  eye  does 
not  do. 

(Slide)  This  is  another  acute  attack  which 
has  not  progressed  too  far  into  the  cornea  but 
does  show  scarring  from  previoiis  attacks. 

(Slide)  In  determining  the  etiology  of  the 
condition,  we  were  lookiiig  for  any  jawsible 
cause,  so  that  in  examining  the  childien  we 


not  only  examined  their  eyes,  but  also  the 
nose,  the  ears,  throats  and  any  ])o.ssible  source 
of  infection  that  might  be  contributing  to  the 
condition.  We  took  cultures,  both  blood  agar 
and  mannitol,  both  of  the  conjunctiva  of  each 
eye  and  of  the  lids  of  each  eye,  together  with 
the  nose  and  any  lesions  such  as  this. 

Also,  as  1 mentioned  before  we  did  tubercu- 
lin skin  te.st,  chest  x-rays,  serology,  and  also 
staphylococcic  sensitivity  on  each  child. 

(Slide)  This  is  a picture  of  the  same  girl, 
which  shows  mai'ked  blipharitis.  You  can  see 
crusting  of  the  lids,  and  it  has  not  affected  her 
eyes  at  all.  Her  eyes  are  ])erfectly  quiet.  She 
has  a lesion  in  her  left  nostril,  too,  and  then 
she  had  the  lesion  behind  the  ear  which  we 
ju.st  showed.  We  did  not  feel  that  these 
lesions  had  i)layed  any  part  in  contributing  to 
the  phlyctenulosis. 

Also,  of  course,  we  examined  the  under  ])or- 
tion  of  the  upper  lids  of  every  eye,  and  just  by 
accident  we  examined  this  child  and  found  the 
typical  ])icture  of  vei'nal  catarrh,  an  allergy 
that  we  see  very  prevalent  in  this  country  but 
very  rarely  in  Alaska.  This  was  an  asympto- 
matic condition,  but  it  ju.st  shows  the  typical 
cobble.stone  appearance  of  the  conjunctiva 
which  re.sults  in  intense  itching. 

(Slide)  This  is  a tubercudin  reaction  on 
one  of  the  ])atients  which  we  did,  which  shows 
the  rather  marked  ])ositive  reaction.  We 
checked  every  one  of  the  children  for  tuber- 
culin sensitivity,  and,  as  I mentioned  before, 
every  one  was  sensitive  to  the  test. 

(Slide)  This  shows  a typical  Eskimo  child, 
which  I put  in  to  show  how  they  do  look.  She 
has  no  ocular  involvement.  Out  of  the  350 
children  we  examined,  we  found  over  100  posi- 
tive cases  with  no  trouble  at  all.  We  were 
looking  for  100  jm.sitive  cases  to  study  com- 
I)!etely,  and  so  I would  judge  that  probably 
at  least  50  per  cent  of  the  children  did  .show 
this  infection. 

This  girl,  incidentally,  has  a nypJiosis  from 
a tubercular  lesion,  which  unfortunately,  is 
very,  very  common  in  that  region  with  the 
E.skimos. 

There  was  on  this  same  island,  in  associa- 
tion with  this  i)roject,  a 150-bed  tuberculosis 
of  the  bone  hos])ital,  and  this  ])articular  girl 
had  been  a i>atient  there. 
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(Slide)  This  shows  the  typical  scenery. 
We  were  on  a little  island  opposite  the  village 
of  Sitka,  and  the  scenery  is  just  unsurpassed 
for  beauty.  It  is  typical  of  Norway  in  that 
there  are  many  fjords,  and  the  timber  on  the 
mountains  comes  right  down  to  the  water’s 
edge.  The  mountains  are  snowcapped,  and  it 
is  just  untouched  as  far  as  the  natural  re- 
sources go.  You  may  be  able  to  see  a sea- 
plane right  here  in  the  foreground,  because 
aviation  is  the  only  means  of  getting  from 
one  place  to  another,  unless  you  are  not  in  a 
hurry.  It  takes  two  days  to  get  to  the  main- 
land by  boat,  but  we  could  get  over  there  in 
an  hour  by  plane. 

(Slide)  This  .shows  the  fishing  fleet  at  Sit- 
ka. Fishing  was  the  main  occupation  of  the 
natives,  and  salmon  fishing  played  a great  part 
in  the  fishing  industry. 

(Slide)  This  is  one  of  the  fishing  boats 
along  towards  twilight.  They  are  throwing 
out  their  nets  to  catch  some  of  the  fish.  They 
go  up  to  the  little  fjords,  as  the  salmon  run 
up  the  stream  to  go  back  to  spawn  to  the  fresh 
water  streams  in  which  they  were  born. 

(Slide)  This  shows  again  a little  fishing 
boat  and  it  is  typical  of  the  weather  which  we 
had  there.  It  is  grey  and  overcast  most  of  the 
time.  When  we  did  get  a nice  day,  we  would 
take  off  and  enjoy  the  surrounding  country, 
and  then  we  would  work  all  the  other  days. 
Out  of  the  month ’s  time  we  were  tliere  we  had 
approximately  three  or  four  really  nice  days. 

(Slide)  This  is  a picture  inside  the  cannery 
which  shows  the  salmon.  The  fishermen  get  35 
cents  a pound  for  the  salmon,  so  you  can  un- 
derstand why  it  costs  so  much,  canned,  in  this 
country. 

(Slide)  This  is  added  just  to  .show  the  twi- 
light. This  was  about  10  :30  in  the  evening. 
One  of  the  hardest  things  to  get  used  to  was 
going  to  bed  at  night  and  having  to  pull  the 
blinds  down.  The  first  night  we  didn’t  do  it 
and  woke  up  about  two  o’clock  in  the  morn- 
ing thinking  it  was  time  to  get  up.  There 
is  very  little  night  at  all,  and  a little  further 
north  they  have  midnight  baseball  games  on 
June  21. 

(Slide)  This  shows  another  view  of  the  air- 
plane, which  is  the  main  means  of  transporta- 
tion. These  are  marvelous  pilots.  They  fly 


these  little  Grummans  and  in  17  years  they 
have  not  had  a fatal  accident.  They  fly  un- 
derneath the  overcast,  and  since  the  overcast 
is  usually  about  500  feet,  and,  of  course,  tbe 
mountains  are  very  much  higher  than  that, 
tliey  fly  until  they  find  a pass  and  scoot 
through.  If  one  pass  is  covered  over,  they  go 
to  another  one,  and  if  they  can’t  get  through, 
they  put  the  plane  down  on  the  water  and 
wait  until  the  overcast  lifts.  They  are  very, 
very  careful  and  are  very  good. 

(Slide)  This  shows  the  landing  ramp  at 
Sitka,  and  we  were  on  the  island  in  the  back- 
ground. The  mountain  behind  that  is  a vol- 
cano mountain  which  is  rather  typical  and  is 
called  Mount  Edgecomb. 

(Slide)  This  shows  a fresh  water  lake  rrp 
in  the  mountains  which  we  used  to  hike  up 
tlirough,  and  the  rainbow  trout  you  get  out 
of  there  are  just  terrific.  Most  of  these  fresh 
water  lakes  have  never  really  been  fished  to 
any  great  extent.  You  can  hire  a plane  and 
fly  in  to  a lake  for  a day,  and  they  will  fly 
all  the  equipment.  You  get  to  waters  that 
are  just  untouched  as  far  as  fishermen  go. 

(Slide)  This  shows  some  of  the  timber. 
The  timber  is  green  the  year  I'ound,  it  is  near- 
ly all  evergreens,  and  it  grows  to  very  great 
height. 

(Slide)  No  trip  to  Alaska  is  complete 
without  totem  poles  and  these  are  totem  i>oles 
right  here  in  the  village  in  which  we  were. 

(Slide)  This  shows  the  scene  in  the  park 
near  the  totem  pole.  This  was  one  of  the  un- 
usual days  that  we  had.  Unfortunately  we 
didn’t  get  many  sunny  days. 

(Slide)  This  .shows  the  picture  from  the 
airplane  on  the  way  home  as  we  left  Ala.ska. 
The  planes  scoot  by  the  mountains,  and  you 
feel  as  though  you  could  reach  out  and  touch 
them. 

There  are  one  or  two  things  that  impressed 
me  very  much  about  the  ])roject.  First  of  all, 
that  you  are  able  to  conduct  your  ])ractice  in 
a town  like  Wilmington  and  then  in  a matter 
of  36  hours,  you  are  in  a far  portion  of  the 
world  where  there  are  terrific  needs  for  med- 
ical attention.  Now  that  we  have  fast  plane 
transportation,  we  probably  could  go  to  any 
part  of  the  world  and  take  part  in  such 
projects. 
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The  other  is  tlie  terrific  need  i'or  such  in- 
vestigation and  the  need  for  adeiinate  medical 
studies  and  i)ersonnel  in  tliese  backward  areas. 

I'ntil  the  doctor  who  organized  the  trip, 
Dr.  Fritz,  went  to  Alaska  in  the  last  year  or 
so,  there  was  no  eye,  ear,  no.se  and  throat  man 
practicing  in  Alaska  who  was  ([ualified  to 
examine  and  .study  these  conditions  or  to  do 
any  surgery. 
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Committee  on  Fractures  and  Other 
Traumas 

American  College  of  Surgeons 
THE  CARE  OF  HAND  INJURIES 

II 

Kepuirements  of  Early  Definitive 
Treatment 

I The  first-aid  treatment  of  hand  injuries 
is  directed  fundamentally  at  protection. 
It  .should  jirovide  jiroteetion  from  infec- 
tion, from  added  injury,  and  from  future 
disability  and  deformity.  This  jiroteetion 
is  afforded  by  noninterferenee  with  the 
wound,  cleanliness  of  surrounding  areas, 
the  application  of  sterile  protective  dress- 
ings ami  immobilization  in  the  ]>osition 
of  function. 

1 1 The  general  reciuirements  for  proiicr  early 
definitive  care  are: 

A — Thorough  evaluation  of  the  injury. 

1 —  Determination  of  the  time,  jilace, 
causative  agent  and  mechanism  of 
the  injury. 

2 —  Determination  of  the  nature  and 
extent  of  the  first  treatment 
given. 

3 —  Dcl(“rmiiiation  of  infection 
status:  whether  the  wound  is  rel- 
atively clean,  gros.sly  contami- 


nated or  with  infection  establish- 
ed. 

4 —  ( Jeneral  nature  of  the  wound,  i e., 
contusion,  abra.sion,  burn,  inci.sed 
wound,  lacerated  wound,  crush- 
ing wound,  jiuncture  wound, 
tooth  wound,  imbedded  foreign 
body,  fracture,  comiiound  frac- 
ture, amputation  or  combined  in- 
juries. 

5 —  Evaluation  of  .structural  damage. 

a — Degree  and  extent  of  surface 
injury. 

b — Source  of  major  bleeding. 

c — Evidence  of  tendon  or  muscle 
damage  by  te.sting  function 
a (fain  s t re  sis  to  nee. 

d — Evidence  of  nerve  injury 
elicited  by  testing  for  motor 
and  sensortf  functions. 

e — Bone  and  joint  injury  deter- 
mined by  x-ray. 

f — Discovery  and  exact  localiza- 
tion by  x-ray  of  suspected 
ojiaque  foreign  bodies. 

B — Adequate  facilities  and  ecpiiinuent. 

1 —  Each  hospital  or  clinic  should 
have  at  least  one  surgeon  who  is 
thoroughly  familiar  with  the 
anatomy  and  phy.siology  of  the 
hand  and  who  is  jirepared  to  un- 
dertake the  early  treatment  of  its 
major  injuries. 

2 —  Such  treatment  should  be  render- 
ed under  strictly  a.septic  condi- 
tions, ju’eferably  in  an  opei’ating 
room,  with  careful  adherence  to 
ase})tic  technic  in  the  matter  of 
scrubbing,  draping,  masking  and 
the  u.se  of  gloves. 

3 —  An  ade(piate  sup])ly  of  appropri- 
ate in.struments. 

4 —  Sufficient  a.ssistance  to  assure 
good  ex])Osure. 

5 —  (lood  lighting. 
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6 —  Provision  of  a bloodless  field  by 
means  of  pneumatic  tourniquet  or 
blood  pressure  cuff. 

7 —  Complete  anesthesia  for  the  pa- 
tient, preferably  by  general  anes- 
thesia. 

C — Application  of  appropriate  treat- 
ment. 

1 —  Thorough  cleansing  of  a wide 
area  around  the  wound  with  the 
wound  protected.  (Entire  hand 
and  foi'earm).  Shaving,  soap 
and  water  scrub. 

2 —  Thorough  cleansing  of  the  im- 
mediate wound  area,  preferably 
with  soap  and  water  or  a bland 
detergent.  Antiseptics  should  not 
be  used  in  or  on  the  wound. 

3 —  Careful  inspection  of  the  wound 
and  assurance  of  adequate  ex- 
posure, by  additional  incision  if 
n e c e s s a r y,  closely  parallelmg 
natural  creases. 

4 —  Thorough  toilet  of  the  wound,  re- 
moving, under  inspection,  all  for- 
eign matter.  Excision,  by  sharp 
and  careful  dissection,  of  all  com- 
pletely devitalized  or  grossly  soil- 
ed tissue  in  the  wound  surfaces. 
It  is  essential  that  the  greatest 
care  be  exercised  to  spare  all  tis- 
sues that  may  be  viable,  particu- 
larly skin,  tendon,  nerve  and  bone 
fragments. 

5 —  Assurance  of  hemostasis  by  liga- 
tion of  major  injured  vessels. 

6 —  Repair  of  injured  nerves  by  end- 
to-end  union  with  fine  interrupted 
perineural  sutures.  The  uniting 
of  divided  digital  nerves  is  im- 
portant to  future  function. 

7 —  Repair  of  other  soft  ti.s.sue  in- 
juries, where  appropriate,  i.  e., 
in  clean  wounds  of  short  dur- 
ation, in  well-cleaned  contami- 
nated wounds  of  not  over  eight 


hours’  duration,  never  in  wounds 
with  established  infection. 

8 —  Reduction  of  fractures  and  dis- 
locations, and  retention  in  cor- 
rected position  by  traction  or 
splinting  in  the  position  of  func- 
tion (position  of  grasp  with  wrist 
in  dorsifiexion ) . 

9 —  Application  of  protective  dress- 
ing, fingers  separated  by  gauze 
and  hand  immobilized  to  such  ex- 
tent as  may  be  necessary  to  per- 
mit healing,  in  the  position  of 
function  (never  in  the  flat  posi- 
tion ) . 

10 — Administration  of  antibiotics  and 
jirotective  antitoxin  as  indicated. 

D — After-treatment. 

1 —  Elevation  and  rest  of  the  hand. 

2 —  Noninterference  witli  initial 
dressing  for  a sufficient  time  to 
permit  healing,  unless  evidences 
of  suppuration  develop. 

3 —  Restoration  of  skin  coverage  of 
denuded  areas  at  earliest  possible 
time.  Partial  thickness  skin  graft- 
ing is  a simjile  and  valuable 
means  of  ju'omoting  early  lieal- 
ing. 

4 —  Early  restoi’ation  of  function  for 
nonaffected  parts  of  the  hand  by 
directed  active  motion  to  the  full- 
est extent  that  will  not  jeopardize 
healing  of  repaired  structures. 

5 —  Restoration  of  function  in  affect- 
ed parts  of  the  hand  by  directed 
active  motion  as  early  as  is  con- 
si.stent  with  full  healing  and 
preservation  of  the  repair  of  dam- 
aged structures. 

Subsequent  articles  will  deal  with  the  i)ar- 
ticular  treatment  of  special  types  of  injuries. 

Prepared  by  the  American  Society  for  Sur- 
gery of  the  Hand. 
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RETIREMENT 

The  promiiienee  recently  accorded  to  re- 
tirement and  ])ension  plans  in  labor  union 
neiiotiations  with  industry,  accompaided  for 
the  most  i)art  by  simnltaneous  demands  for 
wai>e  increases,  brin»s  ns  inevitably  to  a 
tlu)us>’htfnl  consideration  of  tlie  effect  of  these 
thinii's  upon  the  medical  profession.  For  the 
most  part,  physicians  as  self-em])loyers  must 
provide  for  their  own  needs  out  of  earnings; 
it  is  part  of  the  ])rice  of  independence. 

However,  provision  for  old  age  and  retire- 
ment necessarily  has  to  be  made  over  a long 
])criod  of  time.  During  this  time  interval 
what  ha])pens  to  the  national  economy  is  of 
the  greate.st  importance.  Anyone  who  has 
tried  to  fill  a bathtub  with  the  drain  ini- 
pro])erly  stopped  is  in  a position  to  know  the 
result,  but  few  ai)parently  apply  the  knowl- 
edge thus  gained  to  a consideration  of  their 
future  under  a nationally  unbalanced  budget. 

Deficit  si)ending  is  an  insidious  evil,  be- 
cause it  causes  a slow  and  relatively  unnoticed 
shi'inkage  in  dollar  value.  When  goveiaiment 
boriows  to  meet  current  bills,  its  most  con- 
venient source  of  cash  is  commercial  banks. 
Thc“  fact  that  they  do  not  have  the  money  on 
hand  is  no  trouble  at  all.  The  banks  merely 
ask  Fncle  Sam  for  some  lOU’s  called  bonds, 
and  in  return  they  give  him  a checking  ac- 
count C(iual  to  the  figures  i)rinted  on  fhe 
bonds.  Then  Uncle  Sam  wrifes  checks  fo  pay 
his  bills,  and  everybody  is  happy.  IMore  dol- 
lars are  put  in  circulation,  Inif  the  sup])ly  of 
goods  that  can  be  bought  remains  the  same. 
So,  every  dollai'  in  the  nation  loses  value. 
“ Dollars  of  youi'  .savings  account,  your  salary, 
l)ension,  life  insurance,  and  bonds  slowly 
shrivel.  Dining  AVoiid  War  II,  such  wildcat 
linancing  .shrunk  your  dollars  in  half. 

A little  thought  ahead  will  certainly  raise 
the  (luestion  in  every  doctor's  mind:  What 

will  my  accumulated  dollars  be  worth  when  it 
comes  time  for  me  to  retiie,  if  this  shrinkage 
continues? 

Already  it  has  becomi'  nece.ssary  to  increase 
social  security  benefits  and  welfare  allowances 
to  keep  ])ace  with  rising  costs  and  shrinking 
dollar  values,  and  no  attempt  has  yet  been 
made  to  reduce  the  enormous  imblic  debt. 

1 Release  No.  117.  Committee  for  Constitutional  Govern- 
ment, April,  1950. 


-Medical  .schools  and  hospitals  are  facing  huge 
deficits  unle.ss  they  accept  .subsidy.  Powerful 
labor  union  pressure  is  continuing  for  increas- 
ed wages,  shorter  hours,  pensions,  welfare 
schemes,  in  spite  of  dwindling  foreign  markets 
for  i>aid-for,  not  give-away  goods.  What 
jirice  your  savings?  I low  long  can  we  sjiend 
more  than  we  make  without  disa.ster? 

If  you  ])lan  at  some  time  to  retire  or  even 
to  continue  working,  give  these  things  some 
thought.  Coming  elections  afford  the  opjior- 
tunity  for  every  citizen-taxpayer  to  make  his 
views  known.  Will  you  condone  deficit  s]>end- 
ing  and  mounting  debt  by  your  silence? 

Editorial,  -V.  Y.  St.  .1/.,  July  15,  1950. 


The  health  officer  responsible  for  tubercu- 
losis control  in  his  area  should,  as  an  integral 
])art  of  his  work,  develop  an  understanding 
and  working  relationship  with  the  .social  agen- 
cies in  his  community.  Such  a relationship 
woidd  certainly  benefit  both  agencies.  The 
.social  agency  will  gain  an  insight  into  the 
specialized  medical  and  ])ublie  health  jirob- 
leins  associated  with  tubei'culosis  control  and 
the  health  agency  will  have  an  opportunity 
to  see  the  jiositive  contributions  which  social 
workers  and  social  agencies  can  make  toward 
the  effective  management  of  tuberculosis  pa- 
tient.s.  Robt.  J.  Anderson,  Chief.  ■ — Div. 
Tuberc.  — Pub.  Health  Rep.,  Dec.  2,  1949. 


The  great  physicians  of  all  time  have  under- 
.stood  that  medicine  is  not  a .study  of  di.sease, 
but  a .study  of  man:  an  individual  who  is  a 
member  of  a family  and  who  is  part  of  a com- 
munity   The  imrpo.se  of  mediciire  is 

to  make  available  to  all  the  people,  in  the 
greatest  iio.ssible  degree,  the  achievements  of 
science  as  they  relate  to  the  iiromotion  of 
health  and  to  the  prevention  and  treatment  of 
disease.  W.  (1.  Smillie,  IM.  D.,  New  England 
J.  -Aled.,  January  12,  1950. 

Health  education  and  .sanatorium  treatment 
are  our  two  greatest  weapons  in  fighting  tuber- 
culosis. We  must  remember  that  each  jiatient 
with  active  tuberculosis  presents  a medical 
problem,  a social  and  welfare  problem,  an 
economic  problem  and.  let  us  never  forget,  a 
public  health  problem.  R.  1).  Thompson,  Al. 
1).,  Bull.  Xat.  Tuber.  A.,  Jan.,  1950. 
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Florida’s  Pepper  Gets  Salted  Down 

The  following  excerpts  from  John  L.  Lewis’ 
magazine  are  quite  revealing  and  indicative ; 

On  the  medical  (piestion,  labor  had  better 
begin  to  think,  because  if  resentment  of  the 
voters  to  National  medicine  in  one-third  of 
the  States  proves  as  beneficial  to  reactionary 
candidates  as  in  the  case  of  Smathers,  the 
problem  of  repealing  the  Taft-IIartley  Law — 
so  long  as  both  are  linked  in  the  Truman  pro- 
gram— will  be  three  times  as  difficult. 

Kegardless  of  how  lightly  President  Tru- 
man may  seek  to  brush  off  the  Pepper  defeat, 
the  fact  remains  that  the  over-all  resentment 
against  Pepper  crystallized  as  a result  of 
Pejiper’s  all-out  support  of  the  Truman  jiro- 
gram. 

Pepper  had  to  bear  the  brunt  of  all  the 
fault-finding  levelled  af  the  Brannan  Plan, 
foreign  aid,  give-away  money,  point  four,  low- 
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ering  of  tariffs.  Government  extravagance, 
“Commie”  influence  in  Government,  Kamsas 
City  Graft,  FEPC,  Repeal  of  the  Taft-Hartley 
Law  and,  of  course.  National  medicine. 

The  heretofore  unorganized  vote,  as  a result 
of  the  Truman  Medical  Plan,  the  FEPC,  the 
raging  “Commie”  publicity  and  bitterly  con- 
tested Brannan  Plan,  was  activated  into  re- 
sentful political  action  as  never  before  ■ — I'e- 
sulting  in  a record  vote. 

In  44  years  of  covering  political  campaigns 
in  the  Nation  and  in  many  States,  your  editor 
has  never  witnessed  .such  effective  and  ])ro- 
diictive  (piiet  solicitation  of  votes  as  demon- 
strated by  Florida  doctors,  druggists,  dentists, 
hospital  staffs,  insurance  companies  and  phar- 
maceutical representatives,  aideil  and  abetted 
by  other  professional  men. 

Funds  were  quietly  raised.  Golf  matches, 
poker  games,  liridge  parties  and  every  form 
of  contact  which  could  be  conceived  and  ar- 
ranged were  executed  by  the  medical,  drug 
and  hospital  fraternity  to  convince  the  people 
that  epidemics  would  be  the  order  of  the  day, 
plus  bankruptcy,  in  the  event  the  proposed 
Truman  Medical  Plan  — which  Pepper  was 
supiiorting  — was  enacted  into  law. 

Generally  speaking,  the  people  in  the  East, 
North  and  West  look  upon  Florida  as  a State 
of  aged  jiensioners  in  need  of  medical  atten- 
tion that  they  cannot  afford.  This  is  only 
partially  true  as  affecting  the  aged.  But  they 
do  not  constitute  an  appreciable  percentage  of 
the  voters. 

Pepper  was  up  against  an  unreasoning  wall 
of  voters  on  this  question  and  the  more  he 
said  in  support  of  National  medical  aid  the 
more  votes  he  lost. 

Pinellas  County  (St.  Petersburg)  is  the 
capital  of  Florida’s  retired  iiensioners,  yet 
Smathers  carried  Pinellas  County  18,244  to 
15,906  for  Pepper. 

In  contrast  to  the  Pinellas  County  vote, 
live-wii'e,  hor.se-an-dog-racing,  night  - club 
Dade  County  (Miami,  Smathers'  home)  — 
which  Smathers  said  he  could  carry  easily  by 
30,000  majority  — was  lost  by  Smathers,  the 
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vote  being ; Pepi)er  ()(J,803,  Smathers,  05,880, 
according  to  unofficial  returns. 

The  labor  vote  showeil  up  in  Dade  County, 
while  the  labor  forces  were  soundly  routed  in 
Duval  County  (.Jacksonville,  Florida’s  oidy 
industrial  city)  — which  was  the  fountain- 
head of  money  distribution  to  finance  the 
Smathers  campaign  — the  vote  being:  Smath- 
ers 4’2,412,  Pc])per  32,822. 

Just  how  much  money  was  si>ent  in  Smath- 
ers' behalf  will  never  be  known,  bnt  Florida 
cani])aigns  in  recent  years  have  i>roven  to  be 
an  orgy  of  s])ending. 

Although  the  State  population  does  not  ex- 
ceed 2, 500, 000,  belated  reports  and  confes- 
sions show  that  a total  of  more  than  $550,000 
was  spent  in  behalf  of  the  successful  (iuber- 
natorial  candidate  in  1948  — and,  in  addition, 
a greater  total  was  s])ent  in  behalf  of  the  can- 
didates in  opposition. 

The  Smathers-Pepi)er  cami)aign  was  of 
longer  duration  than  the.  Gubernatorial  con- 
te.st  and  the  Smathers  newspaper  and  i-adio 
advertising  far  exceeded  that  of  the  campaign 
for  governor — all  of  which  might  furnish  a 
clue  of  how  the  money  bags  were  loo.sened  up 
in  behalf  of  Smathers.  The  result  would  be 
(piite  interesting  and  enlightening  if  some 
political  wi'iter  with  a Hare  for  .stati.stics  would 
comi)Ute  the  advertising  expenditures  of  the 
Smathers-Pepi)er  campaigns. 

As  an  aftermath  of  the  campaign,  leaders 
of  the  (’TO  and  the  AFL  are  busy  villifying 
each  other  in  a name-calling  contest  in  which 
each  side  charges  the  other  with  failure  to 
])ropei‘ly  su])])ort  Pei>per.  The  I'ailroaders 
seem  to  be  taking  the  result  with  comi)lacency. 

Aftei-  all  is  said  and  done,  a siTiiple  analysis 
j)roves  that  the  Trnrnan  program  — i)lus  ])a.st 
association  with  “Gommie”  leaders  ■ — defeat- 
ed Pei)])er. 

Fditorial,  United  Mine  Workers  Journal, 
.May  15,  1950. 

We  are  extremely  j)leased  to  note  that  such 
an  exj)erienced  j)olitical  observer  as  the 
editor  of  the  U.  M.  IP.  Journal  credits  the 
l>hysicians  and  other  professional  interests 
with  a major  part  in  this  campaign.  What 
Florida  can  do,  Delaware  can  do,  especially 
now  that  .Mi'.  Truman  has  taken  another  wal- 
loi)ing  whack  in  the  249-17  defeat  of  his  Re- 


organization Plan  No.  27,  to  sneak  medicine 
into  his  three-ring  circus,  with  Oscar  Ewing 
as  the  ringmaster.  When  will  he  begin  to 
catch  on  ? 


Speak  Now  . . . 

Or  else  hereafter,  forever,  hold  your  pence. 

In  every  human  undertaking,  there  comes 
a time  for  action,  a time  for  decision.  You 
can  de.scribe  it  in  the  language  of  the  marriage 
.service,  or — if  you  prefer — of  the  poker  table, 
“I’ut  up  or  shut  up.” 

No  matter  how  you  ])hrase  it,  the  alternative 
of  such  a time  cannot  be  denied. 

This  year  is  a time  of  decision  that  requires 
l>ositive  action  on  the  part  of  the  medical 
l)rofe,ssion.  If  this  action  is  not  forthcoming, 
doctors  cannot  reasonably  complain  of  the 
con.seipumces. 

This  is  a year  in  which  the  American  people 
elect  tienators  and  Conyressmen  to  represent 
them  in  Washington.  Under  our  .system  of 
Government,  it's  up  to  every  citizen  to  work 
for  the  succe.ss  of  candidates  in  whose  views 
he  believes.  Duly  through  active  effort  can 
we  have  good  government. 

This  responsibility  is  now  scjuarely  before 
all  doctors.  If  they  are  to  be  well  reiiresented 
they  must  work,  and  they  must  start  now. 
Doctors,  their  families,  their  friends,  all  they 
can  influence  must  be  registered.  On  election 
day — in  jirimary  balloting  and  in  November 
— it’s  up  to  the  doctors  to  help  turn  out  the 
vote — the  vote  for  their  candidates. 

There  is  only  one  way  to  preserve  American 
freedom — medical  freedom — under  our  demo- 
cratic ])rocess.  That  way  is  the  voting  way 
. . . the  electioneering  way.  It’s  the  best  way 
ever  devised,  but  it  poses  resjionsibilities. 

They  are  responsibilities  no  doctor  can  af- 
ford to  sidestep. 

They  are  responsibilities  that  need  meeting 
. . . now  . . . today. 


Help  Wanted 

Several  towns  in  Delaware  are  still  in  need 
of  additional  ])hysicians,  notably  ('leorgetown, 
IMilton,  Frederica,  Felton  and  Selbyville.  In 
addition  we  are  advised  that  Dover  needs 
two  more  general  i>ractitioners  and  two  men 
who  would  be  willing  to  devote  their  work 
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to  obstetrics  exclusively,  as  well  as  an  EENT 
specialist.  Georgetown  is  reiiorted  to  have 
subscribed  $70,000  to  build  a clinic,  if  the 
medical  personnel  were  available. 

This  office  will  be  glad  to  supply  what  in- 
formation it  has  and  to  help  establish  contact 
between  ijrosiiective  plyysicians  and  these 
communities  whenever  called  upon. 


Thank  You,  Doctor 

The  Medical  Society  of  Delaware  owes  its 
thanks  to  Dr.  John  H.  Foulger,  Director  of 
the  Haskell  Laboratory  of  Industrial  Toxi- 
cology who  represented  our  Society  at  the  de- 
cennial meeting  of  the  United  States  Phar- 
macopceial  Convention,  which  was  held  in 
Washington,  D.  C.  on  May  9 and  10  of  this 
year.  Appointed  by  President  Scull,  Dr.  Foul- 
ger attended  every  session  of  the  convention, 
and  will  submit  a brief  report  of  this  to  the 
House  of  Delegates  next  October.  This  is  the 
first  time  that  Delaware  has  been  represented 
ut  the  U.S.P.  Convention,  .so  far  as  we  know, 
in  twenty  years. 


Read  This,  Too 

Doctor,  when  you  peruse  the  advertising 
jiages  in  our  Journal,  remember  this:  all  ads 
.are  carefully  screened — the  items,  services, 
and  messages  presented  are  committee-accept- 
ed. Our  standards  are  of  the  highest.  The 
advertisers  like  our  Journal — that’s  why  they 
selected  it  for  use  in  their  promotional  pro- 
gram. They  seek  your  patronage  and  your 
response  encourages  continued  use  of  our  inib- 
lication.  In  turn,  the  advertisers’  pati'onage 
helps  us  to  iiroduce  a Journal  that  is  worth- 
while. When  you  send  inquiries,  tell  them 
that  you  read  their  advertisement  in  the  Del- 
mvave  State  Medical  Jounuil. 


The  most  important  factor  in  the  develop- 
ment of  the  infant  mortality  rate  is  the  stand- 
4ird  of  nutrition  of  the  people  and  the  most 
important  factor  in  the  tuberculosis  rate  is 
the  standard  of  overcrowding.  S.  Left,  Med. 
Officer,  Feb.  4,  1950  — Quoted  in  Am.  J.  Pub. 
Health — April,  1950. 


Excerpts  From  AMA  Address 

In  a hard-hitting  inaugural  address  at  San 
Francisco  on  June  27th,  Dr.  Elmer  Ij.  Hen- 
derson of  Louisville,  Kentucky,  new  pre.sident 
of  the  AMA,  charged  that  “the  administra- 
tive arm  of  our  government  has  failed  us  in 
this  generation.” 

The  fighting  doctor  from  Kentucky  flatly 
accused  “little  men  with  a lust  tor  power” 
in  the  executive  branch  of  the  government  of 
seeking  to  make  America  “a  Socialist  State 
in  the  pathetic  patteni  of  the  socially  and 
economically-bankrupt  nations  of  Europe.” 

The  Administration  in  Washington,  assert- 
ed Dr.  Henderson,  is  “sick  with  intellectual 
dishonesty,  with  avarice,  with  moral  laxity, 
and  with  reckless  excesses.”  That  condition 
nuLst  be  changed  “if  we  are  to  survive  as  a 
strong,  free  people’’  — and  he  called  upon  all 
of  the  American  people  to  share  the  responsi- 
bility and  to  uphold  the  nation's  ideals  of  free- 
dom. 

“Tonight  I call  upon  every  doctor  in  the 
United  States,  no  matter  how  heavy  the  bur- 
dens of  his  practice  may  be,  to  dedicate  him- 
self, not  only  to  the  protection  of  the  people’s 
l)hysical  health,  but  also  to  the  protection  of 
our  American  way  of  life,  which  is  the  foun- 
dation of  our  economic  health  and  our  po- 
litical freedom.” 

“American  medicine  has  become  the  blazing 
focal  point  in  a fundamental  struggle  which 
may  determine  whether  America  remains  free, 
or  whether  we  are  to  become  a Socialist  State, 
under  the  yoke  of  a government  bureaucracy 
dominated  by  selfish,  cynical  men  who  believe 
the  American  people  are  no  longer  competent 
to  care  for  themselves. 

“These  men  of  little  faith  in  the  American 
peojile  ])ropo,se  to  jilace  all  our  people,  doctoi's 
and  ])atients  alike,  under  a .shabby,  govern- 
ment-dictated medical  system  which  they  call 
compulsory  health  insurance.  But  it  is  not 
just  socialized  medicine  which  they  seek.  Their 
real  objective  is  to  gain  control  over  all  fields 
of  human  endeavor  — and  to  .strij)  the  Ameri- 
can people  of  self-determination  and  self- 
government. 

“There  is  only  one  e.ssential  difference  be- 
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tween  Soeiiilisin  and  Coinnutnism.  Under  State 
Soeialisin  luunan  lil)erty  and  lininan  dignity 
die  a little  more  slowly,  Init  they  die  just  as 
surely  ! ' ' 

Then  Dr.  Henderson,  deelarin>>’ that  “Amer- 
iean  niedieine  has  led  the  worhl  in  medical  ad- 
vances, and  has  helped  to  make  this  the  liealth- 
iest,  strongest  Nation  on  the  face  of  the  globe,’’ 
hla.sted  the  critics  of  medicine  with  this  sig- 
nificant statement : 

‘‘It  is  not  American  medicine  which  has 
failed  to  measure  ui>  to  its  ohligations. 

“It  is  not  American  husine.ss  nor  American 
agriculture  which  has  failed  — nor  the  fine, 
loyal  working  peoi)le  of  America  who  have 
failed. 

“It  is  the  administrative  arm  o!'  our  (iov- 
ernment  in  Washington  which  has  failed  us 
in  this  generation  !” 

Stressing  the  fact  that  many  already  recog- 
nize the  tlangerous  trend  toward  concentra- 
tion of  ])ower  in  Washington,  Dr.  Henderson 
declared  ; 

“If  it  were  not  for  the  leadersh.ip  of  the 
American  ]>ress,  in  defending  our  funda- 
mental liberties,  American  medicine,  even 
now,  might  be  .socialized  — and  under  the 
heel  of  i>olitical  dictation. 

“The  newspa])ers  of  America,  with  few  ex- 
ceptions, have  taken  a strong  stand,  not  only 
against  socialized  medicine,  but  against  all 
foi'ins  of  State  Socialism  in  this  country,  and 
the  doctors  of  America  are  ]>roud  to  take  their 
stand  beside  the  fighting  editors  of  .Vnieriea 
in  the  battle  to  .save  our  freedom  and  the  sys- 
tem of  individual  initiative  which  maintains 
it." 

Reviewing  the  gi'eat  achievements  of  Amer- 
ican medicine  at  the  half-way  mark  of  the  20th 
Century  — with  19  years  added  to  the  life 
span  during  the  past  five  decades,  with  many 
dreaded  disea.ses  comiuei'ed,  which  were  lead- 
ing killers  at  the  turn  of  the  century,  and 
with  the  maternal  death  rate  in  this  country 
now  lower  than  in  any  other  nation  — the 
A.M.A.  ])resident  commented : 

‘‘The  stoiy  of  never-ending  medical  ])ro- 
gi'css  in  this  country  is  not  just  a story  of  so- 
called  mij’acle  drugs  and  miracle  discovei'ies. 
The  real  mii-acle  of  American  medical  i)ro- 


gress  is  the  miracle  of  America  itself  — the 
motivating  })ower  of  the  American  spirit,  of 
free  men,  unshackled,  with  freedom  to  think, 
to  create,  to  cross  new  frontiers. 

“This  is  the  s})irit,  and  the.se  are  the  very 
methods,  which  government-domination  of 
medical  j)ractice  would  destroy.” 

Declaring  that  the  nation's  medical  care 
problems  can  be  resolved  ‘‘without  comi)ulsory 
])ayi‘oll  taxes  and  without  ])olitical  pressure,’’ 
Dr.  Henderson  ])oinfed  out  that  ai)proximate- 
ly  half  the  i)opulation  of  the  country  ah’eady 
has  enrolled  in  voluntary  health  insurance 
plans  “to  take  the  economic  .shock  out  of  ill- 
ness. 

“Within  the  next  three  years,  in  the  oi>in- 
ion  of  leading  medical  economists,  90  million 
per.sons  will  he  enrolled  in  the  voluntary  pre- 
})aid  medical  plans  — and  when  that  number 
has  been  reached,  the  i)roblem  will  have  been 
largely  resolved." 

Dr.  Henderson  concluded  his  address  by 
thaid^ing  the  American  people  for  coming  to 
medicine’s  defense  when  it  was  brought  under 
attack  — and  reported  that  more  than  10,000 
national,  state  and  local  organizations,  with 
many  millions  of  members,  have  taken  posi- 
tive action  again.st  comi)ulsory  health  insur- 
ance. 


The  hospital  is  a key  location  in  which  to 
conduct  a case  tindiug  i)rogram.  iUany  of  the 
related  factors  of  tuberculosis  control  such  as 
nutrition,  economic  di.stre.ss  and  social  mal- 
adjustment are  receiving  constant  study  and 
attention,  but  the  basic  solution  remains  one 
of  action  in  ma.ss  case  finding,  diagnosis  and 
treatment.  The  Importance  of  the  Hospital 
as  a Tuberc.  Case  Finding  Center  — Hospital 
Council  of  (Ireater  New  York  and  New  York 
Tuberc.  & Health  A.— 1950. 


Due  of  the  most  ])ersistently  di.scouraging 
facts  about  cancer  of  the  lung,  is  the  long  in- 
terval of  ten  months  that  elaixses,  on  the  aver- 
age. between  the  patient's  tir.st  visit  to  the 
doctor  and  the  time  when  the  diagnosis  is  made. 
Overholt,  R.  11.,  and  .Schmidt,  1.  C.,  New  Eng- 
land J.  :\led.,  Nov.,  1949. 
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OBITUARY 

Samuel  C.  Rumford,  M.  D. 

Dr.  Samuel  Canby  Rumford,  73,  retired 
physician  and  member  of  two  of  Delaware’s 
best  known  families,  died  on  June  29,  1950 
at  his  home  in  Wilmington  after  a long  illness. 

One  of  the  most  prominent  physicians  in 
Wilmington  for  many  years.  Dr.  Rmnford  was 
born  July  23,  1876,  at  1101  IMarket  Street, 
long  known  as  the  old  Canby  Home,  now  the 
site  of  the  Brown  Vocational  School.  He  was 
a son  of  Charles  Grubb  and  Elizabeth  Canby 
Rumford. 

After  attending  Friends  School  here.  Dr. 
Rumford  attended  the  Penn  Charter  School 
in  Philadelphia,  and  was  graduated  from  the 
Fniversity  of  Pennsylvania  in  1899,  and  from 
the  ]\Iedical  School  of  the  University  of  Penn- 
sylvania in  1902. 

After  serving  his  interneship  at  St.  Agnes 
Hospital  in  Philadelphia,  Dr.  Rumford  open- 
ed practice  at  1103  Market  Street,  and  con- 
tinued practice  in  medicine  and  surgery  until 
he  retired  about  10  years  ago. 

For  15  years  before  retiring  Dr.  Rumford 
served  as  medical  director  of  the  Coutinental 
Life  Insurance  Company  of  AVilmington.  He 
served  for  many  years  on  the  staff  of  the 
Delaware  Hospital. 

Dr.  Rumford  was  a former  member  of  the 
Medical  Society  of  Delaware  and  of  the  New 
Castle  County  Medical  Society.  He  was  also 
a member  of  the  Society  of  the  Fine  Arts  and 
of  the  Society  of  Natural  History  of  Delaware, 
and  was  interested  in  the  Society  of  Friends. 

Surviving  Dr.  Rumford  are  his  wife,  Mrs. 
Beatrix  Tyson  Rumford ; a son,  Lewis  Rum- 
ford II  of  Baltimore ; a brother*,  Lewis  Rum- 
ford  of  Wilmington,  and  foirr  grandchildrerr, 
Beatrix  Tyson  Rumford,  Ellen  Ellsworth 
Rirmford,  Elizabeth  Clymer  Rumford,  and 
Lewis  Rumford  III  all  of  Baltimore. 

The  firneral  took  place  from  the  home  on 
Jidy  1st,  with  interment  private. 


BOOK  REVIEWS 

A Textbook  of  Surgery  by  American  Auth- 
ors. Edited  by  Frederick  Christopher,  M.  D.,  of 
Surgery,  Northwestern  University  Medical 
School.  Pp.  1550,  with  1465  illustrations  of  742 
figures.  Cloth  price,  ,$1,3.00.  Philadelphia;  W. 

B.  Saunders  Company.  1949. 

We  welcome  the  new  fifth  edition  of  Chris- 
topher’s well  known  and  favorably  received 
book.  This  edition  contains  a complete  revi- 
sion of  the  previous  text,  written  by  198 
American  authorities  with  Dr.  Christopher  as 
editor  and  co-ordinator.  The  book  represents 
practically  all  phases  of  American  surgery,  in- 
cluding orthopedics,  urology  and  gynecology. 

This  is  one  of  the  best  one-volume  texts  in 
this  country,  and  we  recommend  it  highly. 

Harofe  Haivri 

The  appearance  of  Volume  1,  1950  of  the 
Hebrew  Medical  Journal  (Harofe  Haivri), 
inaugurates  the  23rd  year  of  its  publication 
under  the  editor.ship  of  Moses  Einhorn,  M.D. 

Written  in  Hebrew,  with  English  sum- 
maries, the  Journal  contributes  to  the  develop- 
ment of  Hebrew  medical  literatux'e,  and  the 
newly  established  Hebrew  Uiuversity-Hadas- 
,sah  Medical  School. 

The  current  number  contains  a symposium 
on  various  phases  of  disease  and  health  in 
Israel.  Among  the  articles  of  interest  are 
“ ()rtho])edic  Problems  in  Lsrael”  by  I.  Pul- 
vermacher,  M.D. ; “Fighting  Deafness  in 
Israel”  by  Ahron  Schwarzbart,  M.D.;  and 
“ Kui)at  Holira — The  Labor  Health  Service  in 
Israel”  by  Mo.she  Rabinowitz,  director  of 
Kupat  Holim  in  Tel  Aviv. 

In  the  section  on  Bible  and  Medicine,  Dr. 
C.  Genazzani  presents  a unique  essay  on 
“Pathological  Symptoms  Caused  by  the 
Famine  During  the  Siege  of  Jerusalem  by 
Nebuchadnezzar,  King  of  Babylon.  ” In  the 
section  on  Old  Hebrew  Medical  Mamiscripts, 
Dr.  Zussmann  Muntner  of  Jerusalem  presents 
a historical  article  on  ‘ ‘ Ascites — A 10th  Cen- 
tury Manuscri])t”  by  Yizehak  Ben  Shlomo 
Ha-Yisraeli.  Under  the  heading  of  Personalia 
are  ])resented  biographical  sketches  on  the  life 
and  works  of  Professor  Hermann  Strauss  and 
of  Dr.  Howard  Lilienthal,  noted  American 
surgeon. 

For  more  information  write  to  the  Hebrew 
Medical  Journal,  983  Park  Avenue,  New  York 
28,  N.  V. 


1789 — MEDICAL  SOCIETY  OF  DELAWARE — 1950 

OFFICERS 

Presidkxt,  Carl  B.  Scull,  Jr.,  Dover 

Presidext-elect.  Charles  E.  Wagner,  Wilmington  Secretary,  Andrew  M.  Gehret,  Wilmington 

Vice-Presidext,  Lawrence  L.  Fitchett,  Jlilford  Treasurer,  Joseph  11.  llessick,  Wilmington 

Executive  Secretary,  W.  Edwin  Bird,  II.  D.,  822  N.  American  Bldg.,  Wilmington 
A.mericax  Medical  Associatiox  (1951)  Deleg.ate:  James  Beebe,  Lewes  Alterxate:  C.  E.  Wagner,  Wilmington 

Kepresextative  to  Del.aw.xre  Ac.ademy  of  Medicixe.  W 0.  Lallotte,  Wilmington 


STANDING  COMMITTEES 
SciEXTiFic  W ork 

F.  R.  Everett.  Dover 
O.  A.  James.  Milford 

A.  M.  Gehret,  Wilmington 

Medic.al  Education 

L.  B.  Flinn,  Wilmington 

W.  O.  Lallotte,  Jr.,  Wilmington 
Stanley  Worden,  Dover 

Publication' 

W.  E.  Bird.  Wilmington 

M.  A.  Tarumianz,  Farnhurst 

A.  11.  Gehret,  Wilmington 

Public  Laws 
J.  S.  McDaniel,  Dover 
,1.  W.  Lynch,  Seaford 

E.  R.  Mayerberg,  Wilmington 
J.  D.  Niles,  New  Castle 

V.  D.  Washburn,  Wilmington 

Budget 

J.  11.  llessick,  Wilmington 
II.  A.  Tarumianz,  Farnhurst 

D.  D.  Burch,  Wilmington 
W'.  T.  Chipman,  Harrington 
J.  R.  Elliott,  Laurel 

SPECIAL  COMMITTEES 
Advisory,  W'o.max's  Auxiliary 
J.  M.  llessick,  W'ilmington 
Roger  Murray,  W'ilmington 
Charles  Levy,  Wilmington 
J.  J.  Lazzeri,  Smyrna 
■J.  R.  Elliott,  Laurel 

C.AXCER 

D.  M.  Gay,  Wilmington 

W.  W'.  Lattomus,  Wilmington 
J.  W.  Hooker,  WTlmington 

J.  F.  Hynes,  Wilmington 

E.  G.  Laird,  Wilmington 

C.  J.  Prickett,  Smyrna 

R.  R.  Layton,  Dover 
James  Beebe,  Lewes 
Bruce  Barnes,  Seaford 

Tuberculosis 
L.  D.  Phillips,  Marshallton 

G.  A.  Beatty,  WTlmington 
L.  B.  Flinn,  Wilmington 
L.  C.  McGee,  Wilmington 
J.  M.  llessick,  Wilmington 
C.  J.  Prickett,  Smyrna 
Stanley  Worden.  Dover 
WTIliam  Marshall,  Jr.,  Milford 
C.  11.  Moyer,  Laurel 


SPECIAL  COMMITTEES 

II.ATERN'AL  AXD  IXF.AXT  IIORT.ALITY 

A.  H.  WTlliams,  Laurel 

C.  T.  Lawrence,  Jr.,  W'ilmington 

C.  L.  Hudiburg,  Wilmington 

S.  W.  Rennie,  Wilmington 

R.  O.  Y.  Warren,  Wilmington 

B.  F.  Burton,  Dover 

llEXTAL  Health 

G.  W.  K.  Forrest,  Wilmington 
J.  S.  McDaniel,  Jr.,  Dover 

0.  V.  Janies,  Milford 

Industrial  Health 

G.  H.  Gehrmann,  Wilmington 
L.  C.  McGee,  Wilmington 

H.  L.  Springer,  Wilmington 
E.  H.  Mercer,  Dover 

H.  V’P  Wilson,  Dover 

D.  L.  Bice,  Seaford 

A.  C.  Smoot,  Georgetown 

Vocational  Rehabilitation 
James  Beebe,  Lewes 
G.  A.  Beatty,  Wilmington 

T.  M.  Flinn,  Wilmington 
T.  B.  Strange,  Wilmington 
W.  C.  Pritchard,  Smyrna 

Heart  Disease 

E.  R.  Miller,  Wilmington 
A.  H.  Clagett,  Jr.,  Wilmington 

E.  11.  Krieger,  Wilmington 

F.  R.  Everett,  Dover 
R.  L.  Klingel,  Lewes 

Diabetes 

L.  B.  Flinn,  Wilmington 
J.  R.  Durham,  Jr.,  Wilmington 
Charles  Levy,  Wilmington. 

J.  R.  Caldwell,  Dover 
L.  L.  Fitchett,  Milford 

Arthritis 

A.  R.  Shands,  Wilmington 

1.  M.  Flinn,  Wilmington 
A.  J.  Heather,  Wilmington 

C.  C.  Fooks,  Milford 
O.  A.  James,  Milford 

Health  & Sanitation 
E.  R.  Mayerberg,  Wilmington 

V.  I).  Washburn,  Wilmington 

G.  A.  Beatty,  Wilmington 

W.  T.  Chipman,  Harrington 

H.  V.  P.  Wilson,  Dover 
E.  L.  Stambaugh,  Lewes 
Bruce  Barnes,  Seaford 

WOMAN’S  AUXILIARY 
J.  Leland  I’ox,  President, 

Mrs. 

Mrs. 


SPECIAL  COMMITTEES 

Medical  Service  and 
Public  Relations 
( E.  R.  Mayerberg,  Wilmington 
t L.  C.  McGee,  Wilmington 

B.  M.  Allen,  Wilmington 
W.  O.  Lallatte,  Wilmington 

C.  L.  Munson,  Wilmington 

J.  S.  McDaniel,  Dover 

H.  V.  P.  Wilson,  Dover 
J.  W.  Lynch,  Seaford 

0.  A.  James,  Milford 

Rural  Medical  Service 
J.  R.  Downes,  Newark 
C.  R.  Donoho,  Newark 
J.  D.  Niles,  Middletown 
C.  J.  Prickett,  Smyrna 
H.  W.  Smith,  Harrington 
Bruce  Barnes,  Seaford 
H.  S.  Riggin,  Seaford 

C.VRE  OF  Colored  People 
S.  G.  Elbert,  Jr.,  Wilmington 
Conwell  Banton,  Wilmington 
Sidney  Stat,  Wilmington 
Catherine  Gray,  Bridgeville 

H.  G.  Neese,  W’yoming 
National  Emergency  Medical 

Service 

V.  D.  Washburn,  Wilmington 
J.  R.  Beck,  Wilmington 

C.  L.  Munson,  Wilmington 

W.  F.  Preston,  Wilmington 
S.  H.  Stradley,  Wilmington 

Medical  Economics 
Stanley  Worden,  Dover 

F.  A.  Bowdle,  Wilmington 
J.  W.  Lynch,  Seaford 

Hospitals  and  Practice 
OF  Medicine 
C.  E.  Wagner,  Wilmington 

G.  A.  Beatty,  Wilmington 
L.  B.  Flinn,  Wilmington 

J.  W.  Howard.  Wilmington 
\V.  0.  LaMotte,  Wilmington 
J.  S.  McDaniel,  Dover 
J.  B.  Waples,  (Georgetown 

Grievance  Bo.ard 

1.  L.  Chipman,  Wilmington 
G.  W.  K.  Forrest,  Wilmington 

J.  D.  Niles,  Middletown 

I.  J.  Mac  Collum,  Wyoming 
James  Beebe,  Lewes 

Social  Hygiene 
A.  D.  King,  Wilmington 
R.  J.  Comegys,  Clayton 
G.  W.  Van  Valkenburgh,  Georgetown 


Laurel 


Mrs. 

Mrs.  j.  M.  Messick,  President-elect,  Wilmington 
Mrs.  a.  M.  Gehret.  Recording  Secretary,  Wilmington 


Seaford 

C.  M.  Moyer,  Corresponding  Secretary, 
S.  W.  Rennie,  Treasurer,  Wilmington 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

Meets  Third  Tuesday 
R.  0.  Y.  Warren,  President 

V.  D.  Washburn,  President-elect 
J.  A.  Giles,  Vice-President 

J.  R.  Durham,  Secretary 
C.  M.  Bancroft,  Treasurer 

Councilors  (1952)  ; L.  C.  McGee,  J. 
C.  Pierson,  H.  T.  McGuire. 

Delegates  (1950)  : C.  W.  Bancroft, 

N.  L.  Cannon,  I.  L.  Chipman,  J.  A. 
Giles,  A.  L.  Heck,  J.  W.  Hooker,  C.  T. 
Lawrence,  Charles  Levy,  C.  L.  Munson, 
M.  B.  Pennington,  J.  C.  Pierson,  S.  H. 
Stradley. 

Alternates  (1950):  J.  W.  Barnhart, 

W.  W.  Briggs,  T.  J.  Bulger,  C.  R. 
Donoho,  S.  G.  Elbert,  Jr.,  F.  A.  Jones, 
W.  0.  LaMotte,  Jr.,  W.  H.  Lee,  J.  W. 
Maroney,  F.  P.  Rovitti,  Alex  Smith, 

H.  P.  Sortman. 

Delegates  (1951):  E.  M.  Bohan,  Ira 
Burns,  A.  D.  King,  E.  G.  Laird,  W.  O. 
LaMotte,  .Sr.,  C.  E.  Maroney,  E.  R. 
ilayerberg,  E.  S.  Parvis,  W.  M.  Pier- 
son, O.  N.  Stern,  M.  A.  Tarumianz,  C. 
E.  Wagner,  K.  O.  Y.  Warren. 

Alternates  (1951)  : S.  W.  Bartoshesky, 

J.  R.  Beck,  A.  J.  Fleming,  Mildred 
Forman,  I).  .7.  King,  A.  G.  Lessey, 
W.  L.  McLane,  R.  D.  Sanders.  P.  A. 
Shaw,  H.  H.  Stroud,  H.  A.  Tarrant, 
R.  B.  Thomas. 

MEDICAL  COUNCIL  OF  DELAWARE 
Hon.  Charles  S.  Richards,  President; 
Joseph  S.  McDaniel,  M.  D.,  Secretary; 
Wallace  M.  Johnson. 

BOARD  OF  MEDICAL  EXAMINERS 
J.  S.  McDaniel.  President-Secretary; 
Wm.  Marshall,  Assistant  Secretary;  W. 
E.  Bird,  J.  E.  Marvil,  L.  J.  Jones. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  First  Wednesday 

H.  V.  P.  WTlson,  President,  Dover. 
W.  C.  Pritchard,  Vice-President, 

Smyrna. 

R.  R.  L.vyton,  Secretary-Treasurer, 
Dover. 

Councilors:  William  Marshall,  Mil- 

ford : Stanley  Worden,  Dover. 

Delegates:  I.  J.  MacCollum,  Wy- 

oming, and  H.  V.  P.  Wilson,  Dover. 

Alternates:  J.  S.  McDaniel,  Dover, 

and  H.  W.  Smith,  Harrington. 

DELAWARE  ACADEMY  OF 
MEDICINE 

Open  10  A.M.  to  5 P.M. 

B.  M.  Allen,  M.D.,  President. 

W.  M.  Pierson,  M.D.  First  Vice-Presi- 
dent. 

R.  R.  WiER,  D.D.S.,  Second  Vice- 
President. 

A.  M.  Gehret,  M.D.,  Secretary. 

I.  M.  Flinn,  M.D.,  Treasurer. 

E.  C.  SvRovATKA.  LL.l)..  fAbrarian. 

DELAWARE  PHARMACEUTICAL 
SOCIETY 

Walter  A.  Schueler,  President,  Wil- 
mington. 

Harry  C.  Helm,  First  Vice-President, 
Dover. 

Earl  Hastings,  Second  Vice-President, 
Selbj'ville. 

Walter  E.  Brown,  Third  Vice-Presi- 
dent, Holly  Oak. 

J.  Wallace  W.vtson,  Secretary,  Edge 
Moor. 

Albert  Dougherty,  Treasurer.  Wil- 
mington. 


SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Second  Thursday 

J.  E.  Marvil,  President,  Laurel. 

L.  L.  Fitchett,  Vice-President,  Milford. 
T.  J.  Tobin,  Secretary-Treasurer, 

Milton. 

Councilors:  J.  W.  Lynch,  Seaford; 
A.  C.  Smoot,  Georgetown. 

Delegates:  Bruce  Barnes,  Seaford; 

D.  L.  Bice,  Seaford:  C.  M.  Moyer, 
Laurel : G.  M.  Van  Valkenburgh, 
Georgetown. 

Alternates:  W.  G.  Hume,  Selhyville; 

R.  L.  Klingel,  Rehoboth : A.  C.  Smoot, 
Georgetown ; E.  L.  Stambaugh,  Lewes. 

DELAWARE  STATE  DENTAL 
SOCIETY 

Clyde  Cox,  President,  Newark. 
Joseph  Mack,  1st  F.  P.,  Seaford. 

J.  F.  Maguire.  2nd  V.  P.,  Wilmington. 
Lewis  Kreshtool,  Secretary,  W'il- 
mington, 

Harry  Kurfirst,  Treasurer,  Wil- 

mington. 

P.  E.  Musselman,  Delegate  A.D.A., 
Newark. 

Clyde  Nelson,  Alternate  A.D.A.,  Mil- 
ford. 

DELAWARE  STATE  BOARD  OF 
HEALTH 

J.  D.  Niles.  M.  D..  President.  Middle- 
town : I.  J.  MacCollum.  Vice-President, 
Wyoming:  C.  E.  Moore,  D.  D.  S.,  Secre- 
tary. .Seaford:  Bruce  Barnes,  M.  D., 

Seaford;  Mrs.  C.  M.  Dillon,  Wilmington; 
Mrs.  A.  Louise  Cochran,  Middletown, 
R1  ; Howard  N.  Stayton,  M.  D..  Wil- 
mington ; Mrs.  N.  W.  A’oss.  W'ilmington. 
Floyd  I.  Hudson,  M.  D.,  Executive 
Secretary,  Dover. 
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That  ' You  Look 


Properly  developed,  that  You 
Look  is  always  a new  look 
because  if  there  is  one  qual- 
ity which  does  not  pall  or 
grow  old  it  is  naturalness. 
Look  your  best  with  cosme- 
tics selected  to  suit  your  in- 
dividual requirements  and 
preferences.  Cultivate  that 
"You"  Look. 


*pt4€C  (^dmetccd  cutcC  ^en^ccmed 

Are  Distributed  in  Delmvare  By: 

META  MITCHELL 

701  West  10th  Street  Phone;  2-2502  Wilmington  16,  Delaware 


EVERYTHING  NEW  IN  DRUGS 


FOR  DOCTORS  ONLY! 

I 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only.  . . . Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 


BRITTINGHAM'S 

PHARMACY 

Medical  Arts  Bldg.  Del.  Trust  Bldg. 


n ruxoSi 


UHOi 


'M,l'l'.-.r-  will’  .i.l.lr'.l  vl. 


,Ir,  Will'i'-'' 


LACTUM 


new  evaporated  milk 
and  Dextri-Maltose 
formulas  for  infants 


Liquid 

Formulas 

• 

Convenient 

• 

Simple  to 
Prepare 

Nutritionally 

Sound 


DALACTUM 


tVArOKAUP 

low  lAT  Mtu  snft  lUilR!  MAUOSt 
FORMUIA  t OK  INI  ANIS 


MeAI>  J (HINSON  CO.  \ 

«V  A N S V I I I ( . « N «’■  \ 


Mead  Johnson  a ^o. 

■ N » V I H.  f.  I S J)  O " 


For  al:\iost  four  decades  physicians  have  recognized  the  merits 
of  infant -feeding  formnlas  composed  of  cow’s  milk,  water  and 
Dextri-Maltose*. 

In  LACTUM  and  DALACTUM.  Alead's  brings  new  convenience 
to  such  formulas— for  LACTUiNI  and  DALACTUiM  are  prepared  for 
use  simply  by  adding  water. 

LACTUiNI,  a whole  milk  formula,  is  designed  for  full  term  infants 
with  normal  nutritional  needs.  DALACTUiNl  is  a low  fat  formula 
for  both  premature  and  full  term  infants  with  poor  fat  tolerance. 
Both  are  generous  in  protein.  .1=7.  m.  ueg.  u.  s.  rat.  off. 


A 


Mead  Johnson  & co. 

EVANSVILLE  2 1 , I N D.,  U.  S.  A. 


Generous  in 
Protein 
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according  to  the  art — is  the  prescription  symbol  which  calls 
for  application  of  the  special  skills  required  in  preparing  and 
compounding  medicines. 

This  symbol  is  rarely  used  because  it  is  generally  assumed  by 
the  prescriber  that  these  skills  will  he  employed.  To  make 
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provements through  an  ever-widening  and  accelerating  pro- 
gram of  research. 
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NEW  STATE  FACILITIES  FOR  CRIMIN- 
ALLY INCLINED  PSYCHOPATHS  IN 
DELAWARE 

M.  A.  Tarumianz,  M.  D.,* 
Farnhurst,  Del. 

For  the  opening  of  my  subject  I borrowed 
a sentence  from  Mark  Twain:  “He  made  me 
like  him,  and  did  it  without  trouble,  he  made 
me  better  satisfied  witn  myself  than  I had  ever 
been  before.” 

Science  as  a whole  has  created  many  new 
facilities  for  man's  comfort  and  pleasure.  It 
has  established  new  criteria  for  human  exist- 
ence, including  better  education,  health,  hous- 
ing and  so  forth.  Yet,  with  ail  these  progres- 
sive and  useful  facilities  of  life,  men  have 
not  reached  the  goal  of  their  purpose  in  life. 
The  greatest  desire  of  the  individual  is  happi- 
ness within  himself  and  in  his  environment. 
Such  happiness  can  be  achieved  only  through 
knowledge  of  oneself  and  his  surroundings. 
It  is  true  that  modern  psychology  and  psy- 
chiatry have  contributed  the  necessary  tools 
for  such  a knowledge  and  understanding. 
Nevertheless,  if  we  look  realistically  at  the 
present  statistical  data,  we  should  disagree 
with  optimistic  views  of  politicians  and  those 
who  wish  to  blindfold  us  with  secondary  tools 
for  happiness,  and  should  become  concerned 
and  pay  more  attention  to  an  integrated  re- 
search for  human  happiness. 

According  to  the  statistics  the  estimated 
number  of  psychiatric  cases  in  the  United 
States  is  close  to  9,000,000  and  there  are  ap- 
proximately 700,000  mentally  ill  in  public 
mental  hospitals.  There  are  approximately 
200,000  new  patients  who  are  admitted  to  psy- 
chiatric hospitals  yearly;  there  is  one  divorce 
out  of  every  three  marriages  and  approximate- 
ly 2,000,000  juvenile  crimes  committed  yearly. 
200,000  die  yearly  or  become  totally  disabled 
due  to  accidents  and  900,000  are  partially  dis- 
abled. There  are  about  6-7,000,000  who  are 
alcoholics.  The  cost  in  disease,  crime,  prop- 


•Superintendent,  Delaware  State  Hospital  and  Gov- 
ernor Bacon  Health  Center,  Director,  Mental  Hygiene 
Clinic,  and  State  Psychiatrist. 
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erty  damage  directly  due  to  alcohol  equals 
to  .$750,000,000  annually. 

Crime  has  never  been  properly  understood, 
possibly  becau.se  it  is  so  difficult  to  be  dispas- 
sionate in  our  consideration  of  it.  probably 
due  to  our  emotional  reaction  when  anyone 
interferes  with  our  individual  rights  or  with 
the  lights  of  the  society  in  which  we  live.  In 
spite  of  the  fact  that  it  has  been  (piite  defi- 
nitely jiroven  that  imnishment  does  not 
ameliorate  the  situation,  we  still  consider  it 
the  proper  proceduie.  Karpman  considers 
crime  a search  for  a fuller  expression  in  the 
life  of  the  ciminal,  no  matter  how  aberrant. 
Therefore  it  would  seem  that  it  should  lie  un- 
derstood and  not  condemned.  Although  much 
literature  has  been  published  about  the  crim- 
inal. it  has  mostly  dealt  with  his  intellectual 
ability  rather  than  with  the  motivation  be- 
hind the  crime  and  the  etiological  factors 
which  arouse  the  motivating  force. 

KStatistics  in  regard  to  crime  are  difficult  to 
obtain,  as  are  all  statistics  which  deal  with  a 
geographically  widespread  and  an  economic- 
ally varied  society  numbering  many  millions 
of  people.  Many  of  the  offenses  against  the 
law,  particularly  those  of  a minor  type,  are 
not  reported.  Often  the  criminal  is  not  ap- 
prehended. As  a simple  example  we  may 
cprestion  how  many  people  pay  blackmail  be- 
cause of  tear  of  exposure,  should  the.v  seek 
the  aid  of  the  police?  How  many  ]ieople  re- 
fuse to  rei)ort  a crime  because  it  is  committed 
by  a relative  or  a friend  whom  they  hesitate 
to  rei)ort?  How  many  se.xual  offenses  are 
committed  and  not  reported  either  because 
the  aet  is  mutual  or  because  of  a f'mling  of 
shame  ? 

The  average  citizen  is  content  to  relegate 
his  responsibility  and  paiticipation  in  crime 
to  duly  authorized  agents  of  the  law.  how- 
ever, this  is  merely  a surface  i)henomenon.  In 
the  average  person  who  Is  a victim  of  a crim- 
inal act,  rage  is  the  earliest  reaction  after  the 
crime  is  committed.  This  reaction  is  aecom- 
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1>Hs1hh1  1)v  an  imi)ulse  toward  revongo  in  kind. 
Lator  on  this  reaction  snh.sidos  and  is  replaced 
I'.y  conviction  that  tlie  law  will  eventually 
achieve  retribntion  tor  wrongs  inllicted. 

A ci  iininal  is  a man  who  is  unable  to  sub- 
jugate his  personal  de.sires  tor  the  good  ot 
society.  This  inability  to  withhold  the  realiza- 
tion ot  ])ersonal  desire  until  some  future  date, 
or  to  give  it  up  entirely  tor  the  welfare  ot 
the  group,  may  be  considered  an  abnormality 
and  is  a primitive  reaction  to  life  situations. 
There  are  several  methods  through  which  this 
satisfaction  can  be  obtained  and  the.se  are  the 
situations  under  which  crime  is  committed. 
The  method  of  obtaining  these  personal  meth- 
ods may  be  through  passion  with  an  intense 
emotional  reaction  and  rapid  commitment  of 
the  crime  ; through  imi)ulse  with  rapid  commit- 
ment of  the  crime  without  inten.se  emotion; 
or  through  ])remeditation  during  which  there 
is  i)ractically  no  emotion  and  a carefully 
thought  out  i)lan  of  activity.  When  a personal 
desire  is  not  realized,  theie  is  often  i)i'esent 
a strong  emotional  coloring  unless  the  forces 
behind  this  desire  are  sul)limated  and  thus  re- 
leasing the  pain  through  some  sub.stituted  field 
of  activity.  Px’obably  the  stronge.st  emotion 
which  i)lays  an  important  factor  is  fear,  an 
emotion  which  almost  invarialdy  demands  an 
immediate  release.  Will-to-power  is  probalxly 
the  preci])itating  factor  to  some  degree  in 
those  crimes  in  which  j)remeditation  i)lays  an 
imj)ortant  I’ole. 

< )ne  must  be  careful  to  differentiate  fear 
fiom  terror,  since  feai-  may  be  a prolonged 
i-eaction  sometimes  lasting  throughout  the  life 
of  the  individual,  the  individual  at  times  be- 
ing barely  aware  that  he  is  suffering  from  a 
destructive  emotional  reaction.  In  early 
times  it  merely  involved  the  physical  life  of 
the  individual  but  with  the  advancement  ot 
our  j>resent  economic  and  cultural  civilization, 
it  has  assumed  a much  wider  range  of  im- 
l)ortance,  involving  the  loss  of  ])ci'sonal  i)rop- 
erty,  j)restige,  social  relation.shii)s  and  all  fac- 
toi's  which  are  necessary  to  maintain  a given 
j)Osition  in  life.  There  may  be  also  involved 
a tear  ot  not  being  able  to  obtain  o)ie's  ideals, 
ideals  which  may  change  with  every  decade 
ot  life.  Crimes  committed  by  the  mentally  ill 
ai-e  based  o)i  the  same  fundamental  factors. 


but  in  the  mentally  ill  the  behavior  is  activat- 
ed by  a false  premise  in  no  way  acceptable  to 
existing  facts. 

The  law  recognizes  the  force  in-oduced  by 
fear  when  .self-protection  becomes  neee.ssary 
only  in  its  most  primitive  form,  that  is,  self- 
protection against  bodily  harm  or  against 
l)i'operty  rights  and  then  only  when  the  sit- 
uation at  the  moment  allows  for  no  other 
means  of  .self-defense  than  actual  as.sault. 
Could  cold  and  hunger  be  eliminated  from  our 
social  life,  a small  percentage  of  crime  would 
become  a matter  of  jeast  history;  unfortunate- 
ly simiile  adecpiate  food  and  warmth  is  not 
all  that  is  considered  e.ssential  for  adecpiate 
living. 

It  is  true  that  persons  begin  life  with  cer- 
tain iidierent  traits,  and  tendencies.  Given  a 
normal  jchysical  body,  an  individual  life  is 
comicosed  of  psychological  traumas  when  any- 
thing occurs  in  the  life  jeattern  which  radical- 
ly differs  from  the  average  pattern.  It  is 
entirely  within  the  realm  of  jm.ssibility  that 
the  jcroce.ss  of  being  born  is  an  imiiortant 
psychological  event  in  the  life  of  the  child. 
The  mere  process  of  birth  is  the  first  human 
important  experienc-e  which  the  organism 
must  meet  and  it  is  accomiianied  by  a cer- 
tain amount  of  ichysical  discomfort.  After 
birth,  the  child  must  jeerform,  without  aid, 
certain  primitive  acts  in  order  that  life  may 
be  sustained.  Instinctive  and  reflex  as  these 
acts  are,  they  are,  neverthele.ss,  a vital  change 
in  the  life  jiattern.  From  our  present 
knowledge,  we  know'  that  we  have  at  birth 
a living  mass  of  protoplasm  which  can  be 
markedly  affected  by  its  environment  and 
whic-h  is  exceptionally  imitative  and  sugges- 
tible. We  c-annot  definitely  state  which 
characteristics  are  iidierited  and  which  are 
not.  We  do  know  that  certain  physical  traits 
are  pre.sent  which  have  been  definitely  trans- 
mitted from  the  parents  and  we  are  reason- 
ably sure  that  the  degree  to  which  a child 
may  be  develoi)ed  intellectually  is  also  i>res- 
ent.  Beyond  this  all  factors  of  inheritance 
are  moi-e  or  le.ss  theoretical.  In  view  of  this 
fact,  it  is  entirely  po.ssible  that  the  child's 
adult  behavior  depends  largely  uixm  its  early 
envii’onment. 

It  has  been  .said  that  in  the  first  ten  real’s 
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of  life  lie  the  origins  of  the  habit  of  thinking, 
feeling,  and  acting.  In  considering  this  fac- 
tor, the  importance  of  the  individual  who  is 
raising  a child  cannot  be  overemphasized.  In- 
dividual training  and  education,  the  aim  of 
which  would  be  to  adapt  the  individual  to 
live  harmoniously  in  any  social  group  or  sys- 
tem, would  be  the  only  solution  to  our  prob- 
lem. Education,  beginning  in  early  childhood, 
with  the  aim  of  develojiing  a respect  for  the 
individual  as  well  as  property  rights  of  others, 
with  an  early  understanding  of  the  individual 
of  his  own  possibilities  and  limitations,  and 
with  the  elimination  of  all  factors  v/hich  may 
cause  starvation  or  actual  physical  hazards 
due  to  lack  of  necessities,  should  help  to  pro- 
duce ' a sense  of  security  among  the  people 
with  its  accompanying  contentment  wuth  life, 
and  should  help  eliminate  some  of  the  factors 
which  cause  fear  and  thereby  lessen  the  num- 
ber of  antisocial  acts. 

Eliminating  those  factors,  the  deprivation 
of  w'hich  strike  at  the  very  fundamentals  of 
life,  w'e  still  have  a large  group  who  commit 
crimes  for  no  apparent  reason.  The  anthro- 
pological factors  in  criminals  differ  in  no  ma- 
terial way  from  those  of  the  population  as  a 
whole.  What  manner  of  man  then  is  the 
criminal  wdio  refuses  to  follow  the  natural 
order  of  society  and  who  is  not  deterred  by 
the  severity  of  punishment?  How  can  we 
adequately  explain  the  fluctuations  in  crime 
which  appear  at  various  intervals?  Are  these 
fluctuations  local,  national  or  international? 
Are  they  based  on  group  psychological  aspects 
caused  by  national  or  world  economic  or  social 
forces?  These  questions  it  seems  to  me  are 
still  to  be  adequately  answered. 

Again  I repeat  that  the  only  solution  w^hich 
I can  see,  and  this  solution  is  only  partial, 
is  to  educate  the  individual  from  early  child- 
hood to  appreciate  the  fact  that  he  must  of  a 
necessity  live  in  a group,  that  his  ultimate 
good  is  obtained  by  following  the  law's  which 
seem  to  be  best  for  the  welfare  of  the  ma- 
jority of  the  grou])  and  that  to  adjust  in  so- 
ciety as  a whole  he  must  develop  certain  in- 
hibitions and  sublimate  certain  desires  the 
realization  of  which  will  be  contrary  to  those 
mores  which  the  group  has  set  up  as  being- 
essential  for  society's  highest  development. 


He  must  learn  that  primitive  behavior  is  not 
acceptable  and  is  not  compatible  with  his  own 
welfare  in  our  present  social  standards.  He 
must  also  realize  that  the  postponement  of 
realizations  of  natural  desires  produces  a far 
greater  reward  in  our  present  civilization  than 
immediate  realization.  This  education  of  the 
individual  must  start  at  early  childhood.  It 
is  essential  that  the  early  emotional  life  of 
the  child  should  be  normal  and  should  develop 
equally  with  his  physical  life.  The  child- 
parent  relationship  should  be  that  of  protec- 
tion and  mutual  respect,  with  a gradual  train- 
ing of  the  child  which  enables  him  to  break 
awa.v  from  the  family  grouji  and  become  an 
individual  w'ho  is  self-sustaiuing  in  a social 
manner.  Throughout  early  life  the  child 
should  have  a sense  of  security  so  that  the 
emotion  of  fear  does  not  become  habitual. 
Such  a task  is  tremendous  and  we  can  only 
ask  whether  at  an  early  age  we  can  recognize 
a condition  which  may  be  characteiized  as  a 
predelinquent  state.  It  is  probably  that  state 
in  the  development  of  the  individiud,  whether 
a child  or  an  adult  when  inadequate  or  ab- 
normal emotional  reaction  is  noted.  If  this 
reaction  is  abnormal  we  are  probably  dealing- 
in  many  cases  with  a psychojiathic  or  jirepsy- 
chotie  individual. 

The  classification  of  “psychopathic  person- 
ality” is  vaguely  defined.  He  can  be  describ- 
ed in  terms  of  his  internal  characteristics.  One 
of  the  most  important  characteristics  of  the 
psychopath  is  the  inability  to  achieve  a goal. 
Other  basic  psychological  characteristics  are 
his  outstanding  egotism,  impulsiveness,  re- 
sistance to  discipline  and  training.  The  psy- 
chojiath  takes  things  for  gi*anted  and  thinks 
only  in  terms  of  personal  advantage.  He  is 
unable  to  stand  adversity  and  his  goals  are 
in  terms  of  short  lived  values  and  his  judg- 
ments are  unreliable.  He  is  usually  very  un- 
trustworthy. He  always  lacks  insight  into 
his  ow-u  difficulties  and  projects  blames  for 
his  troubles  to  others. 

With  such  a background  and  personality 
the  psychopath  is  very  freipiently  in  contact 
with  the  law,  usually  for  relatively  minor  of- 
fenses and  infrequently  for  serious  crimes. 
In  the  group  of  “psychopathic  ])ersonalities” 
are  included  pathological  liars,  swindlers. 
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moral  deireiierates,  sexual  deviates,  i)aranoid 
and  emotionally  unstable  personalities,  habit- 
ual criminals,  sadistic  ])ersonalities,  etc.  Tlie 
treatment  of  this  s>roup  has  been  taken  over 
by  lejial  authorities,  with  the  consequence 
that  there  is  no  treatment,  but  only  punish- 
ment. These  persons  are  ill,  just  as  is  the 
psychotic  i)atient;  and  the  habitual  sick  per- 
son may  have  a recoverable  and  sometimes  an 
incurable  illne.ss,  the  true  nature  of  which 
can  be  determined  only  by  proper  hospitaliza- 
tion. Tn fortunately  in  the  past,  the  psycho- 
{)athic  individuals  have  been  treated  just  as 
unintelligently  as  were  the  psychotics  in  the 
middle  ajjes. 

If  there  is  a primary  defect  in  the  consti- 
tution of  an  individual,  then  the  case  is  seem- 
in«ly  hopele.ss,  but  not  actually  so.  These  pa- 
tients often  times  adjust  themselves  in  prop- 
erly controlled  environments.  However,  the 
individuals,  who  have  the  siuidance  and  care 
of  such  persons,  should  be  understanding, 
tirm,  and  well-trained  i)ersonnel ; thus  any 
emotional  outbreaks  can  be  quickly  handled 
without  the  u.se  of  force  or  ])unishment.  It 
is  difficult,  however,  to  decide  whether  the 
])sychopathic  trait  is  the  result  of  a constitu- 
tional defect.  Surprisingly,  there  are  many 
])sychopathic  ]>ersons  who  can  be  assisted  in 
adjusting  to  their  environments  after  prolong- 
ed proper  care  and  treatment  in  a controlle<l 
environment. 

Anothei-  group  of  criminals,  who  comprise 
j)robably  a gi'eater  number  than  realized,  are 
those  who  are  psychotic  or  in  a i)re-psychotic 
state.  Far  too  little  study  has  been  made  re- 
garding the  criminal  tendencies  of  the  mental- 
ly ill.  As  a result  some  of  the  crimes  that 
wei‘(“  considered  to  have  been  committed  in 
the  so-called  i)re-])sychotic  .state,  actually  may 
have  been  committed  dui'ing  the  early  days 
of  the  disease  process.  It  has  been  stated  that 
the  psychosis  remov^ed  inhibitions  which  pre- 
vented the  individual  from  carrying  out  un- 
derlying criminal  tendencies.  This  is  well- 
demon.strated  in  the  cases  of  murder  re.sulting 
from  a ])aranoid  reaction.  Even  today  the 
many  paranoid  individuals  who  live  in  com- 
munities are  always  a potential  danger.  Their 
jEsychotic  behavior  has  been  noted  for  years 
and  they  are  thought  to  be  harmless.  A few 


ca.ses  have  been  tried  and  sentenced  for  fel- 
ony and  it  was  not  until  they  are  under  the 
close  supervision  of  a ]>rison  that  their  psy- 
chotic behavior  was  obvious.  The  exact  num- 
ber of  criminals  who  are  psychotic  is  not 
known,  as  undoubtedly  there  are  many  per- 
sons in  i)ri,sons  who  would  be  considered  in- 
.sane  if  their  cases  could  be  carefully  studied. 

In  the  past  twenty  yeai's,  and  i)articularly 
in  the  past  five  years  the  courts  of  the  State 
of  Delaware  have  considered  the  act  of  crime 
as  the  ])ossible  result  of  some  personality  de- 
fect with  definite  emotional  aberration,  and 
for  this  reason  have  referred  these  cases  for 
examination  to  the  Mental  Hygiene  Clinic  of 
the  Delaware  State  Hospital.  This  group  in- 
cludes cases  of  assault  and  battery,  indecent 
exposure,  homo.sexuality,  a.ssault  on  children, 
obscene  letters,  ar.son,  and  similar  ty]>es  of 
offen.ses.  These  ca.ses  have  been  carefully 
studied  by  the  court,  and  the  majority  of 
cases  of  a similar  nature  have  been  put  on 
probation  with  the  understanding  that  they 
.should  use  the  extra-nmral  psychiatric  facili- 
ties of  the  State.  There  is  a healthy  tendency 
to  use  extra-mural  psychotherapy  in  the  treat- 
ment of  individuals  who  rei)eatedly  commit 
the  same  type  of  offense.  i\Iany  of  these 
cases  have  responded  to  such  psychotherai>eu- 
tic  ajjproach,  however,  some  of  the  cases  have 
re(iuired  hospitalization.  In  the  past  we  have 
had  no  facilities  for  accepting  non-psychotic 
aberrants  who  are  criminally  inclined,  and 
we  were  forced  to  allow  them  to  remain  at 
large. 

The  Ceneral  Assembly  of  1947,  recognizing 
the  need  of  a dejiartment  with  facilities  to 
care  and  treat  cases  of  the  above  nature, 
amended  the  existing  laws  and  authorized  the 
Slate  Board  of  Trustees  to  establish  a depart- 
ment for  “criminally  insane  adults  and  crim- 
inally inclined  juveniles.”  The  following  is 
the  content  of  the  law  pertaining  to  this  de- 
partment : 

“Be  it  enacted  by  the  Senate  and  House 
of  Keiiresentatives  of  the  State  of  Delaware 
in  General  Assembly  met  (three-fourths  of  all 
the  members  elected  to  each  House  concurring 
therein ) : 

Section  1.  That  the  Board  of  Trustees  of 
the  Delaware  State  Hospital  at  Farnhurst  is 
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Jiereby  authorized,  empowered  and  directed 
to  establish  at  the  said  hospital  a ne\v  de- 
partment for  criminally  insane  adults,  and 
criminally  inclined  juveniles,  regardless  of 
their  mental  capacity,  said  department  to  be 
established  on  the  present  grounds  of  the  hos- 
pital. 

Section  2.  All  criminally  insane  adults  and 
criminally  inclined  juveniles  shall  be  ad- 
mitted to  this  department  to  be  created  at  the 
hospital  when  committed  by  any  court  of  the 
State  of  Delaware  having  jurisdiction  over 
the  persons  so  committed. 

Section  3.  The  governing  authorities  of  any 
institution  of  the  State  of  Delaware  to  which 
persons  already  have  been  committed  who 
classify  for  admission  under  the  tei'ms  of  this 
Act  may  petition  any  court  of  competenl 
jurisdiction  in  the  State  of  Delawai’e  jiraying 
an  order  to  remove  inmates  of  said  institution 
or  institutions  to  the  Department  for  crim- 
inally insane  at  the  Delaware  State  Hospital. 
Upon  the  recommendation  of  the  State  Psy- 
chiatrist and  after  such  hearing  as  the  court 
may  deem  jiroper,  any  court  of  comiietent 
jurisdiction  in  the  State  of  Delaware  shall 
have  the  power  to  order  such  criminally  in- 
sane adult  or  criminally  inclined  juvenile  to 
be  committed  to  the  Delaware  State  Hospital 
for  treatment  in  the  Deiiartment  for  the  crim- 
inally insane. 

Section  4.  The  expenses  of  the  removal  of 
a criminally  insane  adult  or  a criminally  in- 
clined juvenile  and  of  his  admission  to  the 
Delaware  State  Hospital,  and  the  charges  and 
expense  for  the  maintenance  and  care  at  the 
Delaware  State  Hospital,  shall  be  paid  by 
the  institution  which  had  charge  of  such  case. 
Where  such  cases  are  committed  by  the  prop- 
er courts  otherwise  than  from  an  institution 
of  the  state  then  in  the  case  of  such  commit- 
ment, the  Levy  Court  of  the  County  where 
the  person  so  committed  was  a resident  at  the 
time  of  the  commitment  shall  pay  the  Dela- 
ware State  Hosjiital  for  such  removal,  admis- 
sion, maintenance  and  care.  If  any  such 
criminally  insane  adult  or  criminally  inclined 
juvenile  shall  have  any  real  or  personal  estate, 
said  Board  of  Trustees  of  the  said  Hospital 
shall  have,  for  the  expenses  and  charges  so 
incurred  as  aforesaid,  the  same  remedy  as 


is  provided  in  Section  11  of  Cha])ter  76  of 
the  Revised  Code  of  Delaware,  1935  as  amend- 
ed. 

Section  5.  The  State  Board  of  Trustees  of 
the  Delaware  State  Hospital  at  Farnhurst  is 
hereby  authorized,  empowered,  and  directed  to 
erect  on  the  grounds  of  the  State  Hospital  a 
new  building  to  accommodate  forty-five  adults 
and  juveniles  who  may  be  committed  to  the 
said  institution  by  the  courts  of  the  State, 
under  the  provisions  of  this  x\ct.  ” 

The  above  Department  will  be  established 
in  a newly  erected  building  within  the  next 
two  months. 

The  building  is  completed,  has  all  the 
nece.ssary  modern  facilities,  and  will  be  dedi- 
cated on  September  27,  1950  and  opened  for 
service  on  October  1,  1950. 

Once  more  the  state  of  Delaware  will  ex- 
perience a new  method  of  approach  to  the 
criminally  inclined  juveniles  as  well  as  mental- 
ly ill  criminals. 


DYNAMIC  CONCEPTS 
IN  PSYCHIATRY 

Edward  A.  Strecker,  IM.D.,** 
Philadelphia,  Pa. 

This  is  a veiy  happy  occasion  for  me  to 
greet  an  old  and  tried  and  true  friend,  and 
to  congratulate  him  publicly  on  this,  one  of 
many  honors  he  has  achieved.  I think  I know 
why  you  selected  him  as  your  President,  be- 
cause of  the  fact  that  he  is  an  outstanding 
doctor  and  psychiatrist  and  one  of  the  lead- 
ing physicians  in  American  medicine,  and  a 
gentleman  of  unimpeachable  integrity.  I say 
that  after  many  years  of  clo.se  relationship 
with  him. 

There  are  other  reasons  you  might  have 
had,  which  are  perhaiis  particularly  and  pe- 
culiarly known  to  me.  He  is  a leader  in  tak- 
ing forlorn  hopes  and  turning  them  into  real- 
ity. For  many  years,  alone  and  unaided,  he 
has  been  spearheading  a movement  to  place 
the  study  and  care,  the  treatment  of  the  men- 
tally sick,  on  the  same  level  in  our  mental 
hospitals  as  we  have  in  our  medical  and  surg- 
ical hospitals.  He  does  it  the  hard  way,  be- 
cause it  is  the  only  way  to  do  it.  And  I have 

•Delivered  before  the  Medical  Society  of  Delaware. 
Wilmington,  October  12,  1949, 

••Professor  of  Psychiatry  and  Chairman  of  the  Depart- 
ment, University  of  Pennsylvania. 
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extreme  faith  in  the  fact  tliat  lie  will  achieve 
this  thill”'  which  will  then  he  the  most  im- 
jiortaiit  thin*!  in  jisychiatry. 

1 think  we  will  perhajis  live  to  see  the  clay 
when  ])sychiatric  hospitals  are  on  the  same 
level  and  follow  the  same  standards  and  sub- 
scribe to  the  same  ideals  that  medical  and 
snrsi'ical  hospitals  do,  and  when  that  day 
comes,  it  .surely  will  be  due  to  the  indefatig- 
able iiatience,  determination  and  even  scien- 
tific belligerency  of  your  President. 

And  when  that  day  comes  it  will  mean  that 
the  last  trace  of  scientific  stigma  which  sur- 
I'ounds  iisychiatry  and  the  last  remnants  of 
man's  inhumanity  to  man  will  have  been  an- 
nihilated. 1 can  only  say  that  I wish  I could 
feel  that  1 was  resjamsible  for  this  great  thing 
which  is  in  the  making  and  which  will  one 
day  be  achieved. 

I want  to  talk  to  you  about  etiology.  I am 
a i)sychiatrist.  You  have  to  ex]>ect  me  to  give 
it  a irsychiatric  flavor,  but  I think  its  a])i)lica- 
tion  to  general  medicine  in  all  its  fields,  extra- 
psychiati'ie  fields  in  which  you  labor,  will  be 
clear  enough.  So  I am  not  speaking  strictly 
from  the  .standpoint  of  ])sychiatric  etiology.  I 
need  ncjt  tell  you  of  the  welter  of  ignorance, 
suicerstition  and  even  l)loodshed,  fi'om  which 
the  etiology  of  medicine,  scientific  etiology 
and  particularly  psychiatry  has  come  up  from 
the  dim  ages  of  the  past.  That  is  being  reas- 
onably rapidly  eradicated,  but  the?e  are  still 
many  traces  of  it. 

Within  the  i>ast  yeai'  a man  of  ])rominence 
and  intelligence  in  his  field  came  to  me  with 
his  young  daughter  who  obviously  had  schizo- 
phrenia,  and  I felt  the  kind  of  schizophrenia 
that  would  get  well  under  satisfactory  hos- 
jutal  treatment,  I so  told  him. 

This  man,  intelligent  in  other  ways,  said, 
“ Doctor,  T wotdd  sooner  see  my  daughter  dead 
tlnui  in  a mental  hospital.” 

Interestingly  enough,  at  about  the  same 
time  an  older  daughter  came  down  with  the 
effects  of  a damaged  heait  due  to  articular 
rheumatism  in  childhood,  and  the  internist 
who  .saw  her  said,  “This  girl  is  very  sick  and 
she  will  have  to  go  immediately  to  a hos])ital 
for  treatment.”  The  father  felt  that  that  was 
jierfectly  all  right.  It  didn’t  trouble  him 


at  all,  excej)!  his  natural  sadness  that  his 
daitghter  was  so  sick. 

As  it  happened,  gentlemen,  the  daughter 
with  schizophrenia  was  entirely  well  in  le.ss 
than  three  months,  and  the  daughter  with  the 
valvular  disease  of  the  heart  due  to  an  earlier 
rheumatism  will,  unfortunately,  be  a cardiac 
invalid  the  rest  of  her  life. 

This  is  an  interesting  little  exposition  of 
the  fact  that  .some  of  the  old  supeustition  and 
ignorance  in  the  field  of  etiology,  of  j)sychia- 
try,  .still  persist. 

There  is  another  thing.  You  intelligent 
gentlemen  know  it,  but  many  doctors  do  not, 
that  it  is  really  maligning  i)sychiatry  to  say 
that  psychiatrists  are  ignorant  of  the  reasons 
their  patients  are  sick  in  their  minds.  Point 
for  point  and  fact  for  fact,  etiological  fact  for 
fact,  psychiatry  is  as  well  informed  as  any 
other  field  of  medicine  I know  of  in  the 
etiology  of  its  sick  patients. 

There  are,  of  course,  areas  which  need  a 
good  deal  of  illumination,  but  I repeat  that 
all  in  all,  fact  for  fact,  we  are  reasonably  well 
informed.  For  instance,  a large  segment  of 
p.sychiatric  illness  was  cleared  up,  as  far  as 
its  basic  etiology  goes,  a good  many  hundred 
years  ago,  when  Hij)pocrates  said  that  im- 
mortal thing,  that  the  brain  is  the  organ  of 
the  mind.  When  he  said  that,  he,  in  effect,  dis- 
pelled the  ignorance  and  sui)erstition  which 
had  to  do  with  a large  segment  of  mental 
disea.se.  Briefly,  that  is  the  explanation  of 
more  than  60  j)er  cent  of  actual  psychoses,  the 
I)sychoses  which  are  ])erhaps  chiefly  dei)endent 
upon  organic  di.sea.se  of  the  brain,  particularly 
syi)hilis  of  the  brain  with  the  i>resence  of  the 
s])irocha'ta  in  the  brain,  the  great  number  of 
senile  and  arterio.sclerotic  deterioration.s,  the 
toxic  reactions,  and  many  other  things. 

Now,  then,  what  have  been  the  contributions 
of  ])sychiatry  to  etiology,  not  only  in  i)sychia- 
try  but  in  the  whole  field  of  medicine?  (^ne 
of  those  things,  which  was  a byproduct  of  its 
studies  — and  often  the  important  things  that 
are  turned  up  in  research  are  byi)roducts,  not 
the  objective  which  the  researcher  .set  out  to 
reach,  but  things  he  discovered  on  the  way  — 
is  so  im])ortant  and  significant  that  it  would 
be  impossible  to  conduct  the  ]>ractice  of  medi- 
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cine  in  any  of  its  areas  without  constant  atten- 
tion to  this  great  fact. 

I sometimes  think  that  psychiatry  hit  upon 
this  important  etiological  truth  because,  un- 
like other  fields  of  medicine,  for  instance, 
cardiology  and  many  other  fields,  it  did  not 
have  instruments  of  precision.  It  did  not 
have  many  instruments  by  which  it  could 
check  and  accurately  estimate  the  sitrration 
within  the  human  body,  and  therefore,  lack- 
ing instruments  of  precision,  psychiatry  had 
to  use  the  things  it  had,  from  the  neck  up.  In 
other  words,  its  brain.  And  it  came  upon  this 
important  fact  which  changed  entirely  the 
course  of  the  practice  of  medicine,  and  that 
fact  is  this:  that  man  is  a unified  organism. 
In  his  functioning  there  is  no  such  thing  as 
a body  and  a mind.  They  are  so  closely  en- 
twined that  even  in  the  simplest  process  the 
entire  person  functions  and  not  one  particular 
part  of  him. 

Gentlemen,  some  of  you  are  old  enough,  as 
I am  old  enough,  to  know  the  time  when  that 
fact  was  not  recoguized  in  the  practice  of 
medicine.  Each  of  the  various  specialists  stak- 
ed out  one  little  area  of  a man’s  body,  staked 
it  out  carefully  and  skillfully,  and  under- 
stood it  thoroughly,  but  they  knew  man  only 
in  the  pathology  of  his  eyes,  or  of  his  nose 
and  throat,  or  of  his  gastrointestinal  tract,  or 
of  his  muscles  and  his  bones,  and  that  was  a 
very  restricted  field  in  which  to  practice. 

Psychiatry  changed  all  that.  It  promulgat- 
ed, first,  the  hypothesis  which  is  now  an  ac- 
complished scientific  truth,  that  never  in  sick- 
ness or  in  health  can  we  look  at  a man  as 
anything  but  a totally  acting,  a unified  func- 
tioning organism. 

So  that,  in  effect,  when  a man  is  physically 
sick,  even  slightly  sick,  a cold  in  the  head, 
he  is  sick  all  over,  in  all  his  body  and  in  his 
mind,  and  when  a man  is  emotionally  sick, 
when  he  is  in  the  grip,  for  instance,  of  un- 
solved mental  conflicts,  not  only  his  psyche 
but  his  body,  too,  is  sick,  and  the  evidences 
are  there  so  that  anyone  who  runs  may  read. 
That,  incidentally,  is  the  entire  basis  upon 
which  the  important  superstructure  of  psycho- 
somatic medicine  has  been  erected. 

The  greatest  enemy  of  straight  etiological 
thinking  is  something  I call,  in  the  Latin 


phrase,  “post  hoc  propter  ergo  hoc”  think- 
ing. It  is  the  kind  of  thinking  that  erron- 
eously assumes  because  two  things  happen  in 
sequence,  the  second  is  necessarily  due  to  the 
first.  That  was  the  tliinking  of  our  primitive 
ancestors.  No  doubt  when  some  member  of 
the  tribes  of  our  iirimitive  ancestors  disap- 
peared from  the  face  of  the  earth,  as  they 
were  forever  doing,  some  of  the  men  of  the 
tribe  gathered  together  and  said  mysteriously 
to  each  other,  “I  see  So  and  So  is  no  longer 
with  us.”  Of  course,  they  didn’t  use  the 
English  language,  but  that  is  what  they  meant. 
And  the  others  said,  “No,  he  is  no  longer  with 
us.  ’ ’ 

Then  the  next  question  was,  “Where  is 
he?” 

And  then  some  wise  men  of  the  tribe  ob- 
served in  this  wise : He  said,  ‘ ‘ Did  you  note 
that  yesterday  before  he  disappeared  there 
was  the  noise  of  the  angry  gods  in  the  sky, 
(thiinder),  and  there  was  the  bolt  of  fire 
(lightning),  which  was  tlieir  displeasure,  and 
no  doubt  So  and  So  in  some  way  has  offended 
them  and  they  have  removed  him  from  our 
midst.”  That  is  post  hoe  propter  ergo  hoc 
thinking. 

You  may  think  that  primitive  thinking 
stopped  when  man  began  to  evolve  into  some- 
thing on  a higher  level,  more  intelligent,  but 
it  didn’t.  It  has  permeated  etiological  think- 
ing in  medicine  and  psychiatry;  within  the 
memory  of  iis  there  is  still  evidence  of  it,  and 
there  is  some  today.  Not  so  long  ago  some- 
one thought  that  because  a few  patients  who 
were  mentally  sick  got  well  after  infected  teeth 
were  removed  — and  that  does  happen  occa- 
sionally but  rather  rarely  — then  all  mental 
disease,  all  iisychoneuroses,  all  eilminalism, 
all  feeblemindedness,  was  due  to  focal  infec- 
tion, because  one  or  two  patients  got  well. 

Gentlemen,  within  my  memory  and  within 
the  memory  of  Dr.  “ T,”  that  was  the  begin- 
ning of  a psychiatrical-surgical  orgy  which  I 
do  not  have  the  eloquence  to  describe.  Hun- 
dreds of  thousands  of  teeth,  some  of  them  in- 
fected, most  of  them  sound,  were  removed. 
Tonsils  by  the  bushel  — not  that  that  matters 
very  much,  because  it  is  an  unseen  trauma. 
But  then  these  gentlemen  became  more  en- 
thusiastic and  began  to  remove  cervici  uteri, 
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ami  finally,  in  tlieir  insatiable  aml)ition,  they 
began  to  resect  large  yardage  of  liuman  colon. 
And  then  j)atients  began  to  die,  and  there 
came  to  be  kind  of  a rather  disgraceful  situa- 
tion. 

1 well  remember  my  predecessor,  the  first 
Professor  of  P.sychiatry  at  the  rniversity  of 
Pennsylvania,  Dr.  iMills,  .saying  at  a psychi- 
atric meeting  that  “a  certain  large  number 
of  i)syehiatri.sts  have  joined  with  their  col- 
leagues, the  surgeons,  in  the  hoi)eless  (juest 
of  removing  mental  disease  from  the  face  of 
the  earth  by  reducing  the  colons  of  human 
beings  to  .semicolons." 

So  there  have  been  these  i)eriods  in  the  post 
hoc  propter  ergo  hoc  thinking  of  etiology,  not 
only  in  psychiatry  but  in  medicine,  which 
have  been  sterile  i)eriods. 

1 might  say  that  following  the  amazing  and 
im])ortant  contributions  of  the  psychoanalytic- 
al school  as  to  the  importance  of  the  uncon- 
.scious  in  the  mental  conflict  which  perhai)s  has 
been  the  single  greatest  contribution,  there 
unfortunately  did  follow  a sterile  period  when 
the  micro.scope  was  neglected  and  gathered 
dust  unto  itself,  when  thei’c  was  no  interest 
in  what  was  actually  ha])pening  in  the  struc- 
ture of  the  human  brain,  and  so  forth  a)id 
so  on. 

So  in  medicine,  in  ])sychiatry  and  in  any 
field  there  have  been  these  cycles,  when  some 
particularly  telling  contribution  was  followed 
by  a period  of  stasis  and  neglect  of  the  im- 
portant areas  which  mu.st  be  all-embracing  if 
they  are  to  .solve  the  problems  of  human  dis- 
ease. 

You  think  and  1 agree  with  you  that  the 
contribution  of  Noguchi  and  Moore,  when  they 
demonstrated  the  living  spirochete  in  the 
brain  in  paresis,  was  aii  epoch-making  contri- 
bution, and  so  it  was,  but  following  it  thei'c 
was  a j)criod  of  .sterility  concerning  the  }>.sy- 
chology  of  human  sickness  and  its  psycho- 
pathology. 

I know  several  neuropathologists  who  were 
ardently  occupied  in  attempting  to  find  a 
neuropathological  basis  for  conversion  hys- 
teria in  certain  layers  of  the  brain  cells. 

The  causes  — we  can  use  that  word;  it  is  a 
much  abused  word  — of  nervous  and  mental 
illness,  and  also  of  illness  in  any  other  field 


of  medicine  might  be  thought  of  as  predispos- 
ing and  exciting.  Predisposing  is  not  i)re- 
cipitating.  Precipitating  is  something  that 
happened  to  be  there  at  the  time  the  person 
came  down  with  schizophrenia  or  pneumonia 
or  whatnot,  and  schizophrenia  is  not  due  to 
the  fact,  as  many  mothers  think,  that  when 
they  were  carrying  the  baby  in  their  arms,  it 
fell  to  the  floor  and  hit  its  head.  All  babies 
fall  to  the  floor  and  hit  their  heads.  If  it 
caused  the  psychosis,  all  human  beings  would 
have  schizo])hrenia. 

Precii)itating  is  .something  merely  that  was 
incidental  and  usual,  usually  of  not  very  much 
importance.  Predisposing  is  important.  You 
can  see  an  analogy,  perhaps,  in  the  i)redispos- 
ing  causes  of  war. 

The  thing  that  makes  war  is  not  the  in- 
vectives delivered  by  our  friends,  the  Kussians, 
and  others,  including  ourselves,  at  the  United 
Nations  table.  It  isn't  the  fact  that  there 
has  been  a border  incident  and  somebody  has 
done  something  to  a national  of  another  coun- 
try, or  even  that  an  amba.ssador  has  been  in- 
sulted. All  ambassadors  are  insulted,  and 
probably  they  deserve  to  be  insulted.  It  isn't 
even  becau.se  an  ambassador  has  been  assassin- 
ated. 

These  are  precipitating  things.  The  predis- 
2)osing  cau.ses  of  war  are  deejjly  rooted  in 
economics,  in  basic  differences  of  ideology,  in 
the  stimggle  for  existence,  and  in  spiritual 
rea.sons. 

So  is  it  also  true  in  medicine  and  ]wychia- 
try.  Predisposing  is  something  important.  It 
is  something  that  i>repare.s  the  soil,  which,  in 
your  field  or  in  mine,  makes  that  i)erson  vul- 
neral)le  and  likely  to  come  down  with  some 
particulai"  illness. 

For  instance,  in  Philadelphia  and  in  ^Yil- 
mington  in  a few  months  we  ai‘e  going  to 
have  winter.  \Yell,  the  goo.sebone  prophets 
say  it  is  going  to  be  a very  hard  winter,  cold, 
wet,  sleet,  plenty  of  snow,  ])lenty  of  ice  and 
so  forth.  In  Philadelphia,  and  I am  sure  in 
Wilmington,  this  thing  is  going  to  happen 
very  often.  Somebody  is  going  to  be  ])icked 
up  from  the  gutters  of  the  city,  drunk,  taken 
to  the  .station  hou.se  because  of  drunkenness, 
and  then  the  ])olice  surgeon  is  going  to  come 
in  and  examine  him  and  say,  “Yes.  this  man 
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is  drunk,  but  he  also  has  pneumonia.  He  lias 
to  be  taken  to  the  City  Hospital.” 

All  those  things  that  led  up  to  his  p)ieu- 
monia,  his  exposure  to  inclement  weather,  in- 
sufficient food,  j)articularly  insufficient  vita- 
mins, his  alcoholism,  being  insufficiently  clad 
— all  those  things  predisposed  the  soil  of  his 
respiratory  system  so  that  it  became  an  easy 
breeding  place  for  the  various  organisms  caus- 
ing pneiimonia.  The  organisms  were  the 
things  that  excited  the  pneumonia.  That  is 
a simple  illustration. 

And  so  in  psychiatry  and  in  medicine  ■ — I 
haven't  the  time  to  go  into  each  one  thorough- 
ly — we  have  certain  predisposing  things  that 
we  think  of  when  we  see  a sick  persons, 
whether  that  person  is  sick  with  schizophrenia 
or  manic  depressive  or  anxiety  neurosis  or 
arthritis  or  whatnot.  Those  are  the  things 
that  Dr.  “T”  thinks  of  when  he  is  in  his  office 
looking  at  a sick  person.  These  are  the  things 
that  my  good  friend,  the  internist,  thinks  of 
when  he  has  before  him  a problem  in  internal 
medicine. 

Those  are  the  predisposing  things,  those  are 
the  things  that  prepare  the  soil.  They  are 
such  things  as  inheritance,  the  particular  age 
epoch  of  the  individual,  how  old  he  is  ■ — a 
much  neglected  fact,  a very  important  clew 
as  to  what  is  the  trouble  with  him.  His  oc- 
cupation, his  sex,  the  environmental  factors 
of  his  life,  and  particularly  — I was  going  to 
say  in  psychiatry,  but  I will  amend  that  to 
say  in  all  fields  of  medicine  — his  childhood 
environment.  And  I say  to  you  that  is  the 
most  important  predisposing  factor  in  human 
ilness,  not  only  in  psychiatric  illness. 

If  there  has  not  been  a reasonably  proper 
framework  of  the  things  that  a child  needs 
and  must  have,  basic  needs  in  childhood,  just 
as  basic  as  food  and  vitamins  and  fresh  air 
and  sunshine,  if  there  has  not  been  the  proper 
framework  of  being  loved  and  wanted  by  the 
mother  and  later  by  the  parents,  of  getting 
that  emotional  security  which  can  oidy  be 
given  them,  and  which  is  the  only  true  founda- 
tion stone  of  a sound  personality,  and  if,  in  ad- 
dition to  that,  the  love  of  the  mother  has  been 
not  only  a selfi.sh  love  but  an  unselfish  one,  not 
only  holding,  wanting,  loving  the  child,  biit 
also  being  willing  to  relinquish  emotionally — ■ 


if  there  had  not  been  these  things  in  child- 
hood then  there  will  be  trouble  later  on.  The 
mother,  more  than  any  other  figure  in  the  life 
of  every  human  being,  has  to  be  two  seemingly 
opposed  things.  She  must  be,  first,  the  great 
lover  and  the  great  protectress,  the  source  of 
emotional  strength  and  security  needed  by 
this  helpless  child,  but,  in  addition  to  that, 
she  must  also  be  the  great  frustrator,  because 
in  addition  to  holding  her  child  closely  to  her- 
self and  loving  it,  she  must  be  willing  to  meet 
the  issue  of  gradually  pushing  the  child  away 
from  herself,  untying  the  maternal  apron 
strings,  preparing  the  child  for  the  larger 
part  he  must  play  as  a self-thinking,  self- 
directing  unit  in  adult  life. 

And  if  those  conditions  fail  too  flagrantly, 
if  there  is  not  enough  of  that  in  the  life  of 
the  child,  then  you  have  a predisposing  situa- 
tion which  makes  for  a great  amount  of  hu- 
man disease  of  all  kinds,  and  much  of  it  is 
within  the  field  of  psychosomatic  medicine. 
I say  this  to  you  now,  not  as  a psychiatrist  but 
quoting  thoughtful  men  in  the  practice  of 
medicine  in  other  fields. 

For  many  years  almost  any  field  of  medi- 
cine ill  which  you  practice,  in  which  you 
labor,  in  something  more  than  six  of  every 
ten  patients  the  basic  pathology  of  that  ill- 
ne.ss  will  not  be  i)reponderantly  organic.  There 
may  be  organic  disturbances,  but  in  some- 
thing more  than  six  in  ten  patients  the  basic 
pathology  will  not  be  a pathology  of  tissue,  it 
will  be  a psychoi)athology,  a i)athology  of  un- 
solved mental  conflicts,  and  the  final  issue  of 
that  may  be  very  misleading,  because  it  may 
be  in  terms  of  headache  and  backache  and 
nausea  and  vomiting  and  many  other  things. 

We  have  this  soil  prepared.  I,  in  a way, 
leave  in  your  laps  at  the  moment  the  individ- 
ual who,  for  various  reasons,  is  predisposed 
to  hnman  disease,  variously  disposed,  some- 
times lightly  and  sometimes  heavily,  but  in 
all  of  us  in  some  degree.  It  still  becomes 
necessary,  whether  the  disease  is  tuberculosis 
or  schizophrenia,  for  that  individual  to  come 
in  contact  with  exciting  causes,  and  in  psy- 
chiatry and  in  a way  also  in  other  fields  of 
medicine,  those  exciting  causes  are  preponder- 
antly physical  or  preponderantly  psyhie  or 
emotional. 
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The  important  word  of  tliose  two  words  is 
■‘preponderantly/’  beeanse  there  is  no  sueli 
tiling  as  an  individual  being  siek  solely  be- 
cause of  iihysieal  causes,  or  solely  because  of 
lihychic  oi-  emotional  causes. 

1 repeat,  the  human  being  is  a unified  or- 
gainsm,  always,  in  all  conditions,  in  health 
and-in  sickness,  functioning  totally,  never  in 
any  one  single  part  of  his  liody  or  mind. 

Preponderantly  ]>hy.sical  causes  are  such 
things  as  fever,  infection,  exhaustion,  and  a 
great  array  of  exogenous  intoxications,  now 
much  multiplied,  as  you  know  better  in  Wil- 
ndngton  than  any  other  place  in  the  world. 
becau.se  you  are  one  of  the  high  jioints  of 
Amei'ican  industry.  The  chemicals  used  in 
various  industrial  pursuits  and  occupations, 
to  which  has  been  recently  added  the  radio- 
active substances,  the  endogenous  things,  the 
])oisons  created  within  the  body  in  the  course 
of  infections  of  various  kinds,  and,  on  a much 
broader  basis,  any  decided  and  continued  shift 
in  the  body  metabolism  in  any  of  its  systems, 
whether  it  be  the  thyroid  or  cardiovascular  or 
whatnot,  and  trauma  and  things  of  that  kind, 
are  ])reponderantly  physical. 

They  are  the  things  that  medical  students 
like  to  hear  about,  undergraduate  students,  be- 
cause they  have  been  .so  heavily  fortified  in 
anatomy  and  in  .some  of  the  things  which  I 
think  of  as  rather  static  in  the  study  of  the 
human  body,  things  that  are  under  your  view 
but  don't  move  and  don't  do  anything,  a 
dead  liver,  a dead  si)leen,  a dead  heart.  Jjater 
on,  of  course,  it  is  supplemented  by  ])hysiology, 
but  still  too  heavily  fortified  l)y  the  organic, 
so  that  the.se  young  men  come  to  worshi])  at 
the  altar  of  organic  di.sea.se,  and  they  sigh 
with  gi-eat  happiness  when  they  talk  about 
etiology  — that  is,  before  I get  through  with 
them.  J>atei',  they  think  rather  differently. 
However,  at  first,  they  say,  “(Jive  us  the 
causes  that  we  can  see,  that  we  can  j)ut  under 
the  micro.scoi)e,  like  the  spii'ochete  of  syphilis, 
that  we  can  .see  in  the  chemical  test  tube  as 
in  urenna,  the  orgaiusm,  the  other  things  that 
can  be  .seen  and  sometimes  felt,  touched,  weigh- 
ed and  sometimes  even  smelled.” 

They  are  the  things  which  the.se  youngsters 
say,  “we  can  understand.  They  ai'e  the 
kinds  of  cau.ses  which  appeal  to  us.”  And  yet 


those  causes  are  accountable  for  .something 
le.ss  than  50  ])er  cent  of  human  disease. 

It  is  the  imponderable,  but  nevertheless 
moi'e  real  and  concrete  things,  the  things  that 
are  j)reponderantly  psychic  and  emotional,  the 
things  that  you  can't  ])ut  under  a microscope, 
or  see  in  a te.st  tube,  or  touch  and  weigh  and 
measure  which,  gentlemen,  with  the  modern 
point  of  view  concerning  medicine,  become  in- 
creasingly imi)ortant  every  day  of  your  i)rac- 
tice. 

A man  can  have  just  as  bad  a headache  be- 
cause of  an  unsolvetl  emotional  conflict  as  he 
can  if  he  has  a brain  tumor.  You  can't  see 
the.se  things,  but  you  also  can’t  see  love  and 
hate  and  frusti-ation  and  jealousy.  I think 
maybe  you  can  see  them,  I will  amend  that 
statement.  You  can  .see  them  in  their  l)odily 
profiles. 

There  is  in  my  mind  at  this  minute  an 
episode,  one  of  many  in  World  War  I,  and 
this  illustrates  the  unification  of  the  function 
of  the  human  organism.  There  stood  before 
me  in  a dugout  in  France  a tine  officer,  who 
had  been  repeatedly  cited  and  promoted  on 
the  fields  of  battle  for  great  gallantry  and 
courage,  and  who  had  made  an  important  con- 
tribution to  the  battle  we  were  fighting  then. 
He  stood  before  me  in  a blue  funk.  That  was 
in  the  28th  Division  in  France.  He  .said. 
“Major,  you  have  got  to  send  me  back  to  the 
hospital.  I can’t  lead  my  men  tomorrow.” 

There  was  an  action  scheduled  for  the  next 
da.v.  I said,  “But,  IMajor,  why?  You  have 
been  promoted,  within  a few  weeks,  from  Lieu- 
tenant to  iMajor.  You  have  distinguished 
yourself.  You  have  showed  great  familiarity 
with  military  tactics  and  tremendous  and 
superb  courage.” 

He  shook  his  head  and  he  .said,  “No,  I can't 
go  on,  because,  as  yott  know,  in  this  National 
(iiiard  outfit  of  ours,  I know  these  boys  1 
am  sup])osed  to  lead  into  action  and  liave 
led  into  action.  1 know  them  and  I know 
their  families.  1 have  grown  up  with  many 
of  them.  Sui)])ose  1 give  a wrong  order  and 
it  costs  the  lives  of  many  of  these  tine  young 
men?”  ; 

That  is  an  ethical  problem,  that  is  an  emo- 
tional ])roblem,  and  yet  you  could  be  ten  feet 
from  him  and  see  the  bodily  profiling  of  his 
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torn  emotions.  His  face  blanched  white, 
sweat  standing  out  on  his  brow.  I didn ’t  have 
to  take  his  pulse  to  know  it  was  more  than 
150.  You  could  see  the  upheaval  of  the  great 
vessels  of  the  neck.  He  was  trembling  like  a 
leaf. 

I couldn’t  see  and  you  couldn’t  see  and 
measure  his  ethical  problem,  but  you  could  see 
the  physical  expression  of  it,  and  I never  saw 
a better  exemplification  of  the  unity  of  human 
functioning. 

Contrariwise,  a physical  situation  of  any 
kind  penetrates  every  nook  and  recess  of  the 
liuman  emotions  and  is  reverberated  and  re- 
percussed  there.  Delirium  of  fever,  is  a 
physical  thing,  preponderantly;  temperature 
goes  up,  the  infection  has  increased,  the  bodily 
resistances  are  lowered,  and  there  suddenly 
comes  a stage  we  call  delirium.  And  yoAi  say 
that  is  a physical  process,  but  study  the  out- 
pouring of  the  delirium,  the  things  that  come 
out  which  are  not  in  that  person’s  conscious- 
ness, the  things  that  come  out  that  have  been 
repressed  in  his  past  life,  the  outpouring  from 
the  very  depths  of  the  unconscious  psyche. 

I suppose.  Dr.  “T,  ” that  is  one  of  the 
reasons  why  I understand  in  modern  surgical 
hospitals  wives  of  husbands  going  to  be  oper- 
ated on  are  not  permitted  in  the  anaesthesia 
room,  because  no  one  knows  just  what  might 
come  out. 

So  these  are  the  incidental,  imponderable 
but  very  real  things  in  human  disease,  the 
things  that  are  preponderantly  emotional  and 
psychic,  the  whole  basis  again,  I say,  of  psy- 
chosomatic medicine,  interwoven  of  many  hu- 
man ingredients,  human  conflicts  are  produc- 
ed, the  mind  is  a veritable  battlegi’ound. 
There  are  aggressions,  hostility,  guilt  feelings, 
and  a whole  train  of  things  that  may  perhaps 
be  finally  expressed  in  some  eonstellation  of 
so-called  jisychosomatic  symptoms  — head- 
ache, backache,  nausea,  vomiting,  tachycardia. 

So,  gentlemen,  as  you  practice  medicine, 
you  may  have  seen  two  patients  within  two 
hours  of  each  other,  and  they  may  have  much 
the  same  symptoms.  In  one  case,  the  first  pa- 
tient, the  situation  is  preponderantly  due  to 
real  tissue  pathology  of  the  cardiovaseular  ap- 
paratus, and  in  the  next  patient,  with  almost  a 


replica  of  the  symptoms,  it  is  due  to  tlie  wear 
and  tear  of  repressed  serious  mental  conflicts. 

I think  there  is  too  much  thought  in  all  of 
medicine  about  placing  a diagnostic  label  on 
something.  Mueh  more  important  is  tlie  phi- 
losophy of  etiology,  and  not  an  exact  labeling, 
because  the  danger  of  that  is  that  when  you 
affix  the  label  of  arthritis  or  pneumonia  or 
even  malignancy,  you  think  that  the  job  has 
been  finished.  I thought  of  a jingle  last  night. 
I liope  you  will  forgive  me  if  I pass  it  on  to 
you.  I thought  of  it  last  night  when  some- 
thing uninteresting  was  going  on:  “Little 

Jack  Horner  sat  in  a corner,  eating  his  diag- 
nostic pie.  He  stuck  in  his  thumb,  pulled  out 
a plum  (labeled  it  very  neatly  and  concisely 
with  a diagnosis)  and  said  what  a smart  boy 
ami.” 

He  wasn’t  at  all  smart,  and  none  of  us  are 
smart  if  we  do  that  sort  of  thing,  if  we  close 
the  books  of  our  patients  ’ cases  by  putting  on 
them  some  diagnostic  label. 

In  the  few  more  minutes  at  my  disposal,  I 
want  to  say,  first,  that  it  is  never  permissible 
to  think  in  finished  terms  etiological ly  of  any 
human  disease,  no  matter  how  well  the  facts 
of  that  human  disea.se  are  known.  You  could 
tell  me  of  many  things  in  your  fields  in  which 
you  say,  “We  know"  about  that  thoroughly.” 
You  know  the  cause,  you  know  the  pathology, 
you  know  the  symptoms,  you  know  the  prog- 
nosis and  you  know  the  treatment. 

The  one  disease  the  psychiatrist  would  nat- 
urally think  of  would  be  paresis.  He  would 
say  to  you,  “We  know  about  paresis.  We 
know"  it  is  due  to  the  spirochete  of  syphilis  in 
the  brain  structure.  We  know  the  pathology 
so  W'ell  that  we  can  often  tell  at  autopsy  by 
feeling  the  tissues  whether  the  patient  is 
paretic.  ’ ’ 

He  can  certainly  tell  that  from  the  study 
of  the  effects  on  the  brain.  He  knows  his 
symptoms  and  he  knows  the  prognosis,  and  he 
know's  the  best  that  is  known  about  treatment. 
But  I say  to  you  he  doesn’t  begin  to  know- 
real  ly  about  paresis  more  than  you  really  be- 
gin to  know-  about  pneumonia  or  tuberculosis 
or  influenza  or  poliomyelitis. 

And  one  thing  that  strikes  you  that  he 
doesn’t  know  is  this:  that  of  every  100  people 
who  get  syphilis  less  than  5 per  cent  get  neu- 
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rosyphilis,  and  ol'  tliat  5 i)oi'  cent  less  than  2 
per  cent  »et  paresis. 

Why  don't  they  all  get  j)aresis?  I know 
yon  can  give  various  reasons,  hut  you  cannot 
complete  the  formula,  either  in  paresis  or  in 
any  human  disease,  and  could  you  complete 
all  those  farmulas  there  would  be  no  more  in- 
terest in  the  })ractice  of  medicine. 

So  1 make  the  ])lea  for  you  to  think  in  cer- 
tain terms  at  least  of  the  non-spocificity  of 
human  disease.  Not  that  di.seases  are  not 
caused  by  germs,  bacilli,  toxins  and  so  on. 
There  are,  but  do  not  think  of  this  as  having 
finally  disposed  of  the  situation  in  human 
sickness  or  in  individually  sick  per.sons.  There 
is  still  a good  deal  that  has  not  yet  been  writ- 
ten into  the  formula,  and  much  more  important 
than  the  disease  is  the  person  who  has  the  sick- 
ness. 

It  is  true  in  i)sychiatry  and  it  is  true  in 
general  medicine.  iUuch  more  impoi'tant  than 
the  arthritis,  after  you  have  studied  it,  is 
i\lary  dones  who  has  the  arthritis,  and  how 
does  she  get  along  with  her  husband  and  what 
has  been  her  past  life.  ]\Iuch  more  important 
than  the  actual  facts  of  cardiovascular  dis- 
ease is  the  ])erson  who  has  that  j)articular 
cardiovascular  disease. 

Fix  your  attention  on  the  person  who  is 
sick  a little  more  and  less  on  the  sickne.ss  itself. 
I can  take  an  analogy  from  what  animals  do 
when  they  are  confronted  with  the  threat  to 
their  physical  survival.  Animals,  gentlemen, 
u.se  the  weapons  with  which  nature  has  en- 
dowed them.  They  use  the  weai)ons  with 
which  they  have  ex])erience  iji  evei'y-day  life 
and  which  they  have  found  ai'e  tiTist worthy 
in  meeting  the  threat  to  their  survival. 

There  are  the  poundage  animals  like  the 
elei)hant  and  the  rhinoceros.  When  their  life 
is  threatened  by  danger  they  use  {)Oundage, 
the  mammoth  muscular  strength,  and  charge 
into  the  danger  head  on,  attempting  and  often 
succeeding  in  demolishing  it. 

And  then  we  come  to  the  great  cats,  like 
the  lion  and  the  tiger  and  the  j)anthei-.  What 
do  they  do  when  their  life  is  in  .jeoi)ardy? 
They  use  their  strength,  also,  but  i)ai'ti(udarly 
they  use  the  tearing  j)owei'  of  their  fangs  and 
their  claws  and  their  feline  cunning  and  sa- 
gacity. 


Then  you  come  to  an  interesting  animal, 
which  I sometimes  think  of  as  the  animal  rep- 
lica of  certain  kinds  of  schizophrenia,  the 
oi)Ossum.  When  the  opossum  is  in  danger, 
when  its  life  is  threatened,  it  i)lays  dead,  and 
so  do  some  of  our  patients  in  the  wards  of 
our  hospitals. 

And  then  you  come  marvelously  to  the  great 
myriads  of  insects,  whose  life  is  constantly 
in  danger,  who  seem  on  the  surfaces  weak 
and  defenseless,  and  yet  they  save  their  lives 
time  after  time  by  the  power  of  their  camou- 
flage by  which  they  merge  into  a leaf  of  a 
tree,  or  into  the  trunk  of  a tree,  or  into  a clod 
of  dirt,  .so  that  by  achieving  inconspicuousness 
they  save  their  lives. 

Hecently  I have  been  interested  in  study- 
ing perhaps  the  most  amazing  mammal,  the 
sloth.  1 don 't  know  if  you  know  about  the 
sloth.  1 didn't.  There  is  absolutely  no 
reason  why  the  sloth  should  survive  in  the 
jungles.  The  sloth  is  dim-witted,  hard  of 
hearing,  and  doesn't  see  very  well,  half  blind. 
He  is  so  dim-witted  and  so  hard  of  hearing 
and  so  impaired  in  his  vision  that  when  a baby 
sloth,  which  clings  to  the  matted  fur  of  the 
mother,  drops  to  the  ground  and  rolls  away, 
usually  the  baby  gives  a little  cry  of  distress, 
and  the  mother  very  slowly  and  slothfully 
•starts  off  to  find  it.  In  more  than  half  of 
the  cases  she  never  ffnds  the  baby,  because 
•she  can't  .see  well  enough,  she  can’t  hear  well 
enough,  and  she  is  so  dim-witted  that  .she  may 
I)a.ss  within  six  inches  of  the  baby  and  never 
find  it. 

It  takes  the  sloth  .several  weeks  to  travel 
two  miles.  The  sloth  is  api)arently  so  indif- 
ferent to  the  passions  of  life  that  .sometimes, 
when  engaged  in  the  prei)aratory  ])ha.ses  of 
sexual  relationshij),  both  male  and  female 
seemingly  forget  the  business  in  hand  at  its 
most  passionate  moment  and  retire  to  the  tree 
to  hang  by  their  toes. 

That  is  the  sloth,  defenseless,  seemingly  ab- 
solutely defenseless,  and  yet  the  sloth,  in  spite 
of  that,  not  only  survives,  not  only  escapes 
its  enemies,  but  is  actually  increasing. 

There  are  several  reasons  for  this,  and  one 
of  the  reasons  is  the  ])oint  I have  made,  that 
it  u.ses  its  natui'al  defenses.  It  hangs  from  a 
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tree  and  it  looks  like  the  rest  of  the  tree.  That 
helps. 

It  has  no  body  odor,  strangely.  The  thing 
that  doesn't  move  much,  you  would  think  it 
would  smell  to  high  heaven,  hut  it  doesn't 
have  any  body  odor.  And  then,  it  eats  tlie 
kind  of  foliage  which  all  the  other  animals 
in  the  jungle  absohxtely  despise  and  have 
nothing  to  do  with.  So  it  has  unlimited  food 
supply,  and  therefore  the  sloth  survives. 

The  point  I make,  that  is  an  analogy  from 
animal  life,  is  that  when  human  beings  are 
threatened  with  psychological  menace  or  psy- 
chological dissolution,  they,  too,  use  the  par- 
ticular weapons  which  that  certain  person- 
ality, Mary  Smith  or  John  Jones,  has  found 
useful  in  every-day  life.  And  so  the  struc- 
ture of  human  functional  disease  is  built  and 
each  person  has  a little  different  design  in 
his  particular  house  of  functional  illness  than 
any  other  human  being. 

The  moral  is  to  look  at  the  person  who  is 
sick  and  less  at  the  sickne.ss  which  he  has. 

Another  philosophical  concept  might  be  de- 
rived from  the  preaching  of  a great  psychia- 
trist, Adolph  Meyer.  It  is  unfortunate  that 
it  is  clothed  in  a lot  of  strange  sounding  Greek 
root  words  and  verbs,  but  the  important  part 
of  his  concept  was  an  extremely  valuable  and 
significant  contribution  to  the  practice  of 
psychiatry  and  the  practice  of  medicine. 
Adolph  Meyer  .said  that  you  should  look  at 
the  person  who  comes  into  your  office  or  is 
before  you  in  some  other  way,  who  is  sick, 
and  you  should  say  to  yourself  — and  he  was 
talking  about  psychiatry  — “This  is  perha])s 
the  final  maladjustment.  It  might  be  schizo- 
phrenia, it  might  be  anxiety  neurosis,  or  it 
might  be  conversion  hysteria.”  In  your  field 
of  medicine  it  might  be  heart  disease,  it  might 
be  arthritis,  it  might  be  something  else.  Adoliffi 
Meyer  said,  “You  look  at  that  patient  and 
the  long  lifeline  of  his  history,  and  you  come 
upon  certain  facts.  You  don’t  come  upon 
them  all,  but  you  come  u])on  certain  facts 
which  have  been  significant  in  producing  this 
final  maladjustment  of  emotions  and  of  tis- 
sue. ’ ’ 

And  I have  such  an  actual  case  very  badly 
illustrated  on  the  board.  This  young  woman 
came  to  me  at  the  age  of  21  with  schizo])hrenia. 


or  I should  say  she  was  brought  to  me.  I have 
omitted  all  but  a few  of  the  salient  facts  from 
her  life  history.  She  illustrates  the  i)sycho- 
biological  point  ot  view  in  tlie  study  of  human 
disease. 

She  was  born  at  the  age  of  zero.  That  is 
the  age  you  are  born  at  as  far  as  I can  de- 
termine. The  orientals  say  they  are  one  year 
old  when  they  are  born.  Here  we  are  zero 
years  old.  But  she  was  born  in  difficult  in- 
strumental labor.  That  might  mean  some- 
thing, it  might  not.  It  is  a fact  worth  record- 
ing. At  the  age  of  four,  she  was  in  an  auto- 
mobile accident  and  had  a head  trauma.  She 
was  unconscious  for  approximately  30  min- 
utes, no  fracture.  That  might  mean  some- 
thing, it  might  not.  It  is  too  early  to  discard 
it  as  a factor. 

At  the  age  of  7 she  had  a mental  trauma. 
She  was  cornered  by  some  tramp  in  an  alley 
and  he  exi>osed  his  genital  apparatus  and 
made  this  little  frightened  girl  look  at  it. 
That  might  be  important.  It  was  a mental 
trauma. 

At  the  age  of  12  she  was  much  uj)set  by 
her  first  menstrual  period.  She  had  been  illy 
prepared  for  it.  She  was  frightened  by  the 
hemorrhage.  First  she  felt  she  had  some  ter- 
rible sickness  and  was  going  to  die,  and  then 
she  felt  she  had  committed  some  terrible  sin 
— a very  common  reaction  in  girls  who  have 
not  been  prepared  for  the  menstrual  ])eriod, 
and  a very  serious  one. 

At  the  age  of  15,  .she  broke  her  wrist,  a 
Code’s  fracture.  You  say  that  is  trifling. 
Usually  it  is.  This  fracture  happened  to  be 
badly  set.  The  surgeon  didn ’t  do  a good  job, 
and  she  had  a very  bad  deformity.  In  the 
life  of  a young  woman  that  might  be  impor- 
tant. 

At  the  age  of  19,  .she  had  her  only  love  af- 
fair in  her  life,  which  ended  disa.stroiisly  and 
very  unha])pily. 

And  then,  just  before  she  was  bi'ought  to 
see  me  she  had  slashed  her  wrist  with  a razor 
blade  and  attempted  suicide.  And  here  she 
was  before  me  with  schizophrenia. 

Another  factor  all  through  her  life  — and 
a very  important  one  — was  that  practically 
from  birth  to  the  age  of  20  she  was  under 
the  disfavor  of  her  father,  who  much  preferred 


17G 


Delaware  State  ]\Iedical  Journal 


August,  1950 


Jin  oldor  sister,  who  was  pi'ettier,  who  had 
ap])arently  more  intellis>ence,  who  was  socially 
n.ore  adept  and  so  forth.  So  she  was  under 
the  bar  of  her  father's  disfavor  and  did  not 
liave  from  him  the  tliini>’  which  is  so  much 
neetleil  to  jiromote  the  growtli  of  a sound  per- 
sonality — being-  wanted  and  loved  and  given 
a certain  amount  of  im])ort;ince  in  the  family 
constellation. 

Schizophrenia  at  the  age  of  21.  1 might 

substitute  for  .schizoiihrenia  tuberculosis,  ar- 
thritis, many  of  the  human  di.seases,  and  in 
the  same  way  I think  it  makes  for  a sounder 
philosophy  of  thinking  and  a .sounder  tech- 
nicpie  of  treatment  if  you  have  in  mind  a kind 
of  life  chart  of  the  jiatient  who  is  now  before 
you  with  some  human  disea.se. 

Finally,  I sum  up,  giving  you  a formula 
which  I have  used  in  practice  for  a good  many 
years.  I think  it  is  equally  applicable  to  your 
work,  and  it  exiilains  certain  rather  interest- 
ing things.  As  you  look  at  the  jierson  who  is 
sick,  say  to  younself,  ‘‘what  is  the  predisjui- 
sition  of  this  individual  to  illness,  and  per- 
ha]»s  to  the  particular  illne.ss?’’  And  by  pre- 
disiio.sition  you  mean  things  that  result  from 
the  constant  interaction  between  jierson  and 
environment,  things  whieh  have  been  accumu- 
lated on  the  debit  side,  vulnerability,  predis- 
])Osition,  the  kind  of  things  I talked  about 
when  1 talked  of  what  is  i)redisi)Osing.  That 
is  on  the  debit  side,  in  reading  the  ledger  of 
that  ])erson's  life. 

And  then  you  have  to  add  something  called 
sti-ess  — stre.ss  very  broadly  interpreted,  per- 
hai)s  acute  dramatic  .stress,  some  great  calam- 
ity in  the  i)orsonal  life  of  that  individual. 
And,  rather  more  imi)ortantly,  long,  drawn- 
out  stres.s,  situations  of  all  kinds,  physical  and 
emotional,  which  continue  to  operate  di.s- 
aslrously  and  from  which,  seemingly,  there  is 
no  escjipe,  so  that  gradually  the  wear  and 
tear  on  that  individual  becomes  a serious 
thing. 

You  have  these  two  symbols  in  the  formula, 
predisposition  plus  stress.  Hut  the  individ- 
ual also,  in  his  life  encounter  with  his  en- 
vironment not  only  has  his  debits,  but  also 
has  his  victories.  He  is  not  always  vaiupiish- 
ed  by  his  environment  but  he  also  overcomes 
difficulties  of  environment,  and  he  gains 


sti-ength  of  personality  in  his  victories.  So 
that  every  individual  gains  a certain  amount, 
a varying  amount  of  resistance  against  human 
disease. 

So  when  you  have  your  predisposition  jjIus 
.stress  divided  by  resistance  ejjuals  something 
1 call  R1  ,R2,  R3,  R4,  R5,  because  the  severity 
isn't  in  the  specificity  of  the  disease,  it  is  in 
the  jjatient's  previous  life  history. 

This  is  as  true  in  your  field  as  it  is  in  mine. 
Sometimes,  as  you  know,  tuberculosis  is  not 
too  serious  a thing.  It  mjiy  be  a small  lesion 
at  the  ai>ex  of  the  lung.  In  another  person  it 
is  much  more  serious,  bone  tuberculosis,  and 
finally,  there  is  a malignant  tuberculosis,  .so- 
called  miliary,  in  which  the  bacillus  is  in 
the  blood  stream. 

And  so,  too,  in  my  field,  schizoi)hrenia  may 
not  be  too  .serious,  or  an  anxiety  neurosis  may 
be  disposed  of  in  a rea.sonably  short  period  of 
time.  But  in  another  individjial  they  may  be 
extremely  serious,  so  serious  that  they  may 
deserve  to  be  sijoken  of  as  malignant. 

That  isn't  becau.se  the  person  comes  down 
with  a certain  kind  of  thing  as  much  as  it  is, 
what  are  the  things,  the  i)revious  things  in 
this  individual's  life,  which  determine  not 
only  the  kind  of  reaction  but  which  determine 
the  depth  and  severity  of  that  reaction. 

I think  fairly,  I hope  not  with  unjustifiable 
enthusiasm,  I give  you  these  few  lessons  from 
the  pages  of  irsychiatry,  which  I believe  it 
would  be  profitable  to  carry  into  the  every- 
day ijractice  of  medicine. 

Again,  1 say  I am  most  happy  at  this  well 
deserved  honor  which  has  been  accorded  my 
life-long  and  dear  friend.  Dr.  Tarumianz. 

Ill  A.  49th  Street. 

Discussion 

President  Tarumianz:  If  I may  be  allow- 
ed to  say  a word  about  Dr.  .Strecker's  compli- 
ment to  me,  1 really  don't  deserve  all  that  he 
has  said.  I would  not  have  been  able  to  do 
anything  without  Dr.  Strecker's  a.ssistance  in 
teaching  and  guiding. 

Dr.  Strecker  is  a younger  man  than  1 am, 
but  we  have  worked  together  for  the  past  30 
years.  To  me  he  has  been  inspirational.  i\Iy 
ideal  of  jisychiatry,  medicine,  and  citizenshiip 
and  consideration  for  humanity  has  been  in- 
coriiorated  at  all  times  by  Dr.  Strecker's 
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ideals.  He  is  a good  philosopher,  as  yoiL  all 
know.  He  is  a splendid  citizeLi,  he  is  a good 
man  all  aroiLnd,  but,  above  all,  he  is  a good 
doctor. 

This  lectiLre  of  Dr.  Strecker’s  is  really  very 
timely,  since  I know  from  my  experience  of 
long  years  every  physician  is  uncoLisciously 
practicing  psychiatry  every  day,  so  I am  sure 
we  have  all  gained  something  from  this  Ilolll- 
that  we  have  spent  listening  to  Dr.  Strecker’s 
lecture. 

There  Liever  will  he  a time  wheLL  there  will 
be  enough  psychiatrists  for  specialists  and 
general  practitioners  to  refer  all  psychiatric 
cases  to  psychiatrists,  at  least  not  in  the  next 
20,  25,  30  years.  So  it  is  iiecessary  for  every 
physician,  regardless  of  what  type  of  special- 
ty he  is  engaged  iiL,  to  know  the  fundamentals 
of  psychiatry. 

Psychiatry  is  the  foiLiidatioiL  of  the  practice 
of  medieiiLe,  theer  are  no  two  words  about  it, 
because  it  is  the  only  branch  of  medicine 
which  considers  the  human  being  as  a whole 
organism. 

Dr.  F.  M.  H.4.RRLSON  (FarnhiLrst)  : Dr. 

Strecker  has  just  given  us  much  food  for 
thought  in  his  excellent  exposition  of  some 
of  the  dynamics  in  psychiatry.  In  fact,  I find 
that  he  has  .so  completely  covered  his  subject 
that  it  is  difficLLlt  to  pick  any  bones  with  him, 
so  to  speak,  or  even  to  select  any  one  phase 
of  his  iiresentation  which  should  be  empha- 
sized more  than  the  other. 

From  what  he  has  told  us,  however,  it  is 
quite  evideiLt  that  certainly  every  physician 
should  have  an  understanding  of  the  dynamics 
and  principles  of  psychiatry,  and  should  cul- 
tivate the  psychiatric  point  of  view  which 
stresses  the  individiLal  factors  in  disease,  par- 
ticiLlarly  as  they  exiiress  themselves  at  the 
psychological  level. 

Psychiatry  certainly  stands  in  close  and 
intimate  relation  with  medicine  and  hence  it 
miLst  always  represent  an  important  chapter 
to  the  clinician. 

The  internist,  as  has  already  been  pointed 
out,  will  certainly  fail  in  his  work  unless  he 
is  accpLainted  with  the  aims  aiLd  methods  of 
psychiatry,  and,  at  the  sanie  time,  the  psy- 
chiatrist caLL  become  expert  only  after  a thor- 
ough traiLiing  in  internal  mediciiLe. 


As  Dr.  Strecker  has  pointed  out,  there  still 
persists  in  the  mind  of  the  public  and  in  the 
thinking  of  a section  of  the  medical  profes- 
sion the  naive  belief  that  psychiatrists  are 
hopelessly  groiiing  in  the  dark  for  the  causes 
of  the  symptoms  aLid  the  diseases  which  occur 
iiL  their  patients.  This  belief  is  a survival 
of  the  idea  of  demoniacal  possession,  and  even 
more  bizarre  superstitions.  Actually,  as  Dr. 
Strecker  has  pointed  out,  psychiatry  has  ac- 
cumulated a considerable  body  of  etiologic 
information,  and  it  is  true,  of  course,  that  in 
several  fields  of  mental  disease,  notably  in 
schizophrenia  and  maiiic  depressive  iisychosis, 
the  specific  causative  factor  still  eludes  scien- 
tific research. 

Nevertheless,  even  here  much  progress  has 
been  made,  particiLlarly  in  chemical,  meta- 
bolic, neiLrophysiologic  and  electrical  investi- 
gations, and  in  the  intensive  study  of  the  dif- 
ferent personality  types. 

Perhaps  one  of  the  greatest  contributions 
psychiatry  has  made  to  scieLitific  medicine,  as 
Dr.  Strecker  has  mentioiLed,  is  its  emphasis 
OIL  the  importance  of  the  emotioiLS  iLi  the 
dynamics  of  disease.  At  the  beginLiing  of 
this  century,  there  was  a deeply  rooted  op- 
position to  the  idea  that  emotions  could  indiLce 
illness,  either  physical  or  mental.  Such  a 
thiiLg  was  geiLerally  repiLgnant  to  the  then 
current  medical  thought.  It  did  not  har- 
monize with  the  prevailiiLg  physio-chemical 
theory  of  disease  as  it  had  been  crystallized 
liy  the  lirilliant  achievemeiLts  of  the  cliniciaLis 
of  that  period. 

DiLe  to  the  emphasis  iilaced  upon  it  by  psy- 
chiatry, however,  it  is  llow  being  appreciated 
that  a large  proportioiL  of  all  patients  en- 
countered by  physicians  iLi  their  daily  prac- 
tice present  psychic  factors  and  emotioLial  con- 
flicts of  importance,  aiLcl  that  these  are  capable 
of  producing  a great  variety  of  fuLictioLial 
disorders  as  well  as  organic  or  structiLral 
changes  in  the  different  organs  of  the  body. 

Unless  these  facts  are  taken  into  coiLsidera- 
tion  by  all  physicians  their  therapy  will  be 
iiLeffective.  Dr.  Sti'ecker  has  mentioned  that 
the  important  thing  is  not  so  much  the  specific 
natLLre  of  the  illness  but  the  reaction  of  the 
individual  to  that  illness. 

Psychiati'y  has  always  emphasized  and 
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stressed  the  t'aet  that  the  individual  responds 
to  his  environment  as  a whole  and  that  lie 
brings  nothin'*’  to  hear  but  total  reactions  to 
the  specitie  problem  at  hand.  This  is  an  ex- 
tremely important  concept  in  etiology. 

Disea.se  is  a modality  of  organic  activities, 
and  like  all  organic  activities,  it  is  a reaction 
of  the  organism  as  a whole.  Disease  repre- 
sents not  the  responses  of  seiiarate  organs  or 
]>artial  reactions,  but  total  reactions  to  the 
causative  agents,  whatever  they  may  be.  The 
neuroses  and  the  jisychoses  are  the  best  ex- 
amjiles  that  we  have  of  this.  In  fact,  there 
is  really  no  such  thing  as  a local  disease,  strict- 
ly speaking.  All  diseases  are  general  in  na- 
ture and  affect  the  entire  organism.  Their 
jirincipal  manifestations,  however,  may  be 
more  or  less  localized. 

The  meaning  and  significance  of  these  facts 
to  internal  medicine  are  that  many  chronic 
conditions,  who.se  etiology  and  iiathogenesis 
are  unknown,  may  be  explained  as  total  re- 
actions of  the  organism  to  long  continued 
stress,  both  from  within  and  from  without 
the  organic  compensations  and  defenses  of 
the  ti.ssues,  finally  breaking  down  i)i  certain 
directions,  so  that  one  organ  becomes  involved 
to  a greater  extent  than  the  others. 

The  .study  of  di.sease  alone  as  a disease  can 
never  account  for  .symptoms  in  a complete 
way.  We  Tiiust  also  consider  the  dynamic 
factors  in  the  organism  at  all  times. 

In  closing,  I should  like  to  take  this  oppor- 
tunity to  congratulate  Dr.  Strecker  foi-  his 
very  stimulating  remarks  on  a highly  impor- 
tajit  .subject,  and  a very  significant  asi)cct  of 
clinical  medicine. 

Dr.  Howard  Koch  (Farnhurst)  : While  lis- 
tening to  Dr.  Streckei-’s  very  illuminating  dis- 
cussion on  the  modern  concept  of  etiology  and 
l)sychoi)athology  I felt  my.self  increasingly 
])reoccupied  with  one  (]uestion,  and  this  is  a 
({uestion  which  has  often  been  asked  me  both 
by  ])hysicians  and  by  laymen.  The  (luestion 
bi’ietly  is,  what  is  normal  in  psychiatry? 

I personally  feel  that  it  is  a (luestion  that 
is  rather  difficult  to  answer.  It  .seems  to  me 
that  in  ]).sychiat  rw  we  must  give  uj)  the  idea 
of  .some  absolute  norm  which  ap])lics  to  all 
individuals,  but  I think  wc  have  to  establish 


a series  of  norms,  i)erhaps  one  for  each  in- 
dividual who  comes  to  our  attention. 

Over  and  beyond  that,  I think  we  must  dis- 
criminate between  what  is  a norm,  let  us  say, 
and  what  is  an  ideal  for  each  individual.  The 
aim  of  ])sychiatry  is  to  try  to  attain  a cer- 
tain ideal  for  each  ])atic)it  who  comes  to  the 
l>sychiatri.st.  Very  often  we  fall  short  of  that. 
Nevertheless,  1 feel  that  that  should  be  our 
aim. 

Dr.  C.  J.  Katz  (Delaware  City);  Di-. 
Strecker  has  brought  out  or  pointed  u]>  two 
l)hases : fir.st,  that  there  is  no  difference  be- 
tween a ])hychiatrist  and  a surgeon  or  any 
other  specialist.  We  are  all  doctors  and 
should  remain  .so. 

Second,  the  i)hilosoi)hical  (pie-stion  of  mind 
over  matter  he  solves  in  a very  simide  way. 
He  .says,  “Never  mind,  it  doesn't  matter. 
Look  at  the  patient.” 


THE  DIAGNOSIS  AND 
TREATMENT  OF  EPILEPSY^ 

Bernard  J.  Alders,  i\I.D.,** 
Philadelphia 

Though  the  i)roblem  of  epilepsy  has  been 
reviewed  many  times  there  remain  problems 
of  practical  significance  upon  which  new  light 
is  constantly  being  shed.  For  this  reason,  a 
perusal  of  the  i)roblem  with  reference  to  is- 
sues which  are  freciuently  encountered  in  prac- 
tice may  be  of  considerable  interest.  The 
routine  account  of  the  clinical  features  of 
epile])sy  is  so  familiar  that  nothing  is  to  be 
gained  by  its  review,  and  the  comments  which 
follow  will  be  confined  to  those  issues  in  the 
diagnosis  and  treatment  of  e])ilepsy  which 
constitute  recui'ient  ])roblems  in  the  ])i-actice 
of  medicine. 

Classification.  Epilepsy  is  a symptom,  as- 
sociated with  many  causes,  and  it  is  there- 
fore more  consistent  with  the  facts  to  speak 
of  “the  epilei).sies“  than  of  epilepsy.  The 
fir.st  ste])  in  a problem  with  convulsive  seiz- 
ures must  be  that  of  classifieation  or  deter- 
mination as  to  whether  the  seizures  in  (piestion 
are  idio])athic  or  symi)tomatic  in  origin.  Those 
.seizures  for  which  no  cause  is  found  are  re- 
garded as  idiopathie,  while  the  term  sympto- 

•Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  11.  1949. 

‘•Professor  of  Neurology,  Jefferson  Medical  College. 
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matic  is  reserved  for  seizures,  whether  gen- 
eralized or  focal,  for  which  a specific  cause 
can  he  designated. 

The  classification  of  general  seizures  is  de- 
termined by  various  factors,  among  them  be- 
ing the  age  of  onset,  their  admixtures  with 
other  types  of  seizures,  their  time  of  occur- 
rence, and  the  character  of  the  physical  and 
laboratory  findings.  IMost  cases  with  general 
seizures  are  idiopathic  in  origin,  but  many 
are  symptomatic  in  nature.  It  is  a common 
error  however  to  designate  generalized  seiz- 
ures as  of  idiopathic  origin  without  further 
study.  Though  it  is  not  possible  in  the  ma- 
jority of  instances  to  determine  the  cause  of 
generalized  seizures  on  primary  examination, 
it  is  best  to  cla.ssify  such  cases  as  ‘‘seizures  of 
undetermined  origin”  until  further  studies 
can  be  made  to  indicate  their  precise  nature. 
The  process  of  study  and  selection  requires 
considerable  care  in  which  thoroughness  is 
more  important  than  experience. 

A patient  with  seizures  of  idiopathic  origin 
will  usually  reveal  nothing  on  i)hysical  and 
neurological  examination,  but  the  mere  pres- 
ence of  negative  neurological  findings  cannot 
in  itself  be  regarded  as  indicating  idiopathic 
epilepsy.  Many  types  of  seizures  of  sympto- 
matic origin  may  be  associated  with  negative 
examination,  but  the  disclosure  of  a history 
of  headache,  of  memory  disturbances,  of  al- 
coholism or  other  intoxicants  to  mention  only 
a few  random  examples,  will  suffice  to  arouse 
suspicion  that  the  seizures  may  be  of  sympto- 
matic origin  and  will  lead  to  the  appropriate 
studies  to  establish  or  exclude  this  impression. 
Consersely,  it  may  be  said  that  any  patient 
with  abnormal  neurological  findings,  no  mat- 
ter how  few  or  equivocal,  must  be  regarded 
as  having  a symptomatic  type  of  seizure. 

In  the  evaluation  of  evidence  concerning 
idiopathic  versus  symptomatic  seizures,  the 
age  of  onset  gives  valuable  general  evidence. 
Idiopathic  type  of  seizures  may  develop  at 
any  age,  but  their  tendency  is  to  appear  at 
some  ages  in  preference  to  others.  The  ma- 
jority occur  during  puberty  and  adolescence 
(10-20  years),  but  they  may  develop  at  any 
time  during  life.  It  is  true  that  generalized 
seizures  occurring  in  an  adult  must  be  re- 
garded as  being  of  symptomatic  origin  until 


proven  otherwise.  Clinical  experience  indi- 
cates however  that  it  is  not  uncommon  for 
idiopathic  epilepsy  to  appear  first  in  mature 
adults,  though  it  is  hazardous  to  derive  this 
conclusion  without  careful  laboratory  investi- 
gation during  which  the  patient  is  studied  by 
all  known  methods,  to  determine  whether  or- 
ganic disease  of  any  .sort  is  present.  In  gen- 
eral, seizures  occurring  before  2 years  of  age 
should  be  regarded  as  being  due  to  some  struc- 
tural cause  such  as  birth  injury,  congenital  de- 
fects or  degenerative  brain  disease.  From 
2-10  years  of  age  idiopathic  epilepsy  will  prob- 
ably account  for  most  cases,  but  trauma,  in- 
toxications, and  other  organic  processes  may 
be  responsible.  After  20  years  of  age  sympto- 
matic types  of  seizure  prevail  and  may  be  due 
to  various  causes,  some  of  which  are  relatively 
more  common  than  others.  It  seems  hardly 
desirable  to  consider  the  many  caLises  of 
symptomatic  seizures  since  those  due  to  tumor, 
trauma,  abscess,  vascular  disease,  syphilis,  de- 
generative and  other  processes  present  special 
problems.  Once  the  possibility  of  sympto- 
matic seizures  is  raised  the  cause  will  be  indi- 
cated by  special  findings  and  symptoms  which 
will  lead  eventually  to  the  diagnosis. 

Further  light  on  the  cause  of  the  seizures 
is  indicated  by  the  type  of  seizure  itself. 
Focal  seizures,  whether  motor  or  sensory,  are 
indicative  of  organic  brain  disease,  the  cause 
of  wdiich  must  be  determined  by  the  evidence. 
They  may  be  caused  by  any  of  the  numerous 
organic  conditions  resi)onsible  for  seizures, 
but  brain  tumor  is  probably  the  most  frequent 
offender.  Trauma,  abscess,  porencephaly,  en- 
cephalitis, metastatic  carcinoma,  birth  injury, 
multiple  sclerosis,  hypoglycemia,  and  vascular 
disease  may  also  be  responsible  for  focal  seiz- 
ures, but  some  of  the  conditions  mentioned 
are  rare.  On  the  basis  of  probabilities,  brain 
tumor  is  the  most  likely  condition  in  the  case 
of  an  adult  complaining  of  focal  epilepsy  of 
recent  onset  without  a previous  history  of 
trauma  or  infection.  The  seizures  may  be  set 
off  by  a tumor  in  any  part  of  the  cerebral 
hemispheres,  but  are  usually  the  result  of  in- 
volvement of  the  motor-sensory  areas,  the 
precentral  gyrus  in  the  frontal  lobe  and  the 
post-central  gyrus  in  the  parietal  lobe.  In- 
filtrating tumors  are  more  often  associated 
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with  focal  seizures  tluin  are  encapsulated 
tumors  such  as  meningiomas,  (ienerally  speak- 
ing, the  occurrence  of  focal  seizures  early  in 
the  course  of  the  disease,  before  the  develop- 
ment of  increased  pressure  signs  such  as  head- 
aches and  choked  disc,  or  focal  signs  such  as 
aphasia  or  hemiparesis,  is  a good  prognostic 
sign  and  indicates  that  the  tumor  is  of  a slowly 
growing  type,  either  a benign  tyi)e  or  glioma 
or  a meningioma,  and  indicates  also  that  the 
tumor  is  near  the  surface.  It  may  be  pertinent 
at  this  point  to  ])oint  out  that  the  com]>lete 
removal  of  a meningioma  or  the  resection  of  a 
glioma  does  not  result  in  the  eradication  of 
the  seizures.  In  the  case  of  meningiomas  .seiz- 
ures persist  after  operation  in  15-25%  of 
cases  and  the  incidence  is  even  higher  in  the 
case  of  gliomas.  This  fact,  too  frequently 
• \erlooked,  is  ini2)ortant  in  i)rognosis  and  ob- 
viously reipiiies  the  continued  use  of  anti- 
convulsants after  operation. 

Trauma  plays  not  as  imj)ortaut  a role  as 
tumor  in  the  ])roduction  of  focal  seizures,  but 
it  is  a factor  of  significance  and  there  are 
many  special  ]>rol)lems  jiosed  by  the  traumatic 
type  of  epilep.sy.  Statistics  vary  widely  con- 
cerning the  incidence  of  seizures  in  general 
in  head  injury  — 4.5%  (Sargent)  to  34% 
(Denny-Brown).  Though  the  .seizures  occur- 
ring after  head  injury  develop  within  1-2 
years,  there  may  in  some  instances  be  a delay 
of  10-20  years  before  .seizures  appear.  Local- 
ized brain  injury  is  imiiortant  as  a substrate 
for  the  apjiearance  of  .seizures.  This  is  usual- 
ly due  to  a penetrating  wound,  but  may  be 
a.ssociated  with  laceration  and  contusion  in  a 
clo.scd  head  injury.  )Most  ca.ses  of  seizures 
following  head  injury  are  the  result  of  iiene- 
trating  wounds  of  the  skull,  and  in  those 
instances  in  which  the  dura  has  been  torn  and 
lienetrated  the  develojiment  of  seizures  is  dis- 
tinctly more  freijuent  than  if  the  dura  is  in- 
tact. Seizures,  whether  generalized  or  focal, 
are  uncommon  in  clo.sed  head  injuries,  but 
they  may  develop  as  a result  of  laceration  and 
contusion  of  the  brain.  They  do  not  develop 
after  a simple  concussion.  Where  .seizxires 
appear  following  what  has  seemed  to  be  a 
simple  concussion  the  assumption  is  reasonable 
that  laceration  or  contusion  has  occurred, 
I)robal)]y  in  a silent  area,  and  serves  as  the 


focus  for  the  epileptic  discharge.  Seizures 
occurring  in  the  acute  .states  of  head  injury 
are  usually  the  result  of  a meningocerebral 
scar  but  may  rarely  be  due  to  chronic  abscess. 
Focal  seizures  are  not  common  in  subdural 
hematoma. 

It  would  be  hardly  ])rotitable  to  review  the 
features  of  the  many  conditions  which  may  be 
associated  with  focal  seizures,  but  it  may  be 
pertinent  to  ])oint  out  that  focal  seizures  may 
occur  late  in  porencephaly  even  though  the 
condition  may  have  been  long  present;  that 
they  may  usher  in  cerebral  hemorrhage;  and 
that  they  may  follow  l)rain  infections  of  va- 
I'ious  .sorts. 

Generalized  seizures  have  no  localizing 
siguiticance,  but  they  fre((uently  occur  with 
structural  brain  di.sease.  The  latter  must  al- 
ways be  suspected  in  an  adult  who  has  de- 
veloj)ed  seizures  for  the  first  time.  AVhere 
organic  di.sease  of  the  brain  is  present  gen- 
eralized seizures  are  usually  a.ssociated  with 
diffuse  brain  damage,  but  not  infreciuently 
they  may  occur  as  the  result  of  spread  of  the 
.seizure  discharge  from  a single  focus,  as  in 
the  case  of  a tumor  or  scar.  In  such  instance 
a careful  history  will  lead  to  the  recognition 
of  the  focus  of  discharge  as  indicated  by  the 
aura  or  the  symptoms  of  onset  associated  with 
the  seizure.  Failing  this,  laboratory  studies, 
|)articularly  the  electroencephalogram,  will 
provide  valuable  aid. 

Petit  mal  seizures  have  no  localizing  sig- 
nificance as  a rule,  but  are  sometimes  associat- 
ed with  a focus  in  the  tem[)oral  lobe.  In  cases 
of  hy])oglycemia  they  are  usually  vague  and 
ill-defined  and  offen  discarded  as  psychogenic 
in  origin.  In  the  majority  of  ca.ses  petit  mal 
attacks  are  the  result  of  idiopathic  epilepsy, 
but  they  may  at  times  be  a.ssociated  with  focal 
brain  di.sea.se  in  the  temporal  or  occipital 
lobes. 

Thei'c  are  many  intoxicants  which  may  at 
times  be  as.sociated  with  seizures,  but  apart 
from  lead,  alcohol  is  by  far  the  most  impor- 
tant. It  is  still  not  clear  what  role  alcohol 
plays  in  the  production  of  .seizures.  It  has 
been  said  that  it  serves  as  a ])reci])itant  in 
susce])tible  i)ersons,  but  this  amounts  to  no 
answer  at  all.  Though  the  use  of  alcohol  is 
no  greater  among  e])ilei)tics  than  in  non- 
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epileptics,  the  tact  remains  that  in  about  6 to 
8%  alcohol  seems  to  be  the  causative  factor. 
Regardless  of  the  mechanism,  there  can  be  no 
doubt  that  in  all  patients  in  which  alcohol 
seems  to  be  a factor  in  the  production  of  seiz- 
ures, no  alcohol  in  any  form  should  be  per- 
mitted. 

The  Problem  of  Heredity.  Epileptics  fre- 
quently want  to  marry,  and  one  is  often  faced 
with  the  problem  of  the  possibilities  of  epi- 
lepsy in  the  offspring.  What  can  one  tell  the 
partners  in  marriage  as  well  as  their  anxious 
relatives?  There  is  no  doubt  that  the  possi- 
bility of  epilepsy  in  the  offspring  is  greater  if 
both  parents  suffer  from  recurrent  idiopathic 
seizures.  If  one  parent  suffers  from  seizures 
the  chances  are  one  in  twenty  that  epilepsy 
will  be  inherited.  A good  deal  of  study  has 
been  directed  toward  the  EEGr  abnormalities 
in  epilepsy  and  it  has  been  found  that  in  60% 
of  the  families  of  epileptics  abnormal  EEG 
records  can  be  demonstated.  It  is  by  no  means 
possible  to  say,  however,  that  this  indicates 
epilepsy.  Until  more  is  known  of  the  specific 
meaning  of  the  dysrhythmias  noted  in  the 
EEG,  it  is  possible  only  to  record  the  findings 
without  further  comment.  At  present  it  is 
not  possible  to  say  whether  two  subjects  with- 
out epilepsy,  but  with  dysrhythmaa  by  EEG 
recordings  will  give  rise  to  epilej^tic  offspring. 
Compared  with  the  60%  of  relatives  with 
dysrhythmia,  only  2.4%  of  near  relatives  of 
non-institutionalized  patients  have  a history 
of  seizures.  Persons  with  dysrhythmia  there- 
fore outnumber  those  with  seizures  about  25  :1 
(Lennox). 

The  possibility  of  the  development  of  epi- 
lepsy in  the  offspring  becomes  one  chance  in  a 
hundred  (Lennox)  if  in  the  affected  parents 
(1)  a history  of  evidence  of  brain  injury 
antedated  the  seizi;res;  (2)  there  is  an  ab- 
sence of  epilepsy  in  blood  I'elativcs;  (3)  the 
seizures  began  later  than  infancy  or  child- 
hood; (4)  there  is  no  predisposition  to  seiz- 
ures in  the  spouse.  Some  light  is  thrown  on 
the  problem  of  inheritance  by  the  study  of 
seizures  in  twins.  A study  of  253  pairs  of 
twins  reveals  that  in  identical  twins,  epilepsy 
developed  in  both  twins  in  66.6%,  while  in 
fraternal  twins  both  individuals  were  epileptic 
in  only  3.15%  (Conrad). 


Related  to  the  problem  of  inheritance  is  the 
significance  of  seizures  occurring  in  infancy 
during  fever.  It  has  been  demonstrated  that 
about  20%  of  patients  whose  seizures  began 
at  puberty  or  later  had  an  isolated  convul- 
sion as  an  infant  (Lennox),  and  it  has  been 
assumed  that  febrile  convulsions  in  infancy 
may  presage  idiopathic  epilepsy.  There  is 
no  consistency  in  the  matter  however,  and  it  is 
certainly  true  that  many  convulsive  seizures 
developing  in  infancy  during  fever,  teething 
and  gastrointestinal  disturbances  are  never 
heard  from  again.  A recent  study  (Livingston 
and  Kajdi)  reveals  an  incidence  of  10%  of 
800  cases  which  developed  seizures  for  the 
first  time  during  a fever.  From  this  survey 
it  appears  to  be  true  that  the  age  of  onset 
of  the  seizures  is  not  as  significant  as  their 
number.  All  patients  whose  attacks  were  al- 
ways febrile  returned  to  normal,  whereas 
those  with  an  epileptic  background  continued 
to  have  convulsions. 

The  ElectroencephalogTam  in  Epilepsy. 

The  introduction  of  the  EEG  into  clinical 
neurology"  has  been  followed  by  its  wide  ac- 
ceptance in  the  diagnosis  and  study  of  epi- 
lepsy. Its  use  has  been  associated  with  er- 
roneous assumptions  which  assume  consider- 
able clinical  importance.  Among  these  are 
the  belief  that  the  EEG  is  abnormal  in  ad 
cases  of  epilepsy,  and  that  a negative  EEG  in 
a suspected  case  excludes  the  possibility  of 
epilepsy.  It  may  be  pertinent  therefore  to 
consider  these  as  well  as  other  assumptions, 
in  order  to  classify  the  role  of  the  EEG  in 
the  diagnosis  of  epilepsy. 

The  EEG,  like  any  other  laboratory  test, 
is  most  useful  only  in  confirming  the  diagnosis 
of  epilepsy.  Under  most  circumstances,  a 
careful  history  of  the  seizures  remains  still 
the  most  imi)ortant  step  in  the  diagnosis.  In 
doubtful  cases  the  EEG  reaches  its  highest 
state  of  usefulness,  since  an  abnormal  EEG 
may  determine  the  presence  of  epilejisy  as 
oi>posed  to  a psychogenic  reaction.  The  diffi- 
culty arises  from  the  fact  that  EEG  records 
are  in  most  cases,  interseizure  records,  taken 
at  a time  when  the  patient  is  having  no  con- 
vulsive seizures,  either  with  or  without  anti 
eonvulsants.  If  it  were  possible  to  take 
records  during  seizures  the  incidence  of  ab- 
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iiormnl  re<uliii»'s  wouUl  l)e  extremely  liigh, 
since  in  those  cases  in  which  it  has  been  pos- 
sihle  to  take  records  during  seizures  tlie  MK(J 
has  i)ractically  always  been  abnormal  and  has 
been  distinctive  for  the  type  of  seizure  ex- 
])erienced.  The  highest  incidence  of  abnormal- 
ity in  interseizure  records  is  found  in  the  j)etit 
mal  attacks,  which  are  abnormal  in  S5%  of 
cases.  Abnormal  waves  are  found  in  42% 
of  psychomotor  .seizures.  In  cases  with  grand 
mal  .seizures  the  EH(1  in  the  ])eriods  of  free- 
dom from  attacks  is  abnormal  in  only  15%  of 
cases.  For  pur])oses  of  emphasis  it  may  b(* 
repeated  that  the  EE(J  is  normal  in  15%  of 
]>etit  mal  ca.ses,  in  58%;  of  cases  with  ])sycho- 
motor  seizures,  and  in  85%  of  ])atients  with 
grand  mal,  during  the  interseizure  period.  If 
in  addition  to  this,  it  is  recognized  that  about 
15%  of  normal  subjects  have  an  abnormal 
EE(J,  it  then  becomes  clear  that  though  the 
EE(i  is  of  great  importance  in  the  diagnosis 
of  epilepsy,  greater  importance  must  still  be 
given  to  the  clinical  histoiy  of  seizures. 

Furthermore,  while  there  is  a high  degree 
of  fidelity  between  the  tyj)e  of  seizure  and  the 
EE(i  abnormality,  the  fact  remains  that  this 
is  not  always  the  case  and  that  a petit  mal 
l);'ttern  may  be  found  in  patients  with  gi'and 
m;’l  seizures  and  vice  versa. 

The  EE(J  in  epilepsy  is  valuable  under  the 
following  circumstances:  (1)  in  contirming 

the  diagnosis  of  epilei)sy,  bearing  in  mind  the 
high  incidence  of  noimal  readings  in  inter- 
seizuie  recoi’ds  for  some  types  of  attack;  (2) 
in  the  ditfei'cntiation  of  ei)ilei).sy,  particularly 
the  j)etit  mal  and  psychomotor  tyi)cs  of  seiz- 
ure, from  ])sychogenic  ei>isodes.  In  such  in- 
stances the  histoiw  is  often  inconclusive  and 
the  i)resence  of  an  abnormal  EE(1  may  estab- 
lish the  diagnosis;  (d)  in  disclosing  foci  of 
dischai'ge  in  the  cortex,  thus  aiding  in  the 
diagnosis  of  sym])tomatic  epilep.sy.  While 
it  is  helpful  in  judging  the  effects  of  treat- 
ment, it  is  not  as  valuable  as  clinical  observa- 
tion, since  (1)  seizures  may  persist  in  the 
j)resence  of  a normal  EE(i  ; (2)  the  EE(i  may 
change  relatively  (piickly  and  be  normal  at 
one  time  and  abnormal  at  another;  and  (3) 
an  abnormal  EE(1  may  be  present  in  cases 
with  well-controlled  .seizures. 

Treatment.  The  treatment  of  idiopathic 


ej)ilepsy  is  entirely  symptomatic,  since  it  is 
clear  that  it  is  seizures  which  are  treated  and 
not  their  cau.se.  Desjnte  this,  it  is  po.ssible 
to  perfoim  a satisfactory  job  of  controlling 
scizuies  i)i'ovided  sufficient  medication  is  given 
and  the  proper  tyi>e  of  treatment  presci'ibed. 
Most  cases  of  epilep.sy  are  undertreated  rather 
than  overtreated  because  phy.sicians  are  .some- 
times timid  about  prescribing  dosages  suf- 
ficient to  control  seizures.  The  tolerance  of 
ei)ileptics  for  most  of  the  drugs  available  is 
often  (piite  high  and  there  should  be  no  hesi- 
tation in  giving  enough  medication.  Failures 
in  treatment  result  also  from  imi)roper  ])rej>ar- 
ation  of  the  patient,  who  must  be  made  to 
recognize  frankly  the  nature  of  his  disability 
and  the  importance  of  faithfidness  in  taking 
his  medication  precisely  as  ])resci'ibed.  No 
liberties  should  be  permitted  in  changing  the 
time  or  amount  of  medication  without  the 
permission  of  the  i)hy.sician.  The  doctor  has 
a serious  responsibility  not  only  in  this  re- 
gard but  in  choosing  the  })roper  ty])e  of  medi- 
cation, since  it  is  common  knowledge  that  not 
all  epileptics  will  resi)ond  to  similar  types  of 
treatment.  I )isai)i)ointments  in  treatment  can 
be  avoided  also  by  the  use  of  more  than  one 
drug  when  the  conditions  re(piire  it.  It  often 
hapi)ens  that  a single  drug  may  l)c  only  par- 
tially effective  in  controlling  .seizures,  where- 
as the  addition  of  other  comi)ounds  will  be 
more  effective.  This  recpures  careful  study 
of  the  i)atient's  resi)onse  to  medication  and 
points  out  the  ]>rincii)le  that  i)atients  with 
seizui'es  cannot  be  discharged  after  a single 
survey.  They  must  be  followed  fre(iuently 
until  the  effective  combination  is  found.  Once 
this  is  established  it  should  not  be  changed 
excei>t  on  the  advice  of  the  doctor. 

Finally,  disappointments  can  be  avoided  if 
the  patient  and  the  family  are  warned  that  the 
determination  of  the  proper  dosage  and  com- 
bination of  drugs  may  take  time  and  effort 
and  will  recpiire  fj'e(pient  visits  before  it  can 
be  definitely  established. 

The  choice  of  drugs  in  grand  mal  seizures 
is  greater  than  it  was  only  a few  years  ago 
becau.se  of  the  development  of  effective  new 
compounds.  JHUintin  Sodium  has  provided 
physicians  with  an  effective  com])ound  in  the 
control  of  generalized  .seizures.  In  dosages 
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of  gr.  l}i  given  3-6  times  daily,  it  is  cai)able 
of  controlling  seizures  either  alone  or  in  con- 
junction with  other  drugs.  Its  side-effects, 
such  as  gum  hypertrophy,  dermatitis  and 
ataxia,  make  its  use  somewhat  limited  under 
special  circumstances;  so  that  when  it  is  pre- 
scribed, care  must  be  taken  to  avoid  undesir- 
able reactions.  If  these  develop  in  a patient 
in  whom  seizures  are  controlled  by  Dilantin 
Sodium,  the  drug  may  be  removed  completely, 
or  the  dosage  may  be  reduced  and  the  drug 
fortified  by  the  addition  of  other  drugs,  par- 
ticularly in  those  cases  in  which  Dilantin 
Sodium  appears  to  be  the  most  effective  rem- 
edy available.  Unfortunately,  there  is  no 
means  of  predicting  which  patients  will  de- 
velop reactions,  so  that  careful  supervision 
is  always  necessary.  It  is  obviously  of  little 
value  to  control  the  seizures  in  an  epileptic  if 
the  price  of  such  control  is  a disfiguring  gum 
hypertrophy.  Mesantoin  is  said  to  be  fully 
as  effective  as  Dilantin  Sodium  in  the  control 
of  grand  mal  seizures,  without  the  side-reac- 
tions of  the  latter.  My  experience  has  been 
that  it  is  not  as  effective  an  anti-convulsant  as 
Dilantin,  but  it  is  a useful  drug.  It  may  be 
used  as  the  drug  of  choice  in  a given  instance, 
and  if  found  not  to  be  effective,  may  be 
abandoned  or  used  in  conjunction  with  Dilan- 
tin Sodium.  Its  greatest  use,  in  my  estima- 
tion, is  as  an  adjunct  form  of  ti'eatment.  Not 
yet  available,  but  in  the  process  of  clinical 
trial,  is  a new  drug  Phemirone  (phenacety- 
lurea)  which  has  a low  toxicity,  possessing 
slight  sedative  action,  and  associated  at  times 
with  side-reactions  such  as  parasthesias,  palpi- 
tation, insomnia,  and  intensification  of  pre- 
existing personality  deviations  in  patients 
with  psychomotor  seizures.  It  is  given  in 
dosages  of  500  mg.  3 times  daily  with  meals, 
with  gradual  increase  of  the  dosage  to  6 tab- 
lets daily.  For  children  one-half  the  adult 
dose  is  recommended.  It  is  effective  in  con- 
trolling grand  mal  seizures,  appears  to  be  as 
effective  as  Dilantin  Sodium  and  Mesantoin, 
and  is  sometimes  effective  in  instances  in  which 
these  drugs  have  failed.  Its  special  value  how- 
ever appears  to  be  for  psyehomotor  seizures, 
but  it  must  be  used  cautiously  in  such  cases. 
Still  one  of  the  most  effective  drugs  in  the 
treatment  of  epilepsy  is  Phenoharhital,  wheth- 


er used  alone  or  in  conjunction  with  other 
drugs.  It  is  used  much  too  cautiously  be- 
cause of  the  drowsiness  and  the  slowing  of  in- 
tellectual responses,  but  epileptics  have  a high 
tolerance  tor  the  drug  and  in  those  eases  as- 
sociated with  side-effects,  Benzadrine  or  Dexe- 
drine  may  offset  the  mental  sluggishness  and 
drowsiness  in  part.  For  some  patients  Pheno- 
barbital  is  the  only  effective  drug  in  control- 
ling grand  mal  seizures,  and  the  same  is  true 
in  the  control  of  petit  mal.  It  should  be  used 
in  conjunction  with  other  drugs,  since  there 
are  many  patients  who  fare  better  on  Dilantin 
Sodium  and  Phenobarbital,  than  on  Pheno- 
barbital  alone.  Bromides,  because  of  their 
toxic  reactions,  have  fallen  into  disrepiite  but 
they  remain  one  of  the  most  usefi;l  drugs 
available  for  the  control  of  seizures.  Their 
best  use,  in  my  experience,  is  to  be  found  in 
conjunction  with  other  drugs,  and  the  addition 
of  small  doses  of  bromide  in  a stubborn  case 
may  result  in  complete  freedom  from  seizures. 
If  acne  develops,  the  drug  may  be  staggered, 
may  be  withdrawn  for  short  periods  regularly, 
and  again  renewed.  Some  patients  respond 
better  to  bi'omides  than  to  any  other  drug, 
just  as  in  the  case  of  Phenobarbital. 

Tridione  is  useful  for  petit  mal  but  has 
little  or  no  effect  on  grand  mal.  It  is  given 
in  dosages  of  gr.  5 three  to  six  times  daily. 
Its  side-reactions  consist  of  skin  rashes,  photo- 
phobia, and  agranulocytosis,  of  which  the  last 
is  by  far  the  most  serious.  Because  of  it, 
careful  check  mu.st  be  made  periodically  of  the 
blood  count.  It  has  a beneficial  effect  on  petit 
mal  seizures,  and  appears  to  be  more  useful 
in  children  than  in  adults.  It  should  be  tried 
in  patients  with  seizures  of  the  ]>etit  mal  va- 
riety, but  should  be  stopped  if  agranulocy- 
tosis develops. 

Ill  N.  49th  Street. 

Discussion 

Dr.  K.  M.  Corrin  (Wilmington)  : One  sees 
in  convulsions  a mechanism  observed  for 
years,  but  with  little  understanding  of  its  na- 
ture. Experimentally,  one  may  develop  or 
prevent  a convulsion,  or  stop  a convulsion 
midway  in  the  attack,  with  the  use  of  amyl 
nitrite  to  drop  the  blood  pres.sure;  and  yet 
the  mechanism  of  the  convulsion  remains  un- 
known. 
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Limited  knowlediie  of  this  plieiiomeium  is 
due  to  two  reasons.  First,  the  difficulty  of 
work  with  the  liraiu  and  the  nervous  system, 
es])eeially  iutraeranially ; and  second,  the 
scarcity  of  trained  workers  in  this  field. 

In  convulsions,  one  sees  a typical  exami)le 
of  how  in  medicine,  especially  in  psychiatry, 
the  i)hysieian  starts  with  the  mythical  idea 
of  etiology  ; then  swings  to  the  philosophical 
and  psychogenic  thought,  and  at  last  works 
out  the  mechanism  on  a logical  organic  basis, 
k'rom  study  of  the  convulsion  produced  by 
electrical  .shock,  chemicals,  or  in  other  ways, 
it  is  generally  understood  that  basically  a 
convulsion  is  physiological  and  definitely  or- 
ganic in  nature.  The  time  is  not  far  distant 
when  probably  this  disease,  and  many  other 
psychiatric  disorders,  will  be  placed  soundly 
on  an  organic  basis.  Psychiatry  is  gradually 
swinging  away  from  the  idea  of  a psychogenic 
origin  for  the  disea.se  of  the  brain,  back  to 
the  sound  scientific  organic  basis,  the  same  as 
for  all  other  forms  of  disease.  Even  in  de- 
mentia praecox  and  the  manic-dei)ressive  dis- 
eases, which  for  years  have  been  considered 
largely  iisychogenic  in  nature,  research  tends 
to  show  that  the  mechanism  is  foundeil  on  an 
organic  basis. 

As  Dr.  Alpers  so  well  expressed,  the  sheet 
anchor  of  treatment  remains  iJienobarbital. 
It  has  all  of  the  (pialities  of  a good  drug.  It 
is  chea]),  easily  obtained,  doe.sn't  deteriorate 
rai)idly,  is  effective,  and  retains  its  therapeu- 
tic effectiveness  over  time.  The  great  majority 
of  patients  do  better  when  taking  phenobar- 
bital,  if  it  is  skillfull.y  administered,  (correct 
dosage)  than  when  taking  any  other  drug. 
It  may  occasionally  be  combined  to  advantage 
with  dilantin  .sodium,  tridione,  or  other  drugs 
which  seem  to  have  a little  more  specific  effect 
for  certain  ty])es  of  convulsions.  (Many  fear 
[)henobai-l)ifal,  feeling  that  it  causes  mental 
deterioration,  or  that  it  is  habit  forming.  T 
have  never  known  it  to  become  habit  forming 
or  to  pimluce  mental  deterioration.  I think 
that  misconcei)tion  has  come  from  the  fact 
that  when  i)henobarbital  was  first  used  it 
was  used  with  chronic  epileptics  who  were 
having  severe  convulsions.  It  was  the  dis- 
ease (the  intracranial  jjre.ssure  and  anoxemia 
caused  by  the  comudsion  ) and  not  the  medi- 


cation causing  the  deterioration.  If  one  gives 
enough  i)henobarbital  to  control  the  convul- 
sions, 1/2  to  11/2  grains,  four  times  a day,  with 
an  effective  tlo.se  of  magnesium  sulphate  once 
a week,  combined  with  i)roi)er  food  and  fluid 
intake  and  the  correction  of  bad  habits  of  liv- 
ing, most  patients  stabilize  themselves  with 
little  disorder  of  their  mental  faculties.  The 
therapeutic  objective  is  to  correct  the  intra- 
cranial circulatory  disorder  producing  the 
convulsion. 

Dr.  Fritz  Freyhan  (Farnhurstj:  1 think 
it  is  a great  art  to  present  as  complex  an 
issue  as  epilepsy. 

One  of  the  remarks  which  I would  like  to 
make  is  the  reluctance  which  we  often  seem 
to  display  in  making  a diagnosis  of  idiopathic 
ei)ilepsy.  Actually  it  seems  that  the  prog- 
nosis in  a classical  ca.se  of  idiopathic  epilepsy 
is  so  much  better  than  in  a case  of  sympto- 
matic epilepsy  where  an  unknown  disorder  or 
tumor  or  infection  may  be  behind  the  path- 
ology. But  there  is,  because  of  the  so-called 
mysterious  aspects  of  ei)ilepsy,  sometimes  what 
I would  call  an  “emotional  allergy"  to  mak- 
ing a diagnosis  of  idiopathic  epilepsy,  al- 
though therapy  is  (juite  efficient  and  the  prog- 
nosis favorable. 

There  are  two  ciuestions  which  1 would  like 
to  ask  Dr.  Alpers.  One,  about  the  advisability 
of  routine  neuroencephalogram.  I know  that 
it  has  often  been  done  on  a routine  basis  even 
if  there  is  no  evidence  of  a neurological  dis- 
oi'der,  brain  lesion  or  tumor. 

Other  (piestiou  is  advi.sability  of  spinal 
drainage  in  epileptic  status,  esi)ecially,  per- 
hai)s,  ])reci})itated  by  alcoholism.  It  seems  to 
be  the  oi)inion  of  many  observers  that  there 
is  lirain  edema  and  marked  increased  pressure 
which  is  benefited  by  s])inal  drainage. 

Another  thing  that  I would  like  to  mention 
is  the  great  helj)  of  the  .sodium-amytal-method 
to  distinguish  between  the  i)sychogenic,  i.  e. 
the  hysterical,  and  the  organic  seizure.  I 
think  we  have  seen  many  cases,  es])ecially  dur- 
ing the  wartime,  where  diagnosis  of  ejnlepsy 
was  made,  and  where  the  simple  method  of 
the  sodium  amytal  interview  very  clearly  dem- 
onstrated the  i)sychogenic  background. 

I have  seen  many  of  these  ca.ses  myself.  I 
was  (juite  impressed  how  ea.sy  it  often  is  to 
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IiToduce  the  psychogenic  material  and  even 
to  precipitate  a so-called  seizure  while  the 
patient  is  in  the  hypnotic  state  induced  by 
intravenous  injection  of  sodium  amytal. 

I don’t  mean  to  say  that  this  method  is  the 
final  answer  to  the  differential  diagnosis,  but 
I don’t  think  it  is  overoptimistic  to  say  that 
over  50  per  cent  of  the  cases  with  psychogenic 
background  can  very  easily  be  demonstrated. 

I also  am  very  much  impi’essed  with  the  ef- 
fects of  benzedrine  in  those  eases  where  we 
have  to  give  a great  deal  of  phenobarbital.  I 
am  of  the  opinion,  as  Dr.  Alpers  has  stated, 
that  phenobarbital  in  many  respects  is  the 
most  efficient  drug.  I think  if  you  would 
early  in  the  morning  give  5 milligrams  of  ben- 
zedrine and  perhaps  again  at  noon,  the  drowsi- 
ness and  the  intellectual  retardation  of  which 
the  patient  so  often  complains  can  be  com- 
pletely neutralized. 

Finally,  I would  like  to  stress  the  impor- 
tance of  psychotherajiy  in  every  ease  of  epi- 
lepsy. I am  not  talking  about  any  fancy  sys- 
tem or  involved  method  of  psychotherapy,  but 
one  based  on  common  sense  procedure.  I 
think  the  average  epileptic,  as  soon  as  he  be- 
comes acquainted  with  the  fact  that  he  is 
an  epileptic,  reacts  to  that  fact  with  various 
emotional  states  of  tension  and  other  symp- 
toms. 

I think  that  psychotherapy  is  one  thing  we 
should  never  neglect,  to  always  give  as  much 
support  as  possible  from  the  emotional  view- 
point. 

Dr.  a.  L.  Ingram,  Jr.  (Wilmington)  : I 

would  like  to  add  my  appreciation  to  Dr. 
Alpers  for  a very  informative  and  precise 
presentation  of  the  problems  current  in  epi- 
lepsy today. 

With  reference  to  the  electroencephalo- 
graphic  studies  in  suspected  cases  of  epilepsy, 
I think  it  should  be  emphasized  that  the  his- 
tory and  the  clinical  picture  are  of  greater 
significance  than  a single  electroencephalo- 
graphic  tracing.  In  arriving  at  a specific 
diagnosis  of  cryptogenetic  epilepsy,  I feel 
that  it  is  often  overemphasized.  This  becomes 
more  apparent,  I think,  when  we  refer  back 
to  Dr.  Alpers’  remarks  about  the  incidence  of 
abnormal  tracings  in  the  general  population ; 
I think  it  is  some  10  per  cent  and  some  15 


per  cent  of  the  known  or  proven  epileptics 
have  normal  tracings. 

Too  often  following  the  occurrence  of  an 
initial  seizure  in  a patient  we  will  be  led 
aw'ay  from  the  true  diagnosis  by  having  an 
electroencephalographic  tracing  done  and 
finding  some  sort  of  abnormality.  I say  some 
sort  of  abnormality,  because  so  often,  as  Dr. 
Alpers  pointed  out,  we  cannot  assign  it  to  a 
definite  type  of  seizure  associated  with  idio- 
pathic epilepsy. 

However,  there  is  much  to  be  said,  I think, 
for  the  follow-up  value  of  the  electroencephalo- 
graphic findings.  Upon  the  establishment  of 
a diagnosis  of  epilepsy,  the  disease  being  un- 
der drug  control,  it  is  quite  valuable  at  the 
end  of  nine  months  or  a year  to  have  further 
tracings  which  will  lead  us  to  indicate  a sup- 
pression of  the  dosage  or  reduction  of  the 
dosage  at  that  time.  I don’t  think  we  can 
overestimate  the  value  of  the  EEG  then. 

With  regard  to  the  age  of  onset,  which  Dr. 
Alpers  mentioned,  I know  that  quite  recently 
we  had  a case  which  involved  a 44-year  old 
man  who  had  apparently  never  had  seizures 
before.  However,  at  the  age  of  41  he  began 
experiencing  chiefly  nocturnal  seizures  which 
were  quite  misleading  in  that  they  appeared  to 
be  of  psychogenic  origin.  Apparently  they 
had  been  written  off  as  of  psychogenic  origin 
until  further  studies  were  undertaken,  and  we 
had  a rather  typical  type  of  tracing.  Then 
there  appeared  the  infoiTnation  that  some- 
where under  four  years  of  age  he  had  experi- 
enced a series  of  convulsions. 

So  we  thought  we  were  dealing  with  a case 
of  cryptogenetic  epilepsy.  There  had  been  a 
period  of  some  38  years  between  attacks,  and 
I think  that  emjihasizes  the  point  that  al- 
though there  is  a general  blanket  statement 
that  can  be  made  about  the  age  of  onset  of 
epilep.sy,  we  cannot  dismiss  a case  just  because 
it  is  too  early  or  too  late  in  that  age  group. 

Dr.  How'ard  S.  Riggin  (Seaford)  : I would 
like  to  ask  if  no  one  has  laid  any  stress  on 
the  diet  in  treating  these  patients  that  you 
know  are  epileptics.  We  do  know  that  gastro- 
intestinal irritation  has  precipitated  epileptic 
attacks.  I have  one  case  in  mind  where  the 
patient  got  rid  of  maybe  25  or  30  large  as- 
cariasis  Nematoda.  I followed  the  case  for 
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live  years  and  he  had  no  more  attaeks  to 
my  knowledge. 

So  wliat  stress  do  you  lay  on  gastrointestinal 
irritation?  An  infant  will  have  an  overloaded 
stomach  or  gastrointestinal  irritation  and  will 
have  what  we  call  a spasm,  somewhat  similar 
to  the  epilei)tie  attack,  although  it  is  not  epi- 
leptic. What,  in  your  experience,  do  you 
think  is  a sensible  diet,  that  is,  what  to  avoid 
in  the  line  of  eating  in  the.se  eases  that  might 
preci])itate  an  attack? 

Dr.  (J.  J.  tioRDOX  (Farnhurst):  In  a re- 

cent article  I read  that  in  children,  shunting 
of  the  arterial  blood  flow  into  the  venous  sys- 
tem has  significantly  reduced  the  number  of 
seizures  in  a number  of  instances  so  treated 
o])eratively,  which  makes  me  think  that  per- 
ha])s  the  role  of  the  blood  flow  might  i>lay  a 
considerable  i)art  in  seizures,  especially  in 
idiopathic  epilepsy  in  some  cases  at  least,  and 
1 wonder  to  what  extent  one  might  describe, 
even  in  the  absence  of  a pathological  brain 
wave  tracing,  the  existence  of  vago-vagal  at- 
tacks, like  fainting  si>ells,  followed  by  .short 
periods  of  confusion,  to  epilepsy. 

Dr.  Alpers:  I was  very  much  interested 

in  the  comments  that  were  made  in  regard  to 
some  of  the  points  which  were  brought  up. 
Dr.  Corrin  just  remarked  incidentally  about 
the  i)roblem  of  deterioration  occurring  as  a 
result  of  rei)eated  seizures.  I would  like  to 
say  a few  words  al)out  that,  because  it  is  a 
problem  that  comes  up  in  the  management 
of  almost  every  case.  One  of  the  things  that 
you  have  to  face  with  i)atients,  once  you  have 
gotten  them  accustomed  to  the  fact  that  they 
are  going  to  have  seizures  and  are  going  to 
have  to  take  medicine  probably  for  the  re.st 
of  their  lives,  is  whether  this  will  lead  to  any 
change  in  the  patient. 

What  they  usually  mean  is,  do  they  become 
mentally  sick  or  deteriorate?  I think  it  can 
be  said,  on  the  basis  of  the  evidence  available, 
that  repeated  .seizures  in  thenrselves  will  not 
cause  deterioration,  that  deterioration  will 
come  very  much  more  rapidly  in  those  cases 
where  there  exists  already  organic  brain  dis- 
ease, whether  that  brain  disease  is  congenital 
or  whethei-  it  is  the  result  of  .some  ])roce.ss 
which  is  res])onsible  for  the  .seizure.  But  the 
incidence  of  deterioration  is  very  much  higher 


by  actual  study  in  those  cases  in  which  orgainc 
disease  already  exists,  and  the  occurrence  of 
deterioration  merely  as  the  result  of  .seizures 
is  not  very  common. 

1 was  very  glad  that  Dr.  Freyhan  brought 
uj)  the  (piestion  of  psychotherapy.  1 would 
like  to  comment  on  that  first,  although  it  was 
the  la.st  thing  he  mentioned.  1 sui)])ose  psy- 
chotherapy is  not  the  proj)er  term  for  it.  It 
is  just  simply  a question  of  sitting  down  and 
discu.ssing  with  the  ])atient  and  his  family  the 
fact  that  he  has  epilei)sy,  getting  him  to  ac- 
cept it,  outlining  for  him  a cour.se  of  treat- 
ment which  will  clarify  the  number  of  his  ac- 
tivities, what  he  can  do  and  what  he  cannot 
do,  and  I think  that  in  that  particular  role 
the  i)hysician  has  to  take  an  aiithoi  itative 
position.  He  mast  use  all  the  prerogatives  of 
his  office  to  stand  on  what  he  thinks  is  right. 
Nothing  that  will  harm  the  patient  should  be 
])ermitted,  no  working  around  machineiy,  no 
horseback  riding,  no  swimming,  until  you  feel 
absolutely  certain  the  seizures  are  under  con- 
trol. Of  course,  no  automobile  driving  sbould 
be  allowed.  That  asually  caases  a good  deal 
of  difficulty,  but  it  can  usually  be  settled  by 
telling  the  patient  that  it  is  your  duty  to 
re})ort  to  the  state  i)olice  the  fact  that  he  has 
seizures,  that  you  would  not  like  to  do  it,  but 
it  would  b(>  better  for  him  not  to  drive  his 
automobile. 

Tho.se  are  the  particulars  in  the  control 
of  .seizures,  but  the  most  im])ort:int  thing  — 
and  I think  the  thing  which  Di-.  Freyhan  had 
in  mind  — is  the  fact  that  it  is  necessary  to 
get  ])a rents  and  patient  to  accept  an  extremely 
traumatic  diagnosis.  The  diagnosis  of  e])ilep- 
.sy,  with  all  of  the  social  connotations  which  it 
carries  with  it,  is  a very  difficult  ]>oint  for 
them  to  accej)t,  but  I have  found  with  the  in- 
creasing i)ublicity  of  these  days  and  the  dis- 
.semination  of  pamphlets  and  the  easy  reading 
in  the  newspapers  of  things  having  to  do  with 
.seizures,  that  it  is  very  much  easier  to  get 
j)atients  to  accept  the  diagnosis,  and  in  this 
in.stance,  at  any  rate,  frankness  is  very  much 
better  treatment  than  dissimulation. 

1 don't  do  routine  encephalograms  in  my 
])atienfs  any  more.  We  used  to  in  cases  of 
epilepsy,  but  in  those  ca.ses  which  appear  to 
have  ty])ical  idiopathic  ])aroxysms  and 
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dysrliytlimia  an  eneeplialogram  is  not  neces- 
sary unless  there  is  some  I'eason  lor  it,  Ijnt 
in  the  case  of  all  adults,  regardless  of  whether 
the  findings  are  negative  or  positive,  I think  a 
neuroeneephalogram  is  indicated. 

1 have  had  no  experience  with  spinal  drain- 
age as  far  as  epilepsy  is  concerned,  and  I have 
no  opinion  on  it. 

Dr.  Ingram  brings  out  one  point,  namely, 
that  it  is  not  sufficient  to  be  content  with  a 
mere  electroencephalogram  study.  I would 
heartily  agree  with  that. 

With  regard  to  Dr.  Regan,  I can’t  indicate 
any  diet  infants  should  go  on  in  order  to 
avoid  spasms,  but  I think  he  brings  up  an  ex- 
ti'emely  interesting  and  important  matter. 
There  are  some  young  patients  with  epileptic 
seizures  in  whom  the  only  effectual  treatment 
in  control  of  the  seizures  is  a ketogenic  diet. 
It  is  a means  of  controlling  the  seizures  in 
some  cases. 

Dr.  Gordon’s  remarks  concerning  blood  flow 
are  very  interesting,  but  I don’t  think  I can 
add  anything. 


THE  EFFECTS  OF  EARLY  AND  LATE 
DIAGNOSIS  ON  THE  RESULTS  AFTER 
BRAIN  TUMOR  SURGERY 

Frank  E.  Nuesen,  j\1.D.’^* 
Philadelphia,  Pa. 

It  is  generally  understood  that  ideal  surg- 
ical management  of  brain  tumors  cannot 
achieve  good  results  in  about  20%  of  cases 
because  of  either  the  location  of  the  tumor  or 
the  cell  type  of  which  it  is  composed.  It  is 
little  understood  that  the  results  of  neurosurg- 
ery are  also  impaired  in  some  25%  of  cases  be- 
cause the  patient  comes  to  operation  relatively 
late  in  the  course  of  his  disease.  A plea  for 
early  diagnosis  and  a discussion  of  the  means 
to  this  end  are  clearly  in  order.  One  would 
think  that  the  difficulty  in  early  diagnosis 
would  not  be  evident  in  those  patients  with 
textbook  sym])tomatology.  This  is  not  the 
case. 

For  example,  Mr.  FI.  K.  ’s  history  included 
the  following  symptoms:  (1)  4 monJhs  pro- 

gressive headaches,  diffuse  and  increasingly  se- 

*Read before  the  Medical  Society  of  Delaware,  Wil- 
mington. October  11,  1949. 

From  the  Neurosurgical  Service  of  Dr.  Francis  C. 
Grant,  Hospital  of  the  University  of  Pennsylvania. 

•‘Instructor  in  Neurosurgery,  University  of  Pennsyl- 
vania. 


vere,  (2)  1 month  occasional  vomiting  at  time 
of  headache,  (3)  5 days  increasing  mental  dull- 
ness. Neurological  examination  show'ed : (I) 
patient  stuporous,  occasionally  responded  to 
simple  commands,  (2)  no  papilledema,  (3)  pu- 
pils reacted  poorly,  (4)  w’eakness  of  left  face, 
positive  Babinski  on  left.  Skull  films  showed 
a definite  .shift  of  the  pineal  calcification  to- 
ward the  left.  A right  frontal  lobe  tumor, 
subsequently  proven  to  be  an  oligodendrogli- 
oma, was  found  and  grossly  removed  in  its 
entirety,  in  a block  of  tissue  which  included 
the  anterior  two-thirds  of  the  right  frontal 
lobe.  The  patient’s  confusion  gradually  clear- 
ed and  he  had  an  uneventful  convalescence. 
Three  years  later,  a slight  weakness  of  the 
left  face  is  his  only  residual.  He  is  able  to 
wmrk  as  an  accountant. 

The  result  here  may  be  contrasted  with  that 
in  the  case  of  Mrs.  B.  K.  She  was  admitted 
with  this  history:  (1)  12  months’  occasional 

fainting  spells,  (2)  2 months’  increasingly  se- 
vere headaches,  (3)  2 weeks’  pro,jectile  vomit- 
ing, (4)  8 days  increasing  mental  contusion. 
Neurological  examination  .showed : (1)  mark- 

ed disorientation,  (2)  3 diopters  papilledema 
bilaterally,  (3)  right  pupil  dilated,  (4)  in- 
creased retlexes  on  left,  inclnding  Babinski. 
Skull  films  were  not  helpful.  There  \vas  no 
pineal  calcification.  Ventriculogram  show'ed 
a light  fi'ontotemporal  mass  lesion.  At  opera- 
tion, a right  siihenoid  ridge  meningioma  was 
exposed  and  removed.  The  patient  remained 
mentally  sluggish,  after  successfully  passing 
through  the  immediate  postoperative  ])eriod. 
She  died  of  pulmonary  embolism  29  days  after 
opei’ation,  a com])lication  which  can  be  Idamed 
on  her  continued  depressed  activity. 

Of  the  last  200  cases  of  verified  brain  tumors, 
admitted  to  the  service  of  Dr.  F’rancis  C. 
Grant,  at  the  Flospital  of  the  University  of 
Pennsylvania,  31%  showed  mental  dulling, 
characteristic  of  critically  increased  intracran- 
ial pressure.  (See  table  1).  Revie w^  of  the  his- 
Table  I 

Mental  Dulling  Preoperatively  and 
Operative  Mortaijty 


Status 

No.  Patients 

Op.  IMorta 

Comatose 

9 ( 4%) 

89% 

Stuporous 

21  (11%) 

61% 

Dull 

32  (16%) 

42% 

Alert 

138  (69%)  ■ 

12% 
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tones  of  these  patients  sliows  that  progressive- 
ly severe  lieadaelies  liave  always  been  a com- 
plaint (avei'age  4 months,  never  less  than  2 
weeks).  Vomiting  has  been  added  in  61%  of 
the  cases.  A neurological  symptom,  such  as, 
seiznies,  paralysis,  visual  loss,  un.steadiness  of 
gait,  or  personality  change,  has  occurred  with 
])rogression  in  80%.  The  mental  clouding  is, 
therefore,  always  a late  development,  pre.sent 
for  .several  days,  and  superimposed  u])on  what 
are  clearly  progres.sive  symptoms  of  intra- 
cranial di.sease. 

These  changes  in  the  mental  state  are  grad- 
ed and  their  degree  greatly  influences  the 

0] )erative  mortality.  Patients  with  mental 
dulling  who  are  still  able  to  respond  to  simple 
command  have  a 42%  chance  of  fatality  after 

01) eration.  For  those  who  have  i)rogressed  to 
stupor  (unresponsive  except  to  painful  stim- 
uli), it  is  61'/?.  If  complete  imresponsivene.ss 
(coma)  has  supervened,  it  is  89%.  This  is  in 
striking  contrast  to  the  12%  mortality  which 
obtains  for  all  brain  tumor  cases  which  have 
not  progi’essed  to  the  stage  of  mental  dulling. 

It  is  clear  that  a neurosurgical  clinic  which 
labels  stuporous  cases  as  ijioperable  will  have 
a low  operative  mortality  rate.  However,  un- 
der such  a regime,  Mr.  H.  K.  would  have 
j)erished.  ^Ye  feel  that  we  must  always  make 
an  effort  in  a i)otentially  salvageable  case 
des])ite  the  statistics,  which  ]>redict  a i)robable 
operative  mortality,  as  in  the  case  of  Mrs.  B. 
K.  The  unfortunate  circumstance  is  that  re- 
view of  the  history  always  shows  that  the 
diagnosis  could  easily  have  been  made  a week 
or  two  eai'liei’,  and  the  patient  admitted  when 
the  probability  of  an  operative  mortality  was 
12'/,. 

Just  as  tragic  as  the  needless  death  of  the 
])atient  is  the  occurrence  of  irreversible  phys- 
ical handicaj)s,  which  could  have  been  pre- 
vented by  earlier  diagnosis. 

.Mr.  I),  had  complained  of  increasing 
visual  difficulty  for  3 months,  lie  had  evi- 
dence of  slight  endocrine  dyslunction  in  a loss 
of  libido.  He  had  a bitem])oral  hemiano])sia, 
wth  visual  acuity  of  20/40  on  each  side.  Sknll 
61ms  showed  a ballooned  .sella  lui'cica  This 
I)ermitted  diagnosis  of  a pituitary  adenoma 
and  a cystic  lesion,  underlying  the  optic 
chiasm,  was  evacuated.  A striking  imi)rove- 


ment  in  acuity,  to  20  20  and  20/30,  as  well 
as  in  ffelds,  occurred  i)ostoperatively.  All  of 
these  pituitary  cases  must  continue  to  have 
such  testing  done  at  3 month  intervals.  An 
occasional  patient  will  show  evidence  of  fresh 
activity  of  the  tumor.  This  can  be  forestall- 
ed by  x-ray  therai)y  rather  than  re-operation, 
if  the  fresh  progression  is  detected  early.  One 
can  be  fairly  certain  of  i)re.serving  serviceable 
vision  in  these  ])atients  for  years  to  come,  if 
the  precaution  of  3 monthly  interval,  follow- 
up examinations  is  adhered  to  consistently. 

In  contrast  to  the  aforementioned  case,  (Mr. 
F.,  a 69  year  old  male,  had  had  failing  vision 
for  2 years.  He  was  treated  for  sinusitis.  An 
ophthalmologist  was  ffnally  consulted  and 
made  the  diagnosis  of  i)ituitary  disease  on  the 
basis  of  a com])lete  temporal  hemianoi)sia  in 
the  left  eye,  where  ffnger  counting  only  was 
po.ssible,  with  optic  atrophy  and  blindness 
to  light  i)ercei)tion  on  the  right.  Aftei'  evac- 
uation of  a cystic  adenoma,  this  man  recover- 
ed an  acuity  of  20/100  on  the  left  and  was 
able  to  count  ffngers  in  the  nasal  held  of  the 
right  eye.  He  became  able  to  ffnd  his  way 
about  and  to  read  newsi)aper  headlines,  but 
he  had  a severe,  i>ermanent,  visual  handicaj), 
owing  to  late  diagnosis. 

A .similar  jiermanent  visual  loss  may  occur 
in  those  patients  who  develop  slowly  increas- 
ing intracranial  pressure  with  i)apilledema, 
but  continue  in  relatively  good  health,  except 
foi-  recurrent  headaches. 

Mr.  T.  C.  had  had  increasingly  .severe  head- 
aches for  6 months.  He  had  noted  visual 
clouding  for  3 weeks.  Vomiting  had  occurred 
on  several  occasions  in  the  week  before  his  ad- 
mis.sion.  Examination  .showed  5 diopters  of 
l)apilledema  bilaterally,  with  visual  acuity  of 
2()/40  and  20/60.  Neurological  changes  were 
slight  but  there  were  nystagmus,  on  looking  to 
the  right,  and  slight  adiadochokinesis  of  the 
right  hand.  Suboccipital  exploration  revealed 
a cy.stic  astrocytoma  in  the  right  cerebellar 
hemisphere,  (/onvale.scence  was  satisfactory 
and  the  ])a])illedema  subsided.  However,  there 
was  continued  visual  loss,  .so  that  6 months 
after  oi)eration.  this  man  had  light  ])crcei>- 
tion  only. 

By  contrast,  K.  R.,  a 6 year  old  boy,  had  a 
2 year  hi.stoiw  of  vomiting,  to  suggest  increas- 
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ed  intracranial  pressure,  with  cerebellar  and 
brain  stem  signs  and  bilateral  papilledema  of 
5 diopters.  X-rays  of  the  skull  showed  mark- 
ed suture  separation.  Suboccipital  explora- 
tion revealed  a large,  cerebellar  astrocytoma. 
This  boy  had  no  visual  loss  preoperatively  and 
vision  is  20/20  at  the  present  time,  13  years 
later,  and  he  is  playing  football  at  college. 

It  is  evident  that  visual  loss  is  by  no  means 
a constant  accompaniment  of  longstanding 
papilledema.  It  does  happen  in  25  to  30% 
of  these  cases  and  usually  continues  insidious- 
ly after  intracranial  pressure  has  been  reliev- 
ed. These  patients  are  handicapped  as  the 
result  of  late  diagnosis,  wdth  a histoiy  that  al- 
ways has  suggested  increased  intracranial 
pressure  over  a period  of  months. 

:\Irs.  C.  D.  M.  gave  a history  of  loss  of 
hearing  in  the  left  ear,  beginning  1 year  pre- 
viously in  association  with  tinnitus.  She  had 
continued  very  well  in  other  respects,  except 
for  occasional  left  occipital  headache.  Ex- 
amination showed  a healthy  and  alert  woman, 
without  papilledema.  The  loss  of  eight  nerve 
function  (both  deafness  and  absent  vestibular 
response  on  caloric  testing),  plus  fifth  and 
seventh  nerve  involvement  and  minimal  cere- 
bellar signs,  all  on  the  left,  made  certain  a 
diagnosis  of  cerebelloiiontine  angle  tnmor.  The 
x-ray  changes,  showing  enlargement  and  ero- 
sion of  the  internal  auditory  meatus,  were 
definite  in  this  case,  but  are  not  always  present 
and  are  not  neeessary  to  make  a positive  diag- 
nosis with  a picture  of  fifth,  seventh,  and 
eighth  nerve  involvement.  At  operation,  an 
aeoustic  neurinoma  was  found  in  the  left 
eerebellopontine  angle.  This  patient  is  un- 
doubtedly permanently  cured  and  her  only 
residual  is  left  deafne.ss  and  a left  facial 
paralysis,  which  is  no  longer  disfiguring  be- 
cause of  a facial-hypoglossal  anastomosis. 

Contrast  this  case  with  Mrs.  iVI.  M.,  whose 
deafness  and  tinnitus  had  begma  5 years  ]>re- 
viously,  and  who  had  had  severe  headaches  for 
-I  months.  She  showed  fifth,  seventh,  eighth, 
ninth,  tenth,  and  twelfth  nerve  involvement 
on  the  right  and  had  severe  cerebellar  signs, 
including  marked  disturbance  of  equilibrium. 
There  were  also  2 diopters  of  papilledema 
bilaterally.  In  this  case  a huge  meniugioma 
w'as  found,  arising  from  the  right  cerebello- 
pontine angle  and  filling  one-half  of  the  pos- 


terior fossa.  A total  removal  was  obtained 
and  the  patient  is  now  able  to  run  her  house- 
hold, after  a fashion.  She  is  badly  crifipled 
by  motor  weakness  of  the  left  extremities, 
ataxia  of  the  right  extremities,  and  marked 
difficulty  in  speech,  all  of  which  are  ]>erma- 
nent.  Had  tins  woman  been  operated  in  the 
fourth,  instead  of  the  fifth,  year  of  her  dis- 
ease, the  life  which  was  saved  would  have  been 
a far  more  useful  one. 

JMany  similar  instances  can  be  given  of  pa- 
tients with  permanent  cure  of  beuign  meniu- 
giomas  who  will  always  have  jiartial  aphasia 
or  partial  hemiiiaresis,  because  they  were  first 
seen  late  in  the  course  of  their  disease. 

In  summary,  an  effort  has  been  made  to 
demonstrate  the  ways  in  wiiich  late  diagnosis 
profoundly  detracts  from  the  results  of  brain 
tumor  surgery.  Early  diagnosis  can  be  ac- 
complished if  the  following  points  are  kept  in 
mind : 

1.  Progressively  severe  headache  may  be 
the  only  symjitom  of  brain  tumor.  Careful 
neurological  examination  w’hieh  includes  in- 
spection of  the  optic  discs  and  visual  fields 
will  usually  reveal  changes,  but  patients  can 
reach  a critical  stage  of  increased  intracranial 
pressure  wdthout  such  changes.  The  skull 
films  may  show  foeal  ehanges  in  the  skull  or 
a shift  of  the  pineal  calcification,  but  they 
may  provide  no  clue  to  a i)rogre.ssive  situation 
which  wdll  soon  become  eritical.  Persistent 
vomiting  in  children  is  a susiiieious  symptom 
of  equal  importance. 

2.  Visual  loss,  when  not  clearly  explained 
by  local  ])athology,  .should  always  be  investi- 
gated by  ophthalmoscopic  examination  and 
visual  fields. 

3.  Any  other  slowly  progressive  neurolog- 
ical sign,  .such  as  deafness  without  local  cause, 
or  increasing  clumsine.ss  of  an  extremity,  de- 
mands careful  neurological  evaluation. 

4.  Seizures,  beginning  in  adult  life,  or 
mental  ehanges  even  in  the  absence  of  neu- 
rological signs,  .should  nevertheless  make  one 
suspect  hrain  tumor  and  arrange  for  investi- 
gation which  wall  settle  this  possibility. 

3400  Spruce  Street. 

Discussion 

Dr.  P.  D.  Gordy  (Wilmington)  : I would 

like  to  add  my  thanks  to  Dr.  Nulsen  for  this 
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extremely  valuable  paper.  I think  that  it  is 
jiarticularly  imjiortant  to  emphasize  the  early 
diagnosis  in  intracranial  le.sions,  because  of 
its  profound  effect  on  the  prognosis. 

As  has  been  j)ointed  out  by  booster  KeniuHiy 
“the  dice  of  the  gods  are  loaded,"  and  it  is 
up  to  the  neuro-surgeon  to  accomplish  every- 
thing he  possibly  can,  and  one  of  his  greatest 
aids  is  early  diagnosis. 

With  regard  to  the  point  Dr.  Nulsen  men- 
tioned, in  which  local  expansion  or  local  jires- 
sure  may  produce  irreversible  damage,  1 would 
like  to  call  attention  particularly  to  the  lesions 
seen  in  children,  namely,  the  craniopharyn- 
giomas or  Rathke’s  pouch  cyst,  in  which  fre- 
(piently  the  visual  loss,  which  may  be  the  first 
presenting  symiitom,  is  not  picked  uj)  until 
severe  deterioration  has  taken  place. 

I have  a little  youngster  in  mind,  when  1 
mention  that,  who  came  to  the  clinic  in  Ann 
Arbor  and  at  operation  a small  lesion  was 
disclosed  beneath  the  chiasm,  which  could  be 
completely  removed.  However,  by  the  time 
the  child  had  come  to  us  visual  loss  was  al- 
most complete.  There  was  a question  among 
the  opthalmologists  as  to  whether  or  not, 
there  was  any  vision  left  at  all.  Postopera- 
tively,  he  did  begin  to  .show  some  return. 

I think  that  the  craniopharyngiomas  are 
among  the  lesions  in  ehildren  in  which  early 
diagnosis  may  give  very  gratifying  results. 

Of  course,  it  is  well  known  that  in  various 
types  of  intracranial  lesions  paiiilledema  may 
not  be  present  at  all,  so  that  in  the  absence 
of  papilledema  the  investigation  should  not 
.stop  where  other  changes  indicate  that  there 
may  be  .something  ])resent,  such  as  focal 
neurologic  changes,  headaches,  and  so  on. 

We  feel,  as  Dr.  Xulseu  has  mentioned,  that 
every  jio.ssible  attenij)!  should  be  made  in 
the.se  lesions,  no  matter  what  the  patient  shows 
when  he  enters  the  clinic.  Actually,  we  hope 
to  get  them  in  the  very  earliest  stages. 

I have  another  case  which  comes  to  miiul  in 
mentioning  that;  a 31  year  old  Negro  who 
entered  the  hospital  comato.se,  hemijilegic,  and 
who  presented  a very  discouraging  picture. 
We  felt  that  we  probably  would  be  unable  to 
accomplish  a great  deal  at  operation  but  that 
we  should  “take  a shot”  at  this  lesion.  A 


1()5  gram  meningioma  of  the  sphenoid  ridge 
was  discovered  and  completely  removed,  and 
this  patient  at  jiresent  is  back  working  in  an 
automobile  factory.  He  was  one  of  those  who 
did  escape  permanent  damage. 

I would  like  lastly  to  mention  something 
which  1 think  is  of  great  importance  in  a.ssist- 
ing  in  the  early  diagnosis  of  lesions  — the 
electroencephalogram.  Recently,  in  a great 
many  clinics,  a considerable  amount  of  work 
has  l een  done  on  the  localization  of  tumors,  as 
well  as  on  the  various  patterns  of  dysrhythmia. 
The  electroencei)halogram  may  a.ssist  the  surg- 
eon greatly,  not  only  in  the  sugge.stion  that 
Ihere  may  be  some  intracranial  lesion  pre.sent, 
but  through  painstaking  localizing  procedures, 
the  extent  and  depth  of  the  lesion  may  be 
given  to  the  surgeon.  We  have  found  this 
procedure  to  be  of  great  value. 

Dr.  (i.  J.  Gordon  (Wilmington)  : I have 

been  very  much  interested  in  hearing  this 
paper,  and  I thank  Dr.  Nulsen  for  covering 
the  subject,  becau.se  we  in  the  hospital  are 
frecpiently  confronted  with  cases  of  this  sort, 
and  1 must  say  that  we  seldom,  if  ever,  have 
had  any  difficulties  in  diagnosing  the  condition 
although  frecpiently  mental  symptoms  tend 
to  obscure  comjiletely  organic  symptoms. 

Naturally,  mental  .symptoms  are  usually 
tho.se  of  the  confused  type.  The  ]>atient  is 
very  slow  to  respond.  He  will  be  in  an  ex- 
tremely difficult  position  as  far  as  the  expres- 
sion of  complaints  is  concerned,  and  thus  often 
it  is  very  difficult  to  get  at  the  bottom  of  his 
difficulty. 

However,  it  is  not  too  difficult  at  times  to 
make  the  diagnosis  of  brain  tumor  when  one 
is  completely  acquainted  with  the  general 
symptoms  of  brain  tumor  or  mass  lesion  of 
the  brain  ; among  those  we  regi.ster  papille- 
dema, increased  spinal  fluid  ju’essure,  a rapid 
drop  of  s])inal  fluid  pressure  when  spinal  fluid 
is  cautiously  removed,  which  results  in  dis- 
tinct change  in  the  so-called  Ayala  index. 
In  addition,  electroencei)halograi>hy  may  re- 
veal a change  of  the  graph,  and  x-rays  may 
.show  I'esorption  phenomena  in  the  bony  con- 
tours of  the  skull,  especially  of  the  sella 
furcica,  clinoid  processes,  etc. 

Unfortunately,  mental  symptoms  are  fre- 
(piently  accused  as  evidence  of  a definite  lo- 
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cality  of  the  brain  lesion,  which  I think  must 
be  guarded  against.  One  cannot  be  too  cau- 
tious in  stating  that  most  of  the  time  the 
mental  symptoms  are  only  the  general  symp- 
toms of  brain  tumor,  but  have  no  distinctive 
localizing  value. 

Furthermore,  in  the  evaluation  of  so-called 
localizing  signs  one  must  use  considerable 
caution  in  assessing  their  exact  topical  mean- 
ing. I remember  distinctly  a case  in  which 
a patient  showed  pyramidal  signs,  and,  of 
course,  the  neurosiu’geon  I talked  to  express- 
ed the  view  that  this  must  be  an  affection  of 
the  motor  strip  and  a tumor  located  above 
the  tentorium,  and  then  on  operation  they 
found  an  infratentorial  tumor. 

These  are  just  thoiights  I have  to  add  to 
the  interesting  paper  presented  by  Dr.  Nul- 
sen,  and  I want  to  again  express  my  apprecia- 
tion of  his  interesting  paper. 


PERSONALITY,  PHYSIQUE  AND 
DISEASE 

Forrest  M.  Harrison,  M.  D.,* 
Farnhui*st,  Del. 

The  brilliant  achievements  in  the  field  of 
bacteriology,  the  fruitful  researches  in  the 
study  of  nutrition,  the  recognition  of  the  vita- 
mins, and  the  untangling  of  the  web  of  in- 
formation concerning  the  role  and  functions  of 
the  endocrine  glands  within  the  past  few' 
decades  have  pointed  out  factors  in  the  pro- 
duction of  disease  hitherto  unknown.  So 
startling  and  imjiortant  have  been  these  dis- 
coveries that  there  has  been  a tendency  on 
the  part  of  a vast  majority  of  physicans  to 
think  of  the  mechanisms  of  morbid  conditions 
in  terms  of  infection,  derangement  of  meta- 
bolism, neoplastic  activity,  or  ])hysiological 
dysfunction  in  one  direction  or  anothei'. 

]\Iany  of  the  unsolved  problems  of  disease 
will  undoubtedly  be  conquered  when  attacked 
from  this  point  of  view'.  There  are  certain 
(jnestions,  how'ever,  that  remain  unansw'ered, 
despite  the  most  precise  objective  methods  of 
investigation.  We  do  not  know  as  yet,  for 
example,  the  meaning  of  resistance  and  sus- 
ceptibility to  disease,  or  w'hat  underlies  na- 
tional and  racial  immunity.  One  person  is 
afflicted  with  a iiarticular  disea.se,  while  an- 
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other  in  the  same  surroundings  is  left  un- 
touched. The  relative  values  of  the  two  vari- 
ables, environment  and  individual,  in  the  com- 
plex known  as  disease,  continues  to  be  an 
enigma. 

The  solution  of  these  riddles  lies  buried 
deep  in  our  heritage  from  the  past,  and  in 
the  iieculiarities  of  structux’al  make-up,  iihysic- 
al  and  chemical  processes,  glandular  secre- 
tions and  psychologic  outlooks  which  go  to 
form  the  sum-total  of  the  human  constitution. 
This  doctrine  of  constitution  and  its  relation- 
ship to  disease  is  an  old  one,  going  all  the 
w'ay  back  to  the  ancients.  As  often  as  it  has 
been  seemingly  disproved,  it  has  bobbed  up 
again  within  recent  years  with  fresh  evidence 
as  to  its  veracity.  It  is  now  possible  to  make 
definite  correlations  betw'een  personality 
types,  different  physiques,  and  certain  path- 
ological states  affecting  the  body.  Psychiatry 
has  devoted  its  attention  for  some  time  to 
these  inter-relationships,  and  has  contributed 
many  important  studies  and  investigations  in 
this  field. 

Types  of  Body  Biuld 

From  the  ancient  Greeks  to  the  present  day 
there  have  been  repeated  efforts  to  define  dif- 
ferent types  of  body  build  and  to  sjieculate  on 
their  significance.  It  is  not  necessary  to 
enumerate  the  various  classifications  of  physic- 
al constitutions  which  have  been  proposed 
through  the  passing  years.  Most  of  them  have 
pi'oved  to  be  of  no  scientific  value.  The  work 
of  Kretschmer  (1),  however,  should  be  par- 
ticularly mentioned  because  of  its  importance. 
About  twenty-five  years  ago,  after  careful  and 
exhaustive  measurements  on  a large  number  of 
his  patients  in  a mental  hospital  in  Bavaria, 
he  described  tour  types  of  physiipie  w'hich  he 
called  asthenic,  athletic,  pyknic  and  dysplas- 
tic. 

The  astJienic  individual  is  tall,  angular, 
sparsely  built,  with  a long,  thin  neck,  drooji- 
ing  shoulders,  a fiat,  narrow'  chest,  lean  ex- 
tremities, tapering  fingers  and  delicate  skin. 
The  person  of  athletic  ])hy.si((ue  is  recognized 
l)y  his  w'ide  shoulders,  a superb  chest,  a trunk 
which  tapers  in  its  lower  regions,  strong  and 
shapely  legs,  small  wai.st  and  hips,  a flat  ab- 
domen, large  bones  and  prominent  muscles. 
The  pjfl'nic  individual  has  a short,  stocky  and 
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rounded  figure,  a soft  and  broad  face,  a thick 
and  massive  neck,  with  little  or  no  muscle  re- 
lief, a tendency  to  the  accumulation  of  fat 
about  the  trunk,  florid  skin,  and  often  prema- 
ture baldness.  The  dysplosik  is  characterized 
by  various  aberrations,  among  which  one  finds 
the  myxedematous  ]>roduct  of  hypotliyroidism, 
growth  disorders  of  pituitary  disturbances,  in- 
fantilism and  eunochoidism. 

In  recent  years,  the  contribution  of  Kret- 
schmer has  been  overshadowed  to  .a  consider- 
able extent  by  the  investigations  of  Sheldon 
(2).  He  felt  that  Kret.schmer 's  methods  were 
not  accurate  and  his  observations  too  impres- 
sionistic. Sheldon  developed  a .scheme  of 
])hotographic  recording  which  could  be  in- 
terpreted on  a basis  of  graduated  scoring.  He 
emphasized  the  importance  of  the  embryonic 
tissues  in  the  systems  which  developed  from 
them,  and  described  what  he  believed  to  be 
the  three  i)rimary  components  of  structural 
variation,  namely,  endomorphy,  mesomori)hy 
and  ectomorphy. 

The  endomorph  is  characterized  by  soft 
roundness  throughout  the  various  regions  of 
the  body  and  by  massive  digestive  viscera. 
The  mesomorph  is  a person  who.se  physifiue  is 
normally  heavy,  hard  and  rectangular  in  out- 
line, with  a ])redominance  of  bone  and  muscle. 
The  ectomorph  is  a slender,  delicately  built  in- 
dividual, with  elongated  features  and  a fiat 
chest.  These  three  groups  correspond  roughly 
with  the  i)yknic,  athletic  and  asthenic  types  of 
Kretschmer  respectively.  Sheldon  did  not  de- 
scribe a dysplastic  type.  He  classified  the 
manifestations  of  dysplasia  as  secondary  vari- 
ations. 

The  ])rimary  or  basic  components  mentioned 
above  were  regarded  by  Sheldon  as  continuous 
variables  which  ai'e  present  in  different 
amounts  in  every  physi(iue.  He  di.scarded  the 
idea,  therefore,  of  specific  “types”  of  body 
build,  after  the  manner  of  Kretschmer,  and 
I)atterned  the  mori)hological  com])onents  into 
what  he  called  the  somatotype  of  the  individ- 
ual. The  .somatotype,  by  the  use  of  a special 
scale  devised  by  Sheldon,  expresses  the  ap- 
proximate strength  of  each  of  the  pi-imary 
com})onents  in  the  ijidividual  under  examina- 
tion. Thus,  he  evaluated  7(i  different  somato- 
types,  to  which  he  thinks  may  be  added  others. 


Somatotyping  provides  the  basis  for  a morph- 
ological cla.ssification  that  is  comprehensive 
and  which  may  be  manipulated  statistically. 
Furthermoi-e,  it  involves  a continuous  distri- 
bution of  structural  variables  in  which  every 
l)hysi()ue  has  a i)lace,  and  the  establishment 
of  a norm  becomes  a routine. 

Physique  and  Disease 

It  should  be  pointed  out  here  that  definite 
correlations  can  be  made  between  physical 
structure  or  body  build  and  certain  jiatholog- 
ical  conditions.  This  has  been  noted  many 
times  in  numerous  ways.  Through  the  cen- 
turies clinicians  have  rejieatedly  emphasized 
the  .so-called  diathesis  of  the  patient  in  rela- 
tion to  disease.  We  have  long  been  familiar 
with  the  terms  “phthisicus  habitus”;  “fair, 
fat  and  forty”;  and  others,  which  indicate  in 
a rough  way  that  this  problem  has  always  been 
apjireciated  in  medicine,  to  a certain  extent  at 
least. 

The  above  observations  have,  until  recently, 
rested  upon  what  might  be  termed  clinical 
hunches.  By  painstaking  and  detailed  in- 
vestigations of  the  morphological  attributes  of 
man,  however.  Draper  (3)  has  been  able  to 
demonstrate  the  tendency  of  certain  diseases 
to  occur  with  striking  freipiency  in  some 
groups,  and  relative  rarity  in  individuals  con- 
stituted differently.  Thus,  he  has  delineated 
a gall  bladder  race,  a duodenal  and  gastric 
ulcer  race,  and  a iiernicious  anemia  race. 

According  to  Kretschmer,  the  a.sthenie  body 
build  is  ju'esent  in  46  percent  of  schizophrenic 
]>atients,  the  remainder  being  distributed  par- 
ticularly among  the  athletics  and  dy.splastics. 
He  also  found  the  pyknic  type  in  84.6  percent 
of  his  jiatients  with  manic  depressive  j)sy- 
(‘hosis.  These  observations  are  of  considerable 
significance  in  p.sychiatry. 

It  is  also  the  opinion  of  Sheldon  that  some 
clinical  diseases  are  unque.stionably  related  to 
phy.sical  build.  He  confirmed  the  work  of 
Draper  on  gall  bladder  and  ulcer  patients. 
Thus,  victims  of  both  duodenal  and  gastric 
ulcer  tend  to  be  high  in  the  third  component 
or  ectomoi'])hy.  Persons  with  gall  bladder  dis- 
ease are  consiiicuously  of  endomoriihic  ])re- 
dominance.  The  ])oliomyelitis  cases  who  be- 
come afflicted  with  the  ]iaralytic  complications 
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of  the  disease  are  principally  mesomorphs. 
There  appears  to  be  a remarkable  immunity 
to  all  forms  of  cancer  among  the  ectomorphs. 

In  a statistical  review  of  his  autopsied  ma- 
terial, Freeman  (4)  noted  a high  incidence 
of  tuberculosis  in  asthenics,  the  frequent  oc- 
currence of  malignancy  and  intestinal  dis- 
orders in  the  athletics,  and  a preponderance 
of  diabete.s,  hemorrhagic  pancreatitis  and  cir- 
culatory diseases  in  the  pyknics.  The  dys- 
plastics  in  his  series  were  so  few  in  number 
that  they  did  not  show  a strikingly  high  per- 
centage for  any  particular  pathological  lesion. 

Personality  Types 

Numerous  attempts  have  also  been  made  to 
classify  people  according  to  the  types  of 
temperament  or  personality  which  they  ex- 
hibit. Humanity,  in  general,  has  been  rough- 
ly divided  into  tw'o  well-defined  groups  on  the 
basis  of  their  introversion  or  extraversion. 
These  terms  have  now  come  into  common 
usage,  not  only  by  psychiatrists,  but  by  the 
laity  as  well.  It  is  obvious,  of  course,  that 
no  one  person  is  either  comjiletely  introverted 
or  entirely  extraverted.  In  all  of  us,  however, 
there  are  perhaps  sufficient  predominating 
characteristics  of  one  or  the  other  type  to 
warrant  this  very  general  classification. 

Based  upon  a great  many  clinical  observa- 
tions on  certain  of  his  mental  patient.s,  Kret- 
schmer concluded  that  their  pre-psychotie 
personalities  conformed  to  two  distinct  pat- 
terns, namely,  schizoid  and  cycloid.  The 
schizoid  individual  is  lonely,  seclusive,  self- 
conscious,  sensitive,  uncomfortable  in  the 
presence  of  others,  prefers  his  own  thoughts 
and  intellectual  pursuits,  and  is  given  to  phan- 
tasy and  day-di*eaming.  The  person  with  a 
cycloid,  temperament  is  friendly,  agreeable, 
pleasant,  over-active,  joyful,  constantly  seeks 
outside  contacts,  prefers  group  work  and 
group  play,  and  is  interested  in  the  w'orld  of 
today.  It  should  be  mentioned,  however,  that 
other  cycloids  may  be  retarded,  serious,  gloomy 
and  sorrowful. 

Kretschmer  also  investigated  the  person  • 
ality  characteristics  of  normal  individuals, 
discovering  in  them  many  schizoid  and  cycloid 
traits.  He  classified  normals,  therefore,  into 
scizothymes  and  cyclothymes,  depending  upon 
which  set  of  traits  was  predominant.  Kret- 


schmer erroneously  felt  that  all  persons  would 
fall  into  one  of  these  two  biotypes  or  into  a 
sub-type  of  these.  His  conclusions  were  bas- 
ed on  clinical  observations  and  constituted  a 
valuable  beginning  in  the  scientific  study  of 
the  personality. 

Sheldon  (5)  has  also  identified  what  he  con- 
siders the  basic  aspects  and  components  of 
temperament  or  personality.  He  refers  to 
them  as  viscerotonia,  somatotonia,  and  cere- 
brotonia. 

The  vise e rot onic  tends  to  be  physically  re- 
laxed, loves  comfort  and  good  food,  is  friend- 
ly, amiable,  sociable,  extraverted,  likes  peo- 
ple and  sleeps  well.  The  somatotonic  is  char- 
acterized by  an  aggressive  energy,  a lust  for 
I>ower,  physical  courage,  indifference  to  pain 
and  lack  of  regard  for  the  feelings  of  others. 
The  cerebrotonic  is  a sensitive  intellectual.  He 
is  shy,  dislikes  society  and  is  restrained  and 
introverted.  He  also  has  poor  sleep  habits 
and  easy  fatigability.  The  viscerotonic  corre- 
s])onds  with  the  cycloid  personality  for  Kret- 
schmer, and  the  cerebrotonic  with  the  schiz- 
oid makeup.  The  somatotonic  resembles  the 
cycloid,  but  also  shows  features  of  the  schizoid. 

Personality  and  Disease 

Just  as  in  the  case  of  physique,  definite 
coiTelations  can  also  be  made  between  dift'er- 
ent  types  of  personality  and  disease.  Thus, 
Kretschmer  found  that  the  schizophrenic  jia- 
tient,  prior  to  the  development  of  his  psy- 
chosis, invariably  possessed  the  schizoid  per- 
sonality. He  also  noted  that  the  cycloid  per- 
sonality was  present  in  the  vast  majority  of 
patients  with  manic-depressive  psychosis. 
These  observations  have  stood  the  test  of  time. 

In  a .study  of  a large  number  of  his  autop- 
sied cases,  separate  from  the  one  quoted  above. 
Freeman  (6)  has  made  a valuable  contribu- 
tion to  this  problem.  He  assigned  his  cases 
to  one  or  another  of  tour  psychological  groups, 
namely,  schizoid,  cycloid,  paranoid  and  epi- 
leptoid.  He  then  went  over  his  post-mortem 
findings,  which  yielded  data  of  considerable 
importance.  Tuberculosis,  for  instance,  show- 
ed an  overwhelming  incidence  in  the  schizoid 
group,  while  malignancy  predominated  in  the 
paranoids.  Circulatory  diseases  and  chronic 
streptococcal  infections  were  most  freipient  in 
the  cycloid  and  paranoid  groups,  a few  of 
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them  apj>eai'iiis;  amoii”:  the  sehizoids  ami  epi- 
leptoids.  Intestinal  eatastrophes  were  fairly 
eommon  in  the  sehizoid  group,  and  none  at  all 
were  found  in  the  cycloids,  despite  the  fact 
that  hernias  were  most  often  seen  in  the  latter. 
No  cases  of  diabetes  were  encountered  in  the 
epileptoid  group,  and  malignancy  was  rare. 
On  the  other  hand,  persistent  thymus  and 
cerebral  malformations  preponderated  in  the 
epileptoids.  Acute  infections  and  deaths  by 
violence  showed  no  })redilection  for  any 
group.  This  study  applies  strictly  to  mental 
cases,  but  psychotic  individuals  differ  from 
normal  ])eople  only  in  degree,  and  the  same 
trends  can  be  found  in  mentally  healthy  per- 
sons. if  they  are  looked  for. 

I’Hvsup'E  AND  Personality 

It  has  always  been  intuitively  recognized, 
even  by  the  laity,  that  there  exists  some  gen- 
eral relation.ship  between  body  build  or  human 
form  and  more  or  less  specific  mental  patterns 
or  personality.  Painters  and  writers  have 
geneially  deiiicted  their  heroes  and  heroines 
as  ])hysically  attractive  and  conversely  their 
villains  or  evil-minded  ])ersons  are  made  ugly 
looking  and  unattractive.  Poets  are  usually 
thought  of  as  delicately  built  and  slight, 
whei'cas  tyrants  and  bullies  are  described  in 
terms  of  crude  and  heavy  bulk.  Shakespeare’s 
Cassius  had  a “lean  and  hungry  look’’,  Ham- 
let is  ])ictured  as  light  and  wiry,  and  Falstaff 
as  coarse-tle.shed  as  lie  was  coarse-minded. 

Medicine  has  now  arrived  at  a position 
where  it  can  suiiport  this  ])opular  belief. 
Ki-etschmer  demonstrated,  for  instance,  that 
the  pyknic  body  type  showed  a clear  biological 
affinity  with  the  cycloid  temperament,  and 
that  the  asthenic  physique  was  mo.st  often 
found  in  individuals  with  a schizoid  person- 
ality. The  rare  occurrence  of  jiyknics 'among 
the  schizoids  and  the  small  percentage  of 
a.sthcnics,  athletics  and  dysplastics  in  the  cy- 
cloids I'oian  the  reverse  of  this  iiicture. 

Sheldon  has  also  correlated  morphology  and 
temiieramcnt.  lie  links  his  en(lomor])hic  ])hy- 
si(|ue  with  the  visccrotonic  personality,  the 
mesomorphic,  build  with  the  somatotonie  tem- 
perament, and  the  ectomori>hic  ])hysical  make- 
up with  the  cerebrotonic.  disposition. 

SiuNiriCANCE  TO  IMedicine 

Further  studies  and  investigations  are  need- 


ed along  these  lines,  but  it  is  easy  to  see  that 
this  whole  jiroblem  may  be  of  great  signifi- 
cance and  value  to  medicine.  A knowledge  of 
the  various  physical  and  personality  types,  for 
instance,  makes  it  possible  to  jiredict  in  ad- 
vance the  psychosis  an  individual  is  likely  to 
develop  before  the  actual  onset  of  his  mental 
,sym])toms.  This  is  an  important  concept 
from  the  standpoint  of  preventive  psychiatry. 

The  schizoids  or  cerebrotonics,  for  instance, 
with  the  bodily  disjiosition  of  the  asthenics  or 
ectomorphs,  are  particularly  prone  to  schizo- 
jihrenia.  On  the  other  hand,  the  cycloids  or 
viscerotonics,  with  the  jiyknic  or  endomorphic 
body  builds,  show  a definite  predilection  for 
manic  dejiressive  psychosis,  ft  must  be  re- 
membered, of  coui-se,  that  while  th'ese  two  dis- 
eases of  the  mind  tend  to  emerge  from  the 
types  of  constitution  delineated  above,  it  does 
not  necessarily  follow  that  such  individuals 
are  invariably  jiredestined  to  become  psy- 
chotics,  or  that  these  characteristics  are  neces- 
sary antecedents  of  the  schizophrenic  and 
manic  depressive  iisychoses. 

In  this  connection,  it  should  be  mentioned 
that  physicians  are  also  in  a position  to  warn 
persons  who  are  not  yet  sick  just  what  organic 
diseases  to  watch  for,  and  what  conditions  of 
ill  health  to  consider  the  most  dangerous,  as 
far  as  they  are  concerned.  It  is  possible  to 
accom])lish  this  by  an  examination  of  the  out- 
ward ai)pearance.  and  an  evaluation  of  the 
])crsonality  of  the  individual,  plus  a knowledge 
of  the  diseases  associated  with  his  particular 
constitutional  makeu]).  Under  these  circum- 
stances, it  is  easy  to  institute  jireventive  and 
1 ) r o p h y 1 a c t ic  m ea sines . 

The  diagnosis  of  obscure  conditions  is  also 
especially  aided  by  an  insight  into  the  ])hy- 
.siipie  and  temiierament  of  the  jiatient.  Thus, 
if  the  symptoms  of  some  diseases  are  vague, 
indefinite  and  baffling,  and  if  all  of  our  in- 
stiTiments  of  ])recision  have  failed  us.  by 
classifying  tin'  i)ci'son  who  is  sick  according  to 
his  body  build  and  personality,  and  by  noting 
the  ])athological  conditions  to  which  he  is  sus- 
ceptible. we  may  be  able  to  throw  some  light 
on  the  case,  and  arrive  at  a correct  diagnosis. 

Our  attention  has  been  largely  focused  on 
the  external  caiuses  of  disease,  and  too  little  a 
role  has  been  assigned  to  the  A'ital  intrinsic 
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mechanisms  involved.  We  have  only  begun 
to  unearth  the  various  indices,  and  to  think 
about  the  intimate  components  of  the  human 
constitution.  The  imiietus  gained  by  the 
work  that  has  been  done  so  far  should  result 
in  further  observations  that  will  corral  all 
of  the  factors  comprising  the  different  types 
of  individual  make-up.  When  the  physician 
is  in  possession  of  complete  information  con- 
cerning the  human  constitution,  he  will  then 
be  in  a position  to  study  the  patient  thorough- 
ly as  well  as  his  disease. 

Summary 

1.  Several  types  of  physique  and  person- 
ality have  been  described. 

2.  Correlations  between  body  build  and 
disease,  personality  and  disease,  and  physique 
and  personality  have  been  pointed  out. 

3.  The  significance  of  the  constitutional 
makeup  of  individuals  to  medicine  has  been 
briefly  stated  . 
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DELAWARE  AND  ITS  HEALTH  CENTER 

Charles  J.  Katz,  M.  D.* 

Delaware  City,  Del. 

There  is  no  such  thing  as  absolute  security 
or  peace  of  mind  for  any  American  today. 
In  this  weary,  recurrently  war-torn  and  ap- 
prehensive world,  efforts  to  understand  and 
guide  the  development  of  human  beings  are 
of  highest  importance.  In  the  struggle  being 
waged  between  the  red  forces  of  evil  and  the 
forces  for  good  spearheaded  by  America, 
there  has  been  included  the  struggle  for  men 's 
minds  and  thoughts.  Straight,  rational,  clear, 
fact-oriented,  “truthful”  data  seem  to  be  our 
necessity  despite  the  alarums  and  tocsins  of 
war.  The  people  of  Delaware,  as  well  as  their 
fellow  citizens  in  the  Union  of  the  States  of 
North  America,  have  “thought”  in  the  past, 

•Assistant  Superintendent,  Governor  Bacon  Health 
Center. 


but  must  jiresently,  and  for  the  future, 
“think”  as  they  have  never  “thought”  be- 
fore ! 

It  may  be  considered  that  the  Covernor 
Bacon  Health  Center  represents  in  its  own 
way  a crystallization  of  the  philosophy  of 
America  on  a national,  state,  and  county  level 
of  integration.  Just  as  the  family  unit  repre- 
sents the  hard  core  making  up  the  greatest 
strength  and  wealth  of  any  community,  so 
does  the  Health  Center  represent  tlie  culture 
of  Delaware  in  its  smallest  governmental  unit 
to  and  through  its  significance  on  a national 
level.  Here  is  reaffirmed,  dail.y  on  a profound 
socially  oriented  base,  the  dignity  of  the  in- 
dividual in  all  phases  of  life  from  the  small 
child  needing  a foster  home,  the  adolescent 
working  through  his  emotional  difficulty,  to 
the  alcoholic  patient  seeking  a way  out  of  the 
monkey-tra])  he  has  fallen  into.  Here,  too,  the 
geriatric  patient  and  the  chronically  ill  bed- 
ridden, the  patient  with  seizures,  and  the  crip- 
pled child  are  subject  to  the  heightened  solici- 
tude of  the  people  of  the  state  of  Delaware. 
Here,  too,  they  receive  the  tender  care,  benev- 
olent ministrations,  thoughtful  consideration, 
and  merciful  acceptance  of  their  needs,  which 
only  a healthy,  far-sighted,  and  inherently 
well  integrated  community  can  provide. 

For  a state  as  small  in  land  size  and  as  lim- 
ited in  population  as  Delaware,  there  has  been 
demonstrated  a distinct  genius  in  leadership 
in  the  remobilization  of  medical  and  biological 
science  directed  toward  the  measurement,  elu- 
cidation and  appreciation  of  the  value  of  the 
individual.  A steady,  firm,  and  concerted  ef- 
fort has  been  pushed  towards  its  successful 
consummation  in  the  rehabilitation  of  the  hu- 
man being  whether  that  be  on  a ]fiiysical 
or/and  an  emotional  level.  This  is  consistent 
with  the  true  spirit  of  democracy. 

In  the  present  troubled  state  of  the  world 
in  which  we  see  now  the  develoiunent  of  a 
growing  series  of  armed  camps,  it  is  refresh- 
ing and  heartening  to  realize  that  there  is  a 
center  wherein  the  engineering  of  human 
needs,  resources,  and  potentialities  is  given 
the  priority  it  so  desperately  needs.  Preven- 
tive mental  hygiene  and  preventive  psychiatry 
have  here  in  Delaware  established  a forum, 
have  developed  a point  of  view  influencing  an 
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iiu'reasino-  number  of  people  of  dift'eriu<>’  pur- 
suits ami  professions  who  at  least  have  the 
one  eommon  •>oal  of  ])roinoting-  the  conditions 
for  a more  satisfying  human  life.  Such  a cen- 
ter of  true  American  culture  needs  to  be  fos- 
tered and  maintained  throughout  the  dreary 
and  troubled  days  to  come.  Delaware  must 
and  will  again  be  the  tlrst  to  ]>rovide  and  to 
maintain  a center  for  the  development  of  the 
po.ssibly  “old-fashioned  American  charactei', ’’ 
wherein  self-reliance,  mental  toughness,  forti- 
tude. capacity  for  personal  responsibility,  and 
emotional  stal)ility  may  be  pioneered,  nurtured 
and  disseminated.  Here  will  be  the  center 
wherein  the  real  defenses  of  our  democracy 
will  be  motivated  and  promulgated  through 
the  work  with  the  patients  given  to  our  care. 
Here  the  value  of  the  individual  to  the  com- 
munity will  be  realized,  as  well  as  the  value 
of  the  community  to  the  individual  empha- 
sized. 

On  a national,  state,  county,  and  community 
level  the  helping  hand  and  guiding  spirit  of 
the  Delaware  Health  and  Welfare  Center  has 
made  itself  felt  in  many  ways.  Visitors  from 
other  states  come  to  obsei've  and  to  learn  ; com- 
munities elsewhere  in  the  United  States  write 
for  help  and  advice;  children  and  adults  come 
for  a while  from  their  homes  in  the  various 
communities  in  Delaware,  and  they  return 
benefited  in  degree  and  more  able  to  carry 
out  their  responsibilities  as  ade(piate  and  i>rop- 
er  citizens. 

elsewhere  in  the  world  we  see  the  destruc- 
tive effect  of  the  outstrii)i)ing  of  our  social 
sciences  by  modern  technicological  advances. 
Jn  Delaware,  and  by  its  exami)le,  elsewhere 
throughout  the  nation,  is  noted  the  splendid 
result  of  the  opportunity  given  for  the  ap- 
I)roximation  of  the  technical  .skills  and  social 
.sciences  in  a carefully  controlled  environment 
dedicated  to  the  dignity  and  worth  of  the  in- 
dividual. As  long  as  Delaware  keeps  the  ded- 
icated flame  of  true  humanity  burning  bright- 
ly, just  so  long  will  the  nation’s  .sufferers  have 
hope  that  they,  too,  may  eventually  receive 
proper  help  at  the  hands  of  their  truly  be- 
)ievolent,  self-denying  county,  state,  and  na- 
tional communities. 

By  the  example  of  showing,  not  telling,  what 
can  be,  and  is  being  done  for  all  its  citizens 


in  need  of  help  and  guidance;  by  the  factual 
demonstration  of  the  i)rinciples  of  ])reventive 
mental  hygiene ; by  the  clarification  of  the  mu- 
tually interrelated  responsibilities  of  the  citi- 
zen and  the  community  in  the  conservation 
and  development  of  human  resources  from  the 
child  just  out  of  the  cradle  to  the  aged  antici- 
l)ating  the  grave  — by  all  of  these  does  the 
(lovernor  Bacon  Health  Center  exhibit  for 
all  who  will  .see  and  accei>t  guidance,  the  true 
value  of  con.secrated  leadenshij)  concerned  with 
the  })rinciple  that  the  strong  must  protect  and 
aid  in  the  development  of  both  the  strong  and 
the  weak.  This  principle  exerts  and  reaffirms 
its  value  from  the  county  of  New  Castle  in  the 
state  of  Delaware  to  the  entire  group  of  forty- 
eight  states. 


CLINICAL  EVALUATIONS  OF 
PSYCHOPATHIC  PERSONALITIES 

F.  A.  Freyhan,  D.,* 

Farn hurst,  Del. 

The  clinical  management  of  psychopathic 
])ersonalities  still  constitutes  a most  difficult 
dilemma.  It  lies  in  the  nature  of  the  char- 
acteriological  peculiarities  of  these  i)ei-sonali- 
ties  that  the  p.sychiatrist  is  fre(iuently  con- 
fronted with  social  problems  which  transcend 
the  realm  of  a ])urely  individual  therapeutic 
situation.  While  this  fact  accounts  for  some 
of  the  difficulties,  there  are  other  reasons  which 
interfere  with  the  development  of  useful  clini- 
cal critei-ia.  Conceptual  controvei>)ies,  for  ex- 
amj)le,  contribute  to  diagnostic  confusion 
which,  in  tuiai,  makes  it  nearly  impossible  to 
comdate  diagaiostic  data  or  thera]>eutic  re- 
sults, as  reporteil  from  different  sources.  It 
has  become  evident  that  neither  clinical  typolo- 
gies nor  .selective  definitions  in  terms  of  either 
biological,  sociological  or  ])sychodynamic  en- 
tities can  cope  with  the  multiplicity  of  char- 
acteriological  asi)ects  of  i)sycho])athic  person- 
alities. They  differ  from  other  ])eople  in  their 
manner  of  human  existence:  (1)  in  the  man- 

ner in  which  they  expei’ience  themselves  and 
their  station  in  life,  (2)  in  the  manner  in 
which  they  impress  ]>eople  throiigh  their  so- 
cial behavior,  however,  they  do  not  show  the 
l)ersonality  characteristics  generally  establish- 
ed foi*  neurotic  and  pz‘ei>sychotie  individuals. 

•Clinical  Director,  Delaware  State  Hospital. 


August,  1950 


Delaware  State  Medical  Journal 


197 


The  futility  of  assessing  the  individuality  of 
a psychopath  on  the  basis  of  general  elements 
ot  behavior,  for  instance,  lying,  irresponsilnl- 
ity,  etc.,  makes  it  imperative  to  recognize  the 
underlying  fundamental  disturbances,  i.  e., 
personality  dysfunctions. 

Clinical  observations  indicate  that  the  ba- 
sic modes  of  • dysfunctioning  occur  in  the 
sphere  of  affectivity,  conation  and  emjiathy. 
These  modes  of  dysfunctioning  do  not  exclude 
each  other  but  co-exist  in  variable  combina- 
tions. The  individual  psychopathic  patient 
may  .show  manifestations  of  light,  moderate 
or  severe  disturbances  and  may,  according  to 
the  dominance  of  one  or  the  other  dysfunction, 
resemble  a “typical”  clinical  profile.  If  we 
attempt  an  individual  analysis  of  dysfunc- 
tions in  psychopathic  personalities,  we  cannot 
only  dispense  with  meaningless  generalities 
concerning  “psychopathic  behavior”  but  we 
can  prevent  unhealthy  prognostic  and  thera- 
peutic attitudes  which  have  attached  them- 
selves to  that  fictitious  entity  “the  psycho- 
path. ’ ’ Obviously,  and  this  cannot  be  empha- 
sized strongly  enough,  predominance  and  se- 
verity of  dysfunctions  differ  from  case  to  case 
and  offer  dissimilar  therapeutic  prospects. 

An  assessment  of  the  functional  state  of 
these  personalities  distracts  from  jireoccupa- 
tion  with  etiological  issues  which  may  be  of 
little  immediate  value  with  respect  to  therapy. 
Awareness  of  the  clinical  implications  of  the 
dynamics  of  compensation  and  decomjiensa- 
tion,  i.  e.  of  function  versus  dysfunction, 
should  form  the  basis  for  therapeutic  manage- 
ment. The  following  analogy  can  illustrate 
the  significance  of  the  functional  viewpoint. 
Decompensation  due  to  congestive  heart  fail- 
ure can  be  caused  by  a great  many  factors, 
some  structural,  some  functional,  some  con- 
genital, others  acquired.  The  primary  thera- 
peutic concern  is  restoration  of  a state  of  ade- 
quate functioning.  The  internist  cannot  be 
discouraged  by  his  inability  to  alter  the  under- 
lying defect  as  in  the  case  of  valvular  dysfune- 
tioning.  His  therapeutic  ambition,  moreover, 
cannot  be  impaired  by  the  knowledge  of  the 
possibilities  of  relapses.  His  therapeutic  ef- 
forts mu.st  cover  two  phases:  (1)  restoration 
of  a good  functional  state,  (2)  teaching  the 
])atient  how  to  adopt  his  activities  to  his  limit- 


ed capacity  potential.  If  both  aims  can  be 
achieved,  we  can  say  that  the  cardiac  patient 
has  been  treated  successfully. 

Similarly,  the  therapeutic  management  of 
psychoiiathie  patients  must  cover  two  distinct 
phases:  (1)  the  symptomatology  of  the  mo- 
ment, usually  a situation  of  acute  decompen- 
sation, necessitating  clinical  coinsultation  or 
hospitalization,  (2)  planning  of  a style  of 
living  which  will  iiermit  the  best  jiossible  ad- 
justment commensurate  with  the  individual’s 
adoptive  capacities.  Before  we  discuss  the 
clinical  implications  of  the  main  dysfunctions, 
we  must  stress  the  fact  that  they  constitute 
instrumental  forces  in  the  same  person  and 
are  often  so  coordinated  that  they  influence  be- 
havior in  a manner  which  cannot  be  discus.seJ 
separately.  Nevertheless,  recognition  of  vari- 
able components  of  dysfunctioning  hs  in  a pre- 
requisite for  individual  therapy. 

Dysfunctions  in  Affectivity 

These  are  characteristically  manifested  in 
the  life  pattern  of  most  psychopathic  person- 
alities. For  reasons  of  simplicity  we  refer  to 
the  various  patterns  as  modes  of  dysaffectivity. 
The  far-reaching  inner  repercussions  of  dys- 
aft'ectivity  determine  changes  in  all  spheres, 
among  them  the  intellectual,  the  social,  and 
the  sexual.  Affectivity  influences  the  basic 
attitudes  of  the  individual  because  it  imparts 
a specific  coloring  to  his  manner  of  experien- 
cing. Consistency  in  attitude  toward  peo])le, 
issues,  and  self-evaluation  depends  to  some  ex- 
tent on  the  inner  experience  of  affective  con- 
tinuity. The  lack  of  it,  the  experience  of  un- 
accountable and  repetitious  mood  changes  un- 
dermines self-confidence  because  rationaliza- 
tions which  on  previous  occasions  related  the 
mood  episodes  to  various  situational  factors, 
lose  their  plausibility.  Affectively  hyper- 
kinetic personalities  often  impress  other  people 
as  being  immature,  superficial,  or  irresponsi- 
ble. Their  uneconomical  vivacity  does  not 
facilitate  solidity  in  human  relations,  in  work 
or  cultural  orientation.  By  contrast,  affec- 
tively hypokinetic  personalities  may  seem 
sullen,  morose,  gloomy,  or  dull.  They  often 
experience  unpopularity  to  which  they  react 
with  resignation,  feelings  of  inadeipiacy,  or 
ho.stile  cynicism  depending  on  their  intellec- 
tual faculties  and  other  personality  factors. 
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(iloominess  often  promotes  liabitual  uncertain- 
ty, vague  anxieties  and  never  ending  chains 
of  contlicts. 

Such  contlicts  should  not  be  regarded  as 
causes  of  tlie  emotional  reaction  Init  should  be 
seen  as  indicative  of  tlie  atfective  state  of 
functioning.  A factual  ai)praisal  of  siich  a 
l>atient 's  affective  functions  can  save  hours  of 
obsessive  efforts  to  uncover  reasons  or  motives 
assumed  to  be  the  cause  of  anxieties  and  mood 
crises.  The  same  holds  true  with  many  cases 
of  drug  craving  and  alcoholism  so  often  asso- 
ciated with  modes  of  dysaff'ectivity.  Craving 
for  Benzedrine,  alcohol  and  sedatives  often 
manifest  the  need  and  desire  for  an  alterative 
effect  on  intolerable  mood  situations.  Chronic 
anhedonic  moods  and  sleep  disturbances  are 
easily  mistaken  for  signs  of  neurotic  conflicts 
when  they  actually  represent  primary  dis- 
turbances rather  than  concomitants  of  neu- 
roses. 

Dysfunctions  in  Conation 

The  meaning  of  conation  will  here  be  con- 
fined to  individual  capacities  for  social  striv- 
ing, for  perseverance  and  concentrated  en- 
deavor. Psychopathic  j)ersonalities  show  evi- 
dence of  si)ecific  dysfunctions  which  manifest 
themselves  as  inabilities  to  .siustain  efforts,  to 
endure  routine  or  work  with  maintained  in- 
terest. We  consecpiently  find  feelings  of  un- 
rest, boredom  and  frustration  and  a repeti- 
tious desire  for  a change  of  scenery,  new  faces 
and  new  jobs.  Psychological  investigations 
(Dr.  Jastak)  have  contributed  to  the  recog- 
iiition  of  these  dysfunctions.  Motivities  scores 
which  test  volition,  drive  and  perseverance  are 
mostly  lowered  in  psychopathic  personalities 
while  scores  i>ertaining  to  the  various  areas 
of  intelligence,  reality  judgment  and  other 
I)ersonality  functions  may  be  normal  or  su- 
Ijerior.  These  dysfunctions  can  be  discovered 
as  early  as  childhood  and  are  not  infrequently 
associated  with  .symptoms  of  dyskinesia,  with 
enuresis,  and  j)ersistent  nail  biting.  These 
children  fail  to  adjust  themselves  scholastical- 
ly and  socially  in  .s])ite  of  good  potentialities 
in  other  directions.  Emotioiial  disturbances 
follow  as  reactions  to  their  inability  to  adhere 
to  routine  and  discipline  at  home  and  in 
.school.  The  social  careers  of  personalities  with 
[tredominance  of  conative  dysfunction  ing 


show  considerable  drifting  and  vocational  in- 
stability. What  such  persons  experience  as 
getting  bored,  fed  up  or  growing  restle.ss  is 
I)rimarily  an  indication  of  the  manner  in 
which  they  adopt  themselves  to  their  iidierent 
lack  of  ])erseverence. 

Dysfunctions  in  Empathy 

Empathy  means  capacity  for  “feeling 
into,”  in  the  sense  of  projecting  one's  own 
con.sciousne.ss  into  another  being.  This  im- 
})lies  an  ability  for  warm,  emotional  participa- 
tion. It  forms  the  basis  for  love  and  friend- 
ship, for  the  promotion  of  individual  efforts 
in  the  interest  of  the  social  group.  With  low 
empathic  capacity  there  is  a correspondingly 
low  capacity  for  conflict.  An  interpretation 
of  selfish  or  anti-social  attitudes  should  be  re- 
lated to  functions  or  dysfunctions  in  the 
si)here  of  emi>athy.  We  can  avoid  judgmental 
criteria,  such  as  “moral  deficiency”  which 
seem  to  postulate  “ethos”  as  some  sort  of  i>er- 
sonality  trait.  Definitions  of  moral  behavior 
are  contingent  upon  the  codes  of  a given  so- 
ciety and  do  hardly  ai)i)ly  to  the  biological 
laws  of  personality  functioning.  It  a]>pears 
more  a])propriate  to  examine  specific  functions 
which  enable  or  prevent  an  individual  from 
adai)ting  himself  to  .socialized  behavior.  Em- 
pathy is  a determining  function  of  social 
ada])tiveness. 

The  well  known  characteristics  of  cold  ego- 
ism, emotional  callousness  and  aggressive 
violence  of  the  rights  of  others,  found  to  great- 
er or  lesser  extent  in  many  ])sychoiiathic  per- 
sonalities, arise  in  relation  to  lack  of  em])hatic 
endowment.  In  contrast  to  the  other  dysfunc- 
tions which  are  more  harmful  to  the  psycho- 
path  than  to  the  group,  dysfunctions  in  em- 
I>athy  always  involve  the  family  or  community. 
While  lack  of  empathic  capacity  nuust  not 
nece.ssarily  produce  disturbing  behavior,  it 
forms  the  soil  for  criminal  attitudes.  The 
l)sychopathic  criminal,  in  contrast  to  other  va- 
rieties of  criminals,  is  in  many  asi)ects  nn- 
.social  rather  than  anti-social.  He  has,  to  be- 
gin with,  not  the  same  i)otentiality  for  being 
“good”  or  “bad”  because  of  his  deficient  em- 
])athic  endowment.  He  therefore  lacks  a])pre- 
ciation  of  social  values  but  he  does  not  neces- 
sarily hate  society  or  cultivate  a rebellious 
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|)tiilosophy.  Pie  is  painfully  egocentric  rather 
than  deliberately  destructive. 

Therapeutic  Evaluations 

The  psychopathic  patient  in  a mental  hos- 
pital arrives  in  a state  of  decompensation.  He 
is  in  trouble  — with  himself  or  with  the  com- 
munity. If  the  first  is  the  case,  he  may  seek 
help  because  he  is  aware  of  his  difficulties.  If 
he  is  brought  to  the  hospital  because  of  social 
entanglements,  he  may  be  hostile,  defensive 
and  opposed  to  therapy.  An  individual  analy- 
sis will,  first  of  all,  disclose  the  nature  aud 
predominance  of  dysfunctions.  If  the  affec- 
tive disturbances  are  acute  and  have  contri- 
buted to  the  decompensation  through  intense 
irritability,  explosive  mood  crises,  etc.,  the  af- 
fective symptoms  should  be  treated  symptom- 
atically. We  are  here  not  concerned  with  cases 
of  phychoses  but  with  intact  individuals  whose 
disharmonious  personality  make-up  has 
brought  about  an  emotional  crisis.  Drugs  such 
as  benzedrine  or  barbiturates  should  be  used 
if  they  are  helpful  in  restoring  affective  com- 
pensation. Electroshock  therapy  may  be  in- 
dicated in  an  unu.sual  case.  We  think  of  a 
patient  who  showed  marked  dysaffectivity 
characterized  by  gloominess,  explosive  temper 
tantrums  and  habitual  insomnia.  He  also  had 
drifted  considerably,  had  been  delinquent  in 
minor  ways  until  he  enlisted  in  the  army. 
Army  life  agreed  with  him  at  first  because  he 
liked  to  travel  and  the  freedom  from  civilian 
responsibilities.  When  he  found  it  too  dif- 
ficult to  subject  himself  to  military  discipline, 
he  got  in  trouble  and  was  dishonorably  dis- 
charged. Prior  to  hospitalization,  he  had  been 
unable  to  sleep  at  all.  He  began  to  drink, 
stay  up  all  night  and  was  finally  arrested  for 
disorderly  conduct.  While  insomnia  had  been 
a familiar  problem  to  him  for  the  greater  part 
of  his  life,  it  had  now  reached  the  point  of 
extreme  severity.  His  medical  history  was 
entirely  negative.  Close  observation  in  the 
hospital  confirmed  the  existence  of  a severe 
sleep  disturbance  which  did  not  respond  to 
ordinary  measures  and  could  only  be  con- 
trolled with  considerable  amounts  of  barbitu- 
rates. It  was  finally  decided  to  give  three 
E.C.T.  at  bedtime  on  successive  days.  This 
promptly  produced  a marked  change  in  affec- 
tivity  and  restored  an  adequate  sleeping 


cycle.  The  affective  improvement  thus  initia- 
ted a state  of  relative  compensation.  We 
would  not  think  of  this  patient  as  a p.sycho- 
pathic  personality  if  his  personality  disorder 
would  be  of  a purely  affective  nature.  His 
life  career,  however,  showed  clearly  the  co- 
existence of  affective  and  other  dysfunctions 
— not  seen  in  the  so-called  cycloid  personality 
— which  in  their  specific  combination  only 
distinguish  the  varieties  of  psychopathic  per- 
sonalities. While  we  agree  with  E.  Bleuler 
who  emphasized  the  importance  of  dysaffec- 
tivity, we  cannot  go  as  far  as  he  did  when  he 
stated  “the  so-called  psychopaths  are  really 
nearly  all  exclusively  or  mainly  thymopaths” 
since  other  spheres  of  personality  function- 
ing are  also  fundamentally  affective. 

The  reorientative  treatment  phase  must  be 
carefully  planned  and  combine  psycho-theraj)y 
with  a daily  program  which  develops  and  in- 
creases the  adaptive  capacity  to  the  potential 
optimum  level.  Work  therapy,  under  skilled 
supervision,  is  especially  important  where 
conative  dysfunctions  prevail.  Adjustment  to 
a daily  occupational  routine  will  be  easier  if 
certain  incentives  are  offered.  Our  experience 
has  shown  that  a gradual  promotion  of  selec- 
tive patients  to  the  status  of  semi-employee 
with  i>ay,  privileges  and  responsibilities  can 
transform  a notorious  drifter  into  a person 
useful  in  his  community.  Consultations  with 
Centers  for  Vocational  Rehabilitation  are 
often  essential  for  a final  settlement  of  the  i)a- 
tient’s  occupational  problem  when  he  is  ready 
for  a new  start.  There  is  nothing  as  speci- 
fically contra-indicated  in  the  management  of 
these  patients  as  idleness  on  the  ward.  It 
should  be  understood,  however,  that  work 
therapy  is  worthless  without  the  all  important 
reorientation  through  psycho-therapy. 

We  want  to  mention  certain  jirinciples 
which  we  found  of  great  value  in  psycho- 
therapy. First,  therapeutic  sessions  should 
not  be  casual  or  occasional  but  well  planned 
and  organized.  There  are  roughly  three  phases 
to  be  considered. 

a)  individual  sessions  in  which  the  patient’s 
life  situation  and  personality  can  be  stu- 
died and  a good  contact  be  established 
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b)  siToup  sessions  which  become  classes  in 
social  and  human  relations 

c)  maintenance  treatment  in  day  or  night 
clinics  for  patients  who  have  left  the  hos- 
])ital  and  attem])t  to  readjust  their  lives. 

.Many  psychopathic  patients  have  what  may 
be  called  excellent  insight.  But  insight  into 
one’s  disharmonious  personality  structure  may 
be  of  as  much  or  little  value  as  a knowledge  of 
having  a malformation  or  a chronic  illness. 
The  realization  “it's  just  me"  is  a good  start- 
ing point  but  not  yet  the  key  to  a more  satis- 
factory life.  (,)thers  are  less  or  not  at  all 
aware  of  the  interdependency  of  their  person- 
ality characteristics  and  life  i)atterns.  The 
therajnst  must  keep  in  mind  that  he  deals,  as 
a rule,  with  individuals  who  are  not  “sick“ 
but  characteriologically  different  in  a variet}^ 
of  ways.  Their  philosophy  is  as  much  adapted 
to  their  personality  miliei;  as  is  that  of  the 
average  person.  But  while  this  imposes  limi- 
tations, it  does  not  prechide  I’esponsiveness  to 
education.  ( Jroui)  se.ssions  with  these  i>atients 
are  especially  heljiful  in  iiroducing  a general 
knowledge  of  the  subjectivity  of  one’s  view- 
l)oints  and  the  relativity  ot  thoughts  and  atti- 
tudes which  originated  during  states  of  crises. 
A jiatient  can,  we  observed  it  again  and  again, 
.see  the  i)eculiarities  in  another  peuson  which 
he  cannot  recognize  in  himself. 

One  of  the  main  tasks  of  grouj)  sessions  is, 
therefore,  the  demonstration  of  objective  and 
subjective  factors  which  shai>e  and  influence 
a person's  concept  of  himself  and  the  world. 
This  hai)pens  (piite  naturally  when,  through 
im})ercej)tible  steering  on  the  therajiist’s  l>art, 
each  ])atient  expresses  and  defends  his  own 
views  and,  thereby,  exiio.ses  himself  to  the 
criticisms  of  the  others.  It  is  jireferable  not 
to  follow  a rigid  scheme  but  to  leave  the  choice 
of  themes  to  ini])rovisation  as  long  as  a meas- 
ure of  continuity  can  be  maintained.  Even 
unsophisticated  patients  respond  with  greater 
interest  and  si)ontaneity  if  these  .sessions  ac- 
fjuire  a reputation  of  seminars  on  social  jirob- 
lems  and  human  relations  instead  of  treatment 
situations  which  remind  them  of  their  hosj)ital 
status.  l\Ioreover,  it  actually  is  jisychagogy 
rather  than  theraj)y  which  creates  the  patient’s 
inner  reorientation. 

The  evaluation  of  patients  must  be  realistic 


with  regard  to  the  therapeutic  potentialities. 
Severe  dysfunctions  in  the  s])here  of  empathy 
always  offer  an  unfavorable  ])rognosis  and 
leave  very  little  hope  for  more  adequate  social 
careers.  It  seems  justified  to  think  of  these 
]>atients  as  malignant  cases  of  psychopathy. 
Indifference  or  a benetit-of-a-doubt  attitude 
on  the  physician’s  part  may  have  great  con- 
secpiences  for  society  if  these  patients  are  left 
to  them-selves.  An  individual  asse.ssment  of 
the  patient’s  therapeutic  potentiality  must  be 
realistic  not  only  in  the  interest  of  society, 
but  in  fairness  to  the  patient  who  should  be 
protected  from  situations  with  which  he  can- 
not cope. 

In  summary,  clinical  evaluations  of  psycho- 
pathic personalities,  be  they  diagnostic,  prog- 
nostic, or  therajieutic,  depend  on  the  recog- 
nition of  main  components  of  personality  dys- 
functioning.  The  varieties  in  which  they 
manifest  themselves  in  the  individual  psycho- 
pathic per.sonality  preclude  all  generalizing 
theories  and  methods  and  necessitate  an  in- 
dividuating approach. 


A MENTAL  HYGIENE  CLINIC  GOES 
TO  THE  SCHOOLS 

Harry  S.  Howard,  M.  T).* 
Farnhurst,  Del. 

The  cry  for  more  and  more,  for  more  and 
better,  mental  hygiene  clinics  has  shown  an  in- 
creasing crescendo  since  Beers  fii*st  introduced 
the  concept  of  iirevention  psychotherapy  in 
1908.  And  while  the  accent  has  been  on  pre- 
vention, much  of  this  has  been  lip  service  only 
and  .some  of  this,  tho  di.stinctly  sincere,  has 
been  tainted  with  the  .same  kind  of  stigma  to 
which  the  mental  hosi)ital  has  been  subjected 
and  as  the  tuberculosis  hospital  had  at  the 
turn  of  the  century.  As  a result  of  these  im- 
])ortant  circumstances  only  those  children  who 
were  obviou.sly  disturbed  — usually  the  “be- 
havior ])roblems“  came  to  the  attention  of  the 
clinics.  Those  more  .seriously  disturbed  chil- 
dren who  were  in  the  ]>rocess  of  surrendering 
life’s  battles,  and  of  withdrawing  into  a fan- 
tastic world  of  their  own  making,  but  who 
ci'eated  no  classroom  or  general  behavior  ]irol)- 
lems  were  allowed  to  continue  their  retreat 
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into  neurotic,  schizoid  or  schizophrenic  dis- 
orders. This  was  also  true  for  those  individuals 
who  managed  to  hide  their  disorganization  be- 
hind a more  or  less  satisfactory  academic 
record,  purchased  at  an  enormous  price. 

The  Delaware  Mental  Hygiene  Clinic  de- 
veloped and  recently  expanded  a program  for 
sending  psychiatric  teams  into  the  school  sys- 
tems and  indeed,  into  the  schools  themselves  to 
find  and  treat  the  emotionally  disturbed  and 
disorganized  child. 

Teams  generally  consist  of  a psychiatrist, 
psychologist  and  social  worker.  They  examine, 
make  recommendations  for  and  treat  those 
children  who  show  any  indication  of  needing 
help.  At  the  same  time  assistance  was  given 
parents  and  teachers  of  those  children.  There 
is  a definite  team  attempt  to  manipulate  the 
immediate  environment  of  the  child  both  in 
the  situation  on  where  he  spends  most  of  his 
waking  hours,  the  school,  as  well  as  the  more 
personal  environment  in  the  home.  While 
in  some  of  these  cases  we  ran  into  op- 
position from  parents,  the  fact  that  the  sit- 
uation was  handled  entirely  within  the  frame- 
work of  the  school,  tended  to  minimize  this 
factor.  The  flexibility  of  this  system  makes  it 
easy  to  return  the  child  to  his  normal  habitat 
in  the  classroom,  and  to  his  teachers  with  a 
minimal  loss  of  time  and  effort  and  with  much 
reduced  anxiety.  In  any  event  the  “aware- 
ness'’ of  the  problem  this  stimulated  has  in 
some  cases  been  useful.  In  some  it  may  have 
done  harm.  This  carrying  of  the  clinic  into 
the  schools  has  had  some  very  deflnite  and  in- 
teresting results.  In  those  larger  systems 
where  even  the  current  technique  has  failed 
to  produce  direct  contact  between  the  teacher 
and  the  psychiatric  team,  cognizance  of  the 
availability  of  the  service  on  home  grounds 
still  played  an  important  part  in  bringing 
child  and  clinic  together.  In  the  smaller  school 
unit  coordinate  functioning  between  teacher 
and  psychiatric  team  has  brought  help  to  the 
door  of  the  classroom  and  indeed  into  the  class- 
room in  the  form  of  a kind  of  teacher  training 
program.  It  is  this  sense  of  “awarene.ss” 
which  has  helped  the  teacher  recognize  that 
the  child  with  no  “minus  qualities”  in  his  per- 
sonality was  no  more  necessarily  a well-ad- 
justed child  than  a stuporous  schizophrenic 


who  caused  no  overt  disturbance,  and  indeed 
if  there  was  not  a reasonable  share  of  “plus” 
qualities  he  or  she  might  be  a much  sicker 
youngster  than  the  classroom  “problem  child.  ” 
It  is  that  kind  of  child,  the  child  Avho  usually 
is  not  in  any  serious  difficulties,  and  who  may 
even  make  fair  grades  who  eventually  with- 
draws and  develops  serious  mental  illness  and 
who  eventually  makes  up  the  bulk  of  our  men- 
tal hospital  residents,  as  well  as  the  bulk  of 
the  unhappy  neurotics  who  have  presented 
such  a fearful  problem  in  recent  years,  in  our 
culture. 

The  recognition  of  these  maladjusted  chil- 
dren relatively  early  has  made  them  more 
available  to  “preventive  psychiatry”  in  that 
therapy  prevents  further  development  of  the 
disorganization,  and  produces  a reorganization 
of  the  personality.  Obviously,  the  sooner  the 
need  for  therapy  is  discovered,  the  less  apt 
we  are  to  find  malignant  disturbance  develop- 
ing. 

This  part  of  the  Mental  Hygiene  Clinics 
program  has  so  far  reached  a small  number 
of  children,  but  the  results  have  been  satis- 
fying and  will  warrant  further  expansion  of 
the  program  when  school  opens  again.  Indeed, 
a number  of  these  cases  are  being  carried 
throughout  the  summer.  It  is  our  feeling  that 
this  is  a real  forward  step  in  “preventive 
psychiatry.  ’ ’ 

A few  typical  cases  which  were,  or  could 
have  been,  treated  through  the  school  mental 
hygiene  clinic  arrangement  will  illustrate  the 
kinds  of  problems  which  might  otherwise  have 
been  missed.  The  selection  of  cases  is  not 
particularly  utilized  to  show  results,  but  rath- 
er types  of  eases. 

Ca.se  1 (B.  W. ) This  ca.se  was  referred  to 
us  by  a school  psychologist  in  the  Wilmington 
Department  of  Child  Development  and  Guid- 
ance because  he  was  suddenly  falling  down  on 
his  school  work,  because  he  had  suddenly  start- 
ed to  truant  from  school,  or  come  to  school 
very  late,  or  would  become  ill  on  the  way  to 
school.  Strangely,  when  this  boy  truanted  he 
went  directly  home  and  sat  alone  in  the  house. 

The  history  revealed  that  his  parents  had 
separated  2 or  3 years  prior  to  his  referral, 
with  his  mother  remaining  in  the  home  and 
his  ininitive  and  occasionally  alcoholic  father 
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leavinj>-.  Just  jiriur  to  the  onset  of  the  he- 
liavior  imililem,  liis  mother,  who  had  been 
critically  ill,  died.  His  sister,  who  was  em- 
ployed, took  over  the  management  of  the  home. 
She  .sent  Billy  off  to  school  each  morning  and 
then  left  for  work. 

This  case  might  easily  have  been  handled 
as  that  of  a negativistic  behavior  jiroblem  and 
had  it  fallen  into  the  hands  of  a le.ss  alert  in- 
dividual might  have  been  treated  by  punitive 
or  coercive  measures.  Fortunately  he  was  re- 
ferred to  the  iMental  Hygiene’s  school  clinic 
where  his  insecurity  was  recognized  and 
treated. 

What  might  have  happened  had  treatment 
been  otherwi.se  leads  to  unpleasant  specula- 
tions. 

Case  2 (W.  Z.)  illustrates  the  problem  of 
the  (juiet,  withdrawn  child  who  shows  no  overt 
behavior  ])roblems  aside  from  his  definite  fan- 
tastic withdrawal  and  who  might  have  been 
considered  very  dull,  not  withstanding  psy- 
chologic tests  showing  him  to  be  of  average 
capacity  but  i>oorly  motivated. 

This  9-year-old  child  was  retarded  2 years 
in  his  grade  placement  and  had  been  promoted 
only  with  the  charity  of  his  teachers.  The 
chief  comiilaint  against  him  was  that  he  sat 
and  stared  into  space  for  long  periods  of  time 
and  apjieared  uninterested  in  {leople  around 
him  at  school. 

His  history  revealed  that  he  had  spent  his 
earliest  develo])mental  years  in  an  orphanage. 
He  had  been  rejected  by  his  unstable  mother 
and  only  after  his  father  remarried  did  he 
come  to  live  in  a more  acce|)table  home. 

His  own  stories  regarding  himself  are  in- 
deed fantastic.  iMost  of  them  indicated  his 
need  to  be  accejited  and  to  accept  himself,  yet 
he  failed  to  recognize  them  as  fantasies  and 
told  them  as  if  they  were  factual. 

Thei'a])y  with  him  is  still  in  progi’css  and 
is  showing  jirogre.ss.  But  it  is  slow.  Again, 
his  behavior  at  home  might  not  have  revealed 
the  need  for  therapy.  It  is  only  the  ability 
of  the  school  authorities  to  recognize  his  needs 
that  brought  him  to  therapy.  He  needs  it 
badly. 

Case  3 (C.  K.)  illustrates  a common  enough 
problem  which  was  not  referred  and  who  later 
referred  himself.  A 17-year-old  high  school 


stiulent,  he  came  directly  to  the  IMental  Hy- 
giene C’linic  for  help  at  the  beginning  of  the 
school  year.  He  has  a higher  than  average 
scholastic  record  but  he  comes  to  clinic  with 
great  anxiety  because  he  fears  he  will  not  be 
able  to  maintain  it.  He  is  essentially  an  in- 
.secure  individual,  who  has  been  able  to  cover 
up  his  anxiety  by  his  excellent  record.  How- 
ever, he  throws  all  of  his  resources  into  his 
school  work  and  has  no  time  for  social  or 
other  activities.  If  his  “grades”  fail  — he 
has  nothing.  Therapy  with  him  reveals  deej) 
emotional  problems  which  he  has  not  yet 
solved.  An  oiiportunity  to  recognize  this  in 
the  bth  grade  was  mi.ssed  by  a teacher,  who 
herself,  was  able  to  supply  him  with  the  love 
and  recognition  which  he  needed,  but,  who 
also  taught  him  the  techniciue  of  “purchas- 
ing” that  recognition  with  his  grades.  The 
threat  of  losing  this  “purchase  price”  brought 
him  to  therapy. 

Truly  this  case  would  have  been  most  dif- 
ficult to  detect,  but  had  it  been  detected  it 
would  have  made  a happier  personality  of 
him. 

Summary 

1.  A grouj)  of  three  eases  is  presented  to 
show  different  methods  of  withdrawal. 

2.  The  growing  awarene.ss  of  the  needs  for 
lisychiatric  assistance  for  withdrawn  children 
is  recognized. 

3.  The  advantages  of  therapy  in  a school 
sy.stem  are  pointed  out. 


MENTAL  FACTORS  IN  GENERAL 
MEDICINE  AND  SURGERY 

Amos  W.  Hottschai.l,  i\l.  D.,* 
Farnhurst,  Del. 

As  I look  back  upon  my  own  days  of  general 
l>ractice  in  a military  and  hospital  environ- 
ment, I realize  that  there  were  many  asjiects 
of  my  jiractice  that  were  very  jioorly  under- 
stood. Only  occa.sionally  did  I see  a patient 
who  was  definitely  psychotic,  (aiul  in  recog- 
nizing them  1 was  no  more  expert  than  the 
usual  lay  person).  Perhaps  .somewhat  over  a 
third  of  my  ])atients  were  sick  .solely  because 
of  jihysical  disease  while  there  was  another 
third  in  whom  I could  find  no  definite  body 
disease  to  account  for  their  illness.  These  1 

•Senior  Assistant  Physician,  Delaware  State  Hospital. 


August,  1950 


Delaware  State  Medicat.  Journal 


203 


complacently  regarded  as  chronic  functional 
cases  for  whom  little  or  nothing  could  be  done. 
Sometimes  when  irked  and  bored  by  the  pa- 
tient’s repeated  complaints,  I would  be  re- 
lieved when  some  surgical  consultant  would 
suggest  that  the  removal  of  the  patient’s 
ovaries,  appendix  or  adhesions  wmuld  doubt- 
less cure  the  patient.  Unfortunately,  my  re- 
lief was  usually  as  short  as  that  of  the  patient 
who  soon  returned  witli  the  same  or  some  other 
disabling  complaint.  Occasionally,  after  not- 
ing that  I had  not  seen  the  patient  for  a few 
weeks  I would,  with  mingled  pity  and  indig- 
nation, learn  that  she  was  being  treated  by  a 
chiropractor  or  an  osteopath  or  was  becoming- 
interested  in  Christian  Science. 

Unfortunately,  I failed  to  realize  the  im- 
portant part  that  emotional  and  other  mental 
factors  play  in  the  general  practice  of  medi- 
cine. Such  factors  enter  to  some  degree  into 
any  illness.  At  times  they  seriously  compli- 
cate a physical  illness  and  in  many  instances 
the  physical  comi)laints  are  but  the  disguised 
expression  of  unsolved  emotional  problems. 
Medicine  no  longer  looks  upon  the  human  or- 
ganism as  merely  a collection  of  coordinating- 
organs  but  as  a person  in  whom  the  physical, 
mental  and  emotional  are  but  aspects  of  one 
individual,  reactive  whole ; it  believes  that 
whatever  evokes  a response  or  adjustment  in 
any  one  of  these  asi)ects  evokes  response  and 
adjustment  in  the  others  also.  One  cannot 
split  the  individual  into  a mental  part  and  a 
physical  part  — he  deals  with  a biological  en- 
tity. Too  often  the  physician  has  regarded  the 
patient  as  the  uninteresting  vehicle  of  a fas- 
cinating- disease  process.  As  a result  he  has 
frequently  studied  the  disease  and  neglected 
the  patient.  The  interpenetration  and  inter- 
dependence of  body  and  mind  are  so  intimate 
and  subtle  that  there  seems  to  be  no  physical 
condition  which  may  not  be  attended  by  emo- 
tional concomitants  and  no  emotional  state  that 
may  not  evoke  physical  symptoms,  real  or  ap- 
parent. How  much  of  the  problem  of  the 
patient’s  illness  is  emotional,  hov/  much  is 
physical  or  structural  and  what  is  the  relation 
between  the  two  is  a challenging-  and  often  a 
difficult  question  for  the  physician  to  answer. 

The  medical  section  of  the  1938  meeting-  of 
the  American  Association  for  the  Advance- 


ment of  Science  was  devoted  to  the  subject  of 
mental  health.  At  this  meeting-  I was  inter- 
ested in  hearing-  the  following  expi’essed  by 
an  internist.  Dr.  Louis  Hamman,  Associate 
Professor  of  Medicine  at  Johns  Hopkins:  “To 
the  specialist,’’  he  said,  “psychiatry  is  an- 
other specialty  operating-  in  a contiguous  Init 
separate  domain.  To  the  internist  it  is  a vital 
and  integral  part  of  his  work.  Indeed,  I find 
it  impossible  to  formulate  a clear  expression 
of  the  relation  of  psychiatry  to  medicine,  so 
intimately  and  inextricably  are  they  bound  to- 
gether. The  physician  studies  and  practices 
psychiatry  continuously,  even  when  he  protests 
that  he  has  not  the  least  knowledge  of  formal 
psychiatry.  It  is  the  chief  instrument  of  his 
success,  even  though  he  may  practice  it  un- 
consciously. 

‘ ‘ Strictly  speaking,  it  might  be  stretching  a 
point  to  say  that  all  of  these  functional  dis- 
turbances were  due  primarily  to  psychiatric 
disorders.  Nevertheless,  if  you  are  willing-  to 
define  the  province  of  psychiatry  as  the  broad 
fields  I have  outlined,  then  surely  the  prob- 
lems of  these  patients  are  of  interest  and  con- 
cern to  psychiatrists.  For  instance,  a man 
otherwise  well  and  competent  suffers  from 
very  distressing-  digestive  symptoms  whenever 
he  is  worried,  or  for  other  reasons  under  ner- 
vous strain.  Shall  we  consider  this  a psychia- 
tric problem?  I think  we  undoubtedly  must, 
since  here  psychic  influences  play  the  chief 
role  in  disturbing  the  balance  of  the  vegetative 
nervous  system.” 

Often  the  emotional  sources  from  which  the 
patient’s  symptoms  arise  are  deeply  seated  and 
not  easily  ascertained.  It  will  usually  be  found 
that  the  patient  whose  illness  is  mentally  de- 
termined, expresses  through  his  symptoms  his 
inability  to  deal  with  some  concrete  life  i^rob- 
lem  arising,  perhaps,  from  his  instinctive  life, 
from  a difficult  relationship  to  parents,  wife  or 
children,  from  a feeling-  of  insecurity  or  from 
disturbing-  residuals  of  past  experience.  At 
times  they  may  be  a substitute  reaction  for 
chronic  disappointment,  frustration  or  other 
tension-producing  situations. 

Until  recently  psychiatric  attention  has 
been  given  only  to  grossly  disordered  conduct 
— to  persons  locked  up  in  “asyh;ms”  ■ — but 
the  field  of  psychiatry  has  become  far  more 
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iiu'lusive  and  has  spread  into  the  anxieties,  the 
tatigues.  tlie  instal)ilities,  the  maladjustments, 
the  disturl)anees  of  normal  everyday  living, 
ami  also  ineludes  the  effeet  of  mental  and  emo- 
tional tunetions  upon  the  eomponent  organs 
of  the  body  as  well  as  the  effeet  of  disordered 
organs  upon  the  function  and  behavior  of  the 
human  being  as  a whole.  This  lag  in  recog- 
nizing the  importance  of  emotional  and  other 
mental  factors  in  the  everyday  practice  of 
medicine  and  surgery  has  been  largely  due  to 
the  fact  that  the  training  of  the  medical  stud- 
ent has  tended  to  lead  him  to  regard  as  biologi- 
cal only  those  data  which  have  been  furnished 
by  the  microscope,  by  chemistoiy  or  i)hysiol- 
ogy,  data  which  can  be  measured  or  visually 
demonstrated.  For  that  rea.son  the  i)hysician 
has  been  led  to  concentrate  upon  organic 
symptoms  to  the  exclusion  of  the  person  hav- 
ing the  organic  disease,  to  study  the  disease 
and  neglect  the  ])atient.  He  should  remember 
that  emotional  ex])eriences  are  also  conei’ete 
biological  facts  worthy  of  the  same  considera- 
tion as  organic  functions  and  dysfunctions. 

Dradually,  it  became  realized  that  the  in- 
dividual is  a unitary  biological  organism,  that 
the  organism  is  a unity  and  not  merely  an  as- 
semblage of  its  parts,  that  body  and  mind 
are  inextricably  fused  into  a personal  unity; 
or  expressed  differently,  mind  and  body  are 
not  entities  which  interact  but  actually  two 
aspects  of  a fundamental  unity.  The  recog- 
nition of  this  fact  has  led  to  a new  approach 
in  the  study  of  the  causes  of  many  disease 
manife.stations.  The  fact  that  acute  emotions 
have  an  inlluence  on  body  functions  belongs 
to  the  most  common  everyday  experience.  To 
every  emotional  situation  there  corresponds  a 
sj)ecific  syndrome  of  j)hysieal  changes,  body- 
mind  or  j)sychosomatie  resi)onses,  such  as 
laughter,  weei)ing,  blushing,  changes  in  the 
heart  rate,  resj)iration,  etc.  Because,  however, 
the.se  i).sychomolor  j>rocesses  belong  to  our  nor- 
mal life  and  have  no  ill  effects,  medicine,  until 
recently  j)aid  little  attention  to  their  finer  in- 
vestigation. The.se  changes  in  the  body  as  re- 
actions to  acute  emotions  are  of  a ])assijig 
nature.  After  the  emotion  di.sai>pears  the  cor- 
T-espoJiding  j)hysiological  i)roccs.ses,  weeping  or 
laughing,  or  heart  i)alpitation,  or  elevation  of 


blood  pressure,  also  disappear  and  the  body 
again  returns  to  its  e<iuilibrium. 

The  stmly  of  neurotic  patients  has  shown, 
however,  that  under  the  influence  of  i)erma- 
nent  emotional  disturbances,  chronic  disturb- 
ances of  the  body  may  develop.  At  fii'st  such 
bodily  changes  under  the  inlluence  of  emotion 
were  observed  in  hysterical  patients.  When- 
evei'  emotion  cannot  be  expre.ssed  and  relieved 
through  normal  channels,  through  voluntary 
activity,  these  channels  may  become  the  source 
of  chronic  mental  or  i>hysical  disorders.  When- 
ever emotions  on  account  of  mental  contliet 
become  repres.sed,  that  is  to  say,  become  ex- 
cluded from  consciousno.ss  and  thus  from  nor- 
mal expression,  they  .sustain  a chronic  tension 
which  is  the  cause  of  the  hysterical  symptoms 
of  the  body.  The  bodily  symptoms  produced 
in  this  way  were  first  observed  in  the  mu.scles 
controlled  by  the  will  and  in  the  field  of  sense 
I)erceptions.  Lafer,  emotionally  conditioned 
disturbances  of  the  internal  vegetative  organs 
which  are  not  controlled  by  conscious  volun- 
tary impulses,  such  as  the  .stomach  or  the 
heart,  were  observed. 

Such  observations  came  not  from  ])sychia- 
trists  but  from  specialists  in  the  field  of  in- 
fernal disea.ses.  Here  are  included  fhe  dis- 
turbances of  the  internal  vegetative  organs 
caused  by  nerve  impulses,  the  ultimate  origin 
of  which  are  emotional  processes  most  i)rob- 
ably  localized  in  the  cortical  and  subcortical 
centei’s  of  the  brain.  At  first  the  neurotic  or 
functional  di.sturbances  of  the  stomach,  the 
bowels  and  the  cardio-vascular  system  became 
well  known  imder  fhe  name  of  ga.stric,  intestin- 
al or  cardiac  neuroses.  In  such  so-called  func- 
tional disturbances  the  anatomical  structure 
of  the  organ  is  not  changed,  only  the  coordi- 
nation and  the  intensity  of  the  organ  functions 
are  disturbed.  Such  disturbances  are  consid- 
ered as  less  serious  because  they  are  reversible, 
in  contra.st  to  those  diseases  in  which  the  tis- 
sues show  definite  i)athological  alterations 
often  constructing  irreversible  damages.  Since 
these  functional  disturbances  are  cau.sed  by 
emotional  factors,  psychothei’a{)y  has  gained 
a legitimate  entrance  into  medicine  proper  and 
should  not  be  restricted  any  longer  to  the  field 
of  iLsychiatry.  Since  these  emotional  factors, 
these  emotional  conflicts,  arise  during  the  life 
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of  tlie  ])atient  in  his  relationship  with  other 
human  beings  the  patient  as  a personality  be- 
comes an  object  of  therapy. 

To  return  to  the  so-called  functional  dis- 
turbances arising  from  factors  in  the  emotion- 
al life  of  the  patient,  more  and  more  have 
clinicians  suspected  that  functional  disorders 
of  long  duration  may  gradually  lead  to  serious 
organic  disorders  based  on  visible  anatomical 
changes.  At  present  our  knowledge  as  to  what 
organic  disorders  may  be  so  i^roduced  is  lim- 
ited. Some  types  of  peptic  ulcers  and  of  es- 
sential hypertension  probably  belong  in  this 
group.  Since  the  functions  of  the  ductless 
glands  are  partially  under  psychic  control,  for 
example  the  adrenal  gland  is  influenced  by 
rage,  it  is  finite  possible  that  many  endocrine 
disturbances  will,  in  the  last  analysis,  turn 
out  to  be  the  results  of  chronic  emotional  dis- 
turbances. This  is  clearly  indicated  in  cases  of 
toxic  goitre,  the  beginning  of  which  can  often 
be  traced  back  to  disturbing  emotional  ex- 
Iferiences. 

ilany  chronic  disturbances  are  therefore 
probably  caused,  not  by  external,  mechanical, 
chemical  factors  or  by  micro-organisms  but 
by  the  continuous  functional  stress  arising 
during  the  everyday  life  of  the  organism  in  its 
struggle  for  existence.  Continuous  fears,  ag- 
gre.ssions,  wishes,  if  repressed,  result  in  per- 
manent chronic  emotional  tensions  which  dis- 
turb the  functions  of  the  vegetative  organs. 
i\Iany  emotions,  due  to  the  complications  of  our 
social  life,  cannot  be  freely  expressed  and  re- 
lieved through  voluntary  activities  but  remain 
repressed  and  then  are  diverted  iifto  wrong 
channels.  Instead  of  being  expressed  in  vol- 
untary innervations  they  influence  the  inter- 
nal vegetative  functions  such  as  digestion, 
resi)iration  or  circulation. 

The  teaching  that  organic  diseases  must  first 
be  excluded  and  only  then  the  possibility  of  a 
psychological  disturbance  l)e  considered  leads 
to  many  errors.  Psychological  observations 
and  physical  studies  should  go  hand  in  hand. 
When  a history  of  the  patient's  life  situation 
and  personality  reactions  is  secured,  a com- 
mon p.sychological  theme  with  its  different 
variations  will  often  be  found  to  run  through 
his  life  and  explain  the  various  symptoms  and 


disabilities,  a relief  from  which  has  not  rare- 
ly been  sought  through  operation. 

Doubtless  both  the  psychiatrist  and  the  sur- 
geon make  errors  in  diagnosis  as  to  the  cause 
of  abdominal  pain  and  discomfort,  the  former 
believing  that  many  cases  of  chronic  suffer- 
ing which  have  arisen  from  organic  pathology 
are  of  psychological  origin,  while  the  surgeon 
is  deceived  by  his  organic  training  into  think- 
ing that  he  can  cut  out  of  the  body  a pain  that 
had  its  origin  in  the  emotional  life. 

The  physician  should  constantly  bear  in 
miiid  the  im])ortance  of  treating  the  person 
who  is  sick  and  not  merely  the  disease  from 
which  he  suffers.  Illness  of  a clearly  estab- 
lished physical  nature  is  often  attended  by  im- 
portant psychological  concomitants  which  Ire- 
cause  of  their  importance  both  in  prognosis 
and  treatment  should  be  recognized  by  the 
l)hysician.  The  course  and  outcome  of  the 
organic  process  may  be  greatly  influenced  by 
the  mental  attitude  of  the  jratient.  At  times 
the  damage  suffered  by  the  emotional  life  and 
mental  health  of  the  patient  through  somatic 
illness  or  disability  may  be  more  serious  and 
permanent  than  are  the  physical  results  of  the 
organic  lesion.  It  is  therefore  not  illness  or 
disability  in  itself  that  is  of  psychiatric  im- 
portance but  what  a irarticular  ailment  means 
to  a irarticular  individual. 

The  loss  of  a hand,  for  example,  may  have 
a very  different  meaning  to  a violinist  than  to 
a professor  of  history  and  a resulting  disturb- 
ance or  disorganization  of  the  personality  be 
therefore  much  more  apt  to  result  in  the  for- 
mer. Lesions  in  parts  of  the  body  which  psy- 
chologically repre.sent  organs  of  marked  value 
for  the  personality  — such  as  eyes,  breasts, 
sexual  organs  — may  be  highly  disturbing 
even  though  the  disease,  objectively  viewed,  is 
not  serious.  Disturbances  of  the  i>ersonality 
rarely  follow  operations  upon  the  ai)pendix  or 
other  organs  not  invested  with  deep  emotional 
value.  On  the  contrary,  ])sychiatric  compli- 
cations following  o])erations  upon  highly 
valued  ones,  such  as  the  reproductive  organs, 
are  not  uncommon.  Disabling  physical  handi- 
caps such  as  crip])ling,  blindness  and  deafness 
which  ])Ut  the  patient  at  a disadvantage  with 
his  fellows  may  have  profound  effect  upon 
mental  health. 
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The  sensitive,  even  paranoid  I'eaetions  of 
tlie  deaf,  at  times  more  disturbing'  to  soeial 
adjustment  than  the  deafness  itself,  are  fa- 
miliar observations.  In  girls,  i)articularly,  a 
serious  physieal  handieap  may  produee  mental 
problems  that  eompletely  overshadow  the  de- 
feet. Beeause  of  the  high  evaluations  i)laeed 
upon  their  biologieal  funetions  and  beeause 
any  eonditions  whieh  adversely  affeet  these 
funetions  may  seriously  jeopardize  their  i)er- 
sonal,  eeonomie  and  .soeial  security  and  happi- 
ness, women  are  ])artieularly  subject  to  fears 
and  emotional  eon  11  lets  when  such  funetions 
are  disturbed.  Lack  of  attractiveness,  or  phy- 
sieal defects  whieh  ]>revent  marriage,  an  in- 
ability to  bear  children,  the  loss  of  physieal 
charm  through  age  or  di.sease,  the  pre.senee  of 
conditions  that  make  di.scontinuance  of  mari- 
tal relations  nece.ssary  or  the  approach  of  the 
involutional  period  may  constitute  problems 
to  which  emotional  adjustment  is  difficult  or 
imi)ossible  within  the  limits  of  mental  health. 
i\lany  fears  and  exaggerations  of  the  impor- 
tance of  di.sease  ari.se  from  feelings  of  guilt, 
l)ai'ticularly  from  a sense  of  guilt  concerning 
early  .sex  activities  or  indiscretions.  A slight 
indisi)osition  may  be  attributed  to  a regretted 
lap.se  and  be  magnified  into  a di.sabling  or  fatal 
illness  and  regarded  as  a just  desert. 

The  attitude  which  the  patient  manifests 
toward  his  disability  should  be  taken  into  con- 
sideration. Faced  with  physical  dhsease  the 
patient  may  readily  accept  or  even  suggest 
that  his  disability  is  of  mental  origin.  He  may 
neglect  his  symptoms  or  deceive  himself  as  to 
their  .seriousness.  On  the  other  hand,  the  i>a- 
tient  whose  disability  is  of  i>sychic  origin  seeks 
for  a physical  basis.  Instances  in  which  the 
j>atient  consciously  desires  cure  from  a physi- 
cal disability  but  unconsciously  wi.shes  that  the 
.sym})toms  may  continue  are  not  uncommon. 
The  patient  sincerely  believes  that  he  is  anx- 
ious to  be  cured  but  unconsciously  clings  to 
his  disability  with  a tenacity  that  may  defeat 
the  physician’s  therapeutic  efforts.  The  mo- 
tives that  continue  the  disability  may  be  vari- 
ou.s — e.  g.,  self-punishment,  self-importance, 
revenge  or  j)rotest.  For  various  i)sychological 
motives,  too,  certaiti  ])atients  may  welcome  or 
recpiest  surgical  o{)erations.  With  some  pa- 
tients, surgery  may  be  an  attention-gaining 


device,  with  others  a means  of  punishing  them- 
selves for  feelings  of  guilt  or  of  escaping  re- 
sponsibility or  irksome  drudgery.. 

If  j)sychic  or  emotional  components  accom- 
]>any  definite  physical  disease,  a failure  to 
treat  them  will  often  tend  to  prolong  convales- 
cence or  encourage  a reaction  of  chronic  in- 
validism. If  the  physician  concentrates  his 
attention  on  symptoms  without  an  adecpiate 
attemjit  to  a.scertain  or  remove  their  causes  he 
may  aggravate  or  permanently  ti.x  them. 

The  i)hysician  should  remember  that  in  the 
general  hospital  conditions  and  situations  may 
constantly  arise  tending  to  produce  tension, 
strain  or  apprehension  and  thereby  promote 
unhealthy  mental  i'eaetions  or  physical  com- 
plaints, ])erhaps  with  visceral  disturbance. 
Among  them  may  be  protracted  convalescence, 
awarene.ss  of  incurable  or  crippling  disease, 
fear  of  death,  conflicting  medical  statements 
or  advice,  the  misinformation  and  misguided 
advice  of  other  patients  and  other  facts.  Every 
specialty  is  accompanied  by  procedures  or  sit- 
uations heavily  weighed  with  elements  ])oten- 
tially  disturbing  to  emotional  life  or  iiersonal- 
ify.  In  opthalmology,  for  example,  the  band- 
aging of  both  eyes  with  a prolonged  convales- 
cence in  a darkened  room  may  precipitate  a 
jianic  reaction  of  a delirioid  nature.  In  gyne- 
cology there  may  be  problems  connected  with 
contracejitive  practices  or  illegitimate  preg- 
nancy, or  the  oecurrence  of  cystoscopy  addic- 
tion. In  urology  irsychiatric  problems  con- 
nected with  imiiotence,  frigidity,  dyspareunia 
or  premature  ejaculations  are  common.  It 
would  be  a hajipy  combination  if  as  much  ef- 
fort were  expended  in  the  psychological  treat- 
ment of  i)i'e-o])erative  fear  and  apprehension 
as  there  is  on  the  search  for  a drug  to  alle- 
viate them.  In  surgery,  too,  a fear  of  mutila- 
tion or  disfigurement  or  of  loss  of  vital  struc- 
ture or  ca])acity  may  threaten  the  patient's 
sense  of  security.  While  fre(iuently  this  re- 
.sidts  merely  in  an  apprehensive  preoccupation 
yet  it  may  lead  to  anxiety,  depression,  mild 
])anic  states  or  to  exaggerated  exj)ressions  of 
previous  personality  tendencies.  In  many 
other  medical  situations  too,  the  a.ssociated 
])syehiatric  problems  may  be  more  disturbing 
than  the  physical  symj)toms. 

Convalescence  from  a serious  physical  ill- 
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ness  not  rarely  constitutes  a psychiatric  prob- 
lem. The  iiatient  may  be  reluctant  to  give  up 
the  luxuries  of  the  sick  room  and  may  be  re- 
sentful as  the  warmth  of  feeling  and  interest 
previously  manifested  by  his  family  seems  to 
lessen.  More  frequently  the  family  may  insist 
on  continuing  ijrotective  and  the  patient  on 
being  babied  with  the  result  that  regressive 
personality  characteristics  persist.  The  longer 
the  patient  defers  his  return  to  his  responsi- 
bilities, the  harder  it  is  to  come  back  and  the 
more  firmly  fixed  any  unwholesome  personality 
reactions  that  have  been  established. 

The  physician  should  remember  that  the  in- 
dividual’s reaction  to  psychological  stress  and 
strain,  to  deeply  seated  dissatisfactions,  may 
be  exiiressed  in  the  language  either  of  the  mind 
or  of  the  body.  If  expressed  in  terms  of  the 
former,  one  meets  with  more  or  less  obvious 
mental  disorder  for  which  the  patient  is  re- 
ferred to  the  psychiatrist.  If,  however,  the 
reaction  is  expressed  in  terms  of  the  body  he 
comes  to  the  attention  of  the  general  practi- 
tioner, the  internist,  the  surgeon  or  the  gyne- 
cologist. The  patient  will  not,  however,  i:>er- 
manently  recover  so  long  as  these  dissatisfac- 
tions and  unsolved  problems  continue  to  exist. 

In  order  to  apply  successful  thei'ai>y,  it  is 
truly  a necessary  requisite  that  the  physician 
give  all  that  he  has,  and  give  all  that  he  is  to 
the  patient.  Of  his  mental  attributes  such  as 
sense  of  fairness,  justice,  truth,  honor,  fellow- 
ship and  righteousness.  Tliey  must  be  given 
without  stint  and  in  ever-increasing  volume. 
In  fact,  his  i>ersonality  is  being  jHit  to  the 
test,  and  if  of  sterling  quality,  it  will  contain 
those  elements  that  will  give  the  patient  hope, 
faith  and  understanding.  By  personality  the 
psychiatrist  does  not  mean  a supposed  urbane 
charm,  distinction  and  power  which  the  lay 
person  believes  may  be  achieved  by  some  vague 
type  of  cultural  regimen,  but  rather,  that  or- 
ganization of  constitutional,  affective,  ideation- 
al and  conative  capacities  and  tendencies 
which  characterize  the  individual  and  large- 
ly determine  his  habitual  patterns  of  behavior. 
The  physician  must  have  a genuine  and  in- 
herent interest  in  his  fellow  man  as  well  as 
in  human  disease,  the  proper  attitude  toward 
the  behavior  of  sick  people  as  well  as  an  un- 
derstanding of  the  disease  itself.  Some  phy- 


sicians are  not  endowed  with  a personality 
that  will  ])ermit  them  to  understand  or  sym- 
pathize with  suffering  of  emotional  origin. 

The  understanding  physician  must  have 
great  tolerance  for  human  weaknesses.  He 
must  be  a person  to  whom  the  patient  feels 
that  he  can  reveal  himself.  He  must  have  an 
open  mind  for  all  the  possibilities  of  the  ef- 
fect of  an  idea,  ami  its  charge  of  emotion, 
iqion  the  body  as  a whole  or  any  of  its  parts. 
He  must  be  flexible  in  personality  and  he  must 
be  willing  to  believe  tliat  the  safe  ground  of 
accepted  knowledge,  often  called  common- 
sense,  is  sometimes  made  up  of  jirejudices. 
Cioethe  said,  “To  the  man  of  thought  almost 
nothing  is  really  ridiculous.”  Ju.st  because 
the  physician  does  not  faint  at  the  sight  of  a 
surgical  operation,  he  should  not  assume  that 
others  might  not  do  so,  nor  should  he  be  in- 
tolerant of  those  who  are  so  affected.  Just 
because  the  physician  has  never  known  the 
pain  and  resentment  of  having  spent  his  child- 
hood and  adolescent  years  with  hostile  parents 
does  not  mean  that  he  should  not  try  to  under- 
stand their  effect  as  they  api>ear  in  some  one 
else.  However,  the  display  of  personality 
traits,  in  whatever  quantity,  without  quality, 
will  bring  unsuccessful  results.  The  quality 
depends  upon  the  knowledge,  experience  and 
the  basic  personality  traits  of  the  physician. 
His  honor  and  integrity  are  the  priceless  in- 
gredients of  his  value  to  the  patient.  This 
truism  has  been  known  for  thousands  of  years. 
From  the  Arabic  we  liave  inherited  its  sig- 
nificance from  this  old  tale  entitled  “The 
Priceless  Ingredient.” 

‘In  the  city  of  Bagdad  lived  Hakeem,  The 
Wi.se  One,  and  many  ]>eople  went  to  him  for 
counsel,  which  he  gave  freely  to  all,  asking 
nothing  in  return.  There  came  to  him  a young 
man,  who  had  s])ent  much  but  had  got  little, 
and  said,  “Tell  me.  Wise  One,  what  shall  I 
do  to  receive  the  most  for  which  I spend?” 
Hakeem  answered,  “A  thing  that  is  bought  or 
sold  has  no  value  unless  it  contains  that  which 
cannot  be  bought  or  sold.  Look  for  the  ])rice- 
less  ingredient.”  “But  what  is  this  ])riceless 
ingredient?"  asked  the  young  man.  Spoke 
then  The  Wise  One,  “My  son,  the  priceless 
ingredient  of  every  product  in  the  market 
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phu-e  is  the  Honor  and  Integrity  of  liiin  wiio 
makes  it. " 

To  parai)lirase  tlie  words  of  Hakeem,  the 
tlierapy  that  is  merely  bought  or  sold  has  no 
value  uidess  it  eontains  that  which  cannot  be 
bought  or  sold.  Look  for  the  ])riceless  in- 
gredient, look  for  the  honor  and  integrity  of 
him  who  practices  psychosomatic  therai)entics. 

Finally,  although  Socrates  was  not  medical- 
ly trained  even  in  the  crude  practice  of  his 
day,  .vet  his  in,junctiou  should  not  be  forgot- 
ten : 

‘‘Just  as  .vou  ought  not  to  attempt  to 
cure  e.ves  without  head,  or  head  without 
bod.v,  so  you  should  not  treat  bod.v  with- 
out soul." 


EMOTIONAL  CATHARSIS,  A PSYCHO- 
THERAPEUTIC METHOD  FOR  THE 
GENERAL  PRACTITIONER 

Leorge  DeCherney,  M.  1).,* 

Fa rn hurst,  Del. 

Today  it  is  assumed  that  the  general  prac- 
titioner recognizes  the  importance  of  the  psy- 
chological factors  involved  in  creating 
l)h.vsiological  disorders  in  the  human  body ; 
however,  m.v  colleagues  in  general  i>ractice 
often  make  a statement  similar  to  the  follow- 
ing: “I  can  recognize  the  irs.vchological  dis- 

turbances brought  about  b.v  anxiet.v,  but  what 
can  I do  to  help  my  j)atients  in  the  short  time 
I have  available  for  them  in  my  ])ractiee"?'’ 
In  this  connection,  one  might  (piote  J.  R. 
Rees,  ^I.  1).^'*: 

The  doctor  in  a mood  of  mild  frustra- 
tion .said  to  a colleague  with  whom  he  was 
having  a personal  anal.vsis:  "I  can't 

cure  the.se  patients."  He  was  met  by  the 
res])on.se : "Of  course  you  can't.  The 

moi'e  .YOU  demand  that  ,vou  shall  cure 
people  — in  fact,  be  a healer  — the  more 
.vou  find  a state  of  thei'apeutic  impotence 
in  .vourself.  All  .vou  can  do  is  something 
a little  more  than  the.v  can  do  b.v  them- 
selves." 

The  pui-pose  of  this  pa])er  then  is  to  fa- 
miliarize the  general  ])ractitioner  with  certain 
])rincipals  which  he  might  utilize  in  his  tre:it- 
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ment  of  jisychiatric  problems  in  the  office.  A 
method  that  should  not  be  minimized  and  one 
that  the  iiractitioner  should  be  able  to  handle 
is  catharsis  — allowing  the  patient  to  speak 
freel.v  to  a non-condemning  listener.  This 
alone  ma.v  accomplish  many  things.  It  gives 
the  jiatient  a chance  to  unburden  himself  and 
to  have  a confidant  with  whom  to  share  his 
jiroblems.  Thus,  through  ventilation,  a great 
])art  of  the  anxiet.v  ma.v  be  drained  off  and 
ma.v  lead  to  .some  degree  of  relaxation.  This 
can  be  likened  to  the  common  expression  of 
relief  after  "getting  it  off  your  chest."  Phy- 
sicians are  looked  upon  as  a group  of  people 
who  are  usually  dependable  and  who  are  able 
to  kee})  a confidence.  For  this  reason  a pa- 
tient may  be  able  to  sjieak  to  a doctor  when 
he  could  not  speak  to  anyone  else. 

Next,  a patient  who  has  a maze  of  thoughts 
of  which  he  is  fearful,  in  verbalizing  will  tend 
to  become  more  specific.  As  the  problem  be- 
comes more  specific,  it  aLso  becomes  less 
frightenijig  and  the  patient  ma.v  be  better  able 
to  derive  from  the  interview  a so-called  cor- 
rective emotional  ex])erience  in  that,  in  spite 
of  his  shortcomings,  he  is  neither  being  reject- 
ed or  punished  and  feels  like  an  accepted  in- 
dividual in  .societ.v  once  again. 

Once  the  context  of  the  contlictual  material 
evolves  or  presents  itself  through  catharsis  the 
])hysician  should  then  have  adequate  informa- 
tion at  his  disposal  to  be  able  to  help  his  pa- 
tient. If  the  })roblem  is  superficial  and  the 
individual  is  fairl.v  well  integrated,  ventilation 
ma.v  be  what  is  needed ; however,  the  limits 
of  this  method  must  be  kept  in  mind  as  we 
are  onl.v  dealing  with  thoughts  and  feelings 
on  a conscious  level.  Unfortunately,  a large 
l)ercentage  of  the  contlictual  ideation  is  in  the 
unconscious  and  is  totall.v  absent  for  the  })a- 
tient's  verbalization. 

Finally,  it  must  be  added  that  there  are 
certain  things  within  himself  of  which  the 
ph.vsician  must  be  aware  at  all  times.  This 
includes  a reasonable  amount  of  maturit.v.  He 
should  be  able  to  avoid  disi)laying  an.v  feelings 
of  anger,  admonition,  fear,  etc.,  which  he 
might  feel  toward  the  patient  or  toward  an.v 
of  the  conflicts  which  may  be  evolved.  Another 
value  is  the  ])o.ssession  of  some  wai'in  feelings 
toward  the  i)atient.  Since  p.sychiatry  is  an 
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interpersonal  relationship,  it  would  be  detri- 
mental to  the  patient  if  he  felt  he  was  not 
wanted  or  if  he  became  aware  of  any  hostility 
toward  him.  For  example,  it  a patient  came 
into  the  office  because  of  certain  impulses  that 
carried  with  them  some  guilt  feelings,  these 
emotional  tones  would  probably  be  enhanced 
by  any  action  of  the  physician  which  could  he 
interpreted  as  animosity,  disgust,  etc. 

The  practitioner  should  have  some  under- 
standing of  both  neurotic  and  non-neurotic 
behavior  in  order  to  help  his  patient.  This 
author  recommends  Dr.  Levine’s  book*  as  a 
valuable  source  of  information  for  obtaining 
help  in  reaching  this  understanding. 

And,  finally,  the  practitioner  should  always 
be  dependable.  While  this  should  be  assumed 
for  all  patients,  it  is  more  essential  for  the  neu- 
rotic individual.  The  physician  must  be  ac- 
cepting at  all  times  no  matter  what  the  pa- 
tient’s impulses  may  be  or  no  matter  what 
behavior  the  patient  may  display.  Being  de- 
pendable here  does  not  mean  acceptance  of 
asocial  or  amoral  acts  but  acceptance  of  the 
individual  as  a whole. 

As  an  illustration  of  the  above-mentioned 
procedure,  the  author  would  like  to  cite  a case 
of  a patient  who  was  seen  in  the  Observation 
Clinic  at  the  Delaware  State  Hospital.  This 
was  a 37 -year-old,  married  female  who  pre- 
sented herself  with  a chief  complaint  of  cry- 
ing very  easily,  agitation,  being  depressed  and 
at  times  had  thought  about  suicide,  with  one 
unsuccessful  attempt.  Because  of  the  affec- 
tive state,  namely,  depression,  she  was  re- 
ferred to  the  hospital.  On  admission  she  ap- 
peared rather  apprehensive,  defensive,  and 
her  depre.ssion  was  delineated  jisycho- 
logically  by  “feeling  low  in  spirits,”  ci’ying 
spells  and  a somewhat  depressed  mood.  How- 
ever, the  intensity  of  the  depression  was  not 
indicative  of  a psychotic  process.  It  was 
rather  superficial  and  was  not  accompanied 
by  any  delusions  that  one  sees  in  the  affec- 
tive psychosis.  Somatically,  her  dejiression 
was  manifested  by  her  inability  to  eat,  insom- 
nia, loss  of  weight  and  loss  of  any  desire  for 
coitus,  which  had  previously  always  been  en- 
joyable. She  stated  that  she  felt  her  big 

‘Levine,  Morris,  M.  D.:  Psychotherapy  and  General 

Practice. 


problem  was  the  fact  that  she  could  not  live 
with  her  husband  in  an  harmonious  relation- 
ship after  18  years  of  marriage.  She  maximized 
any  of  the  trifling  misdemeanors  that  her  hus- 
band had  done  in  the  past,  and  stated  that  she 
felt  that  she  could  not  get  along  with  him,  that 
he  was  very  jealous  and  would  not  allow  her  to 
go  out.  She  is  the  mother  of  three  children, 
all  of  whom  are  living  and  well.  The  husband 
may  be  described  as  a hard-working,  easy- 
going, cooperative  individual  who  speaks  in  a 
matter-of-fact  manner  and  is  able  to  recog- 
nize some  of  the  difficulties  that  his  wife  is 
having. 

To  continue,  this  patient  w'as  seen  on  the 
average  of  twice  a week  and  given  a chance  to 
ventilate  some  of  her  feeling.  After  six  one- 
hour  interview's,  the  jiatient  was  symp- 
tom-free and  the  context  of  the  thera- 
peutic sessions  consisted  of  her  being  able  to 
exju'ess  feeling  concerning  an  extra-marital 
relationship.  It  became  quite  evident  to  her 
that  there  was  a tremendous  amount  of  guilt 
feeling  surrounding  this  episode  and  that  she 
was  exaggerating  her  husband’s  shortcomings 
to  justify  herself  in  this  extra-marital  rela- 
tionship. During  the  total  number  of  sessions, 
the  therapist  took  a non-condemning  attitude, 
the  patient  having  sensed  from  the  interview- 
er that,  although  she  could  be  accepted  as  an 
individual,  in  a mature,  adult  relationship,  ex- 
tra-marital affairs  are  not  conducive  to  main- 
taining a healthy  relationship.  The  patient  was 
discharged  and  in  subsequent  follow-up  in- 
terviews remained  symptom-free  and  contin- 
ued on  to  have  a happy  marriage. 

It  is  important  to  point  out  here  that  in 
many  cases  that  are  seen  on  a short-term  basis 
at  the  Observation  Clinic,  they  are  handled 
in  just  this  manner.  The  patient  as  described 
above  w’as  given  a chance  to  relate  her  difficul- 
ties and  an  opimrtunity  at  “verbalization”  ; or 
to  ventilate  to  an  authoritative  figure,  dissipat- 
ing the  guilt  feeling.  Also  a process  of  re- 
education and  reorientation  w’as  given  for  a 
better  and  more  constructive  life.  As  one  can 
easily  see,  the  process  that  w'as  utilized  here 
was  that  of  catharsis — reassurance  with  a non- 
critical,  non-condemning  attitude. 
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CHILD  GUIDANCE  AT 
GOVERNOR  BACON  HEALTH  CENTER: 
THE  SEIZURE  CONTROL  UNIT 

Roy  K.  Reed, 

Delaware  City,  Del. 

The  Seizure  Control  Unit  of  the  Covernor 
Daeon  Health  Center  was  recently  opened  for 
the  study  and  eai-e  of  patients  .suffering  fi-om 
those  imdtitndinons  conditions,  usually  ac- 
comi)anied  l)y  some  alteration  of  conscious- 
ness and  often  accompanied  by  some  foian  of 
seiznre.  that  have  sometimes  pi-evionsly  been 
snbsnmed  under  the  teian  "epilepsy.” 

The  Health  Center  is  the  only  childrens’ 
resident  treatment  center  we  have  been  able 
to  find  which  accepts  for  treatment  in  a resi- 
dent setting  children  liaving  convulsive  dis- 
orders as  well  as  those  having  the  variety  of 
])rimary  behavior  disorders  and  other  psy- 
chiatric problems  that  are  met  with  in  such  a 
j)sychiatric  in.stitnte.  Thei'e  are  advantages 
in  treating  children  .so  afflicted  with  seizures 
along  with  others  having  nenropsychiatrie  dis- 
orders, not  the  least  of  which  is  the  o])por- 
tnnity  to  compare  one  with  the  other  and  to 
evaluate  a variety  of  fundamental  ])ersonality 
l)roblems,  and  methods  of  dealing  with  them. 

Children  in  oiu'  seiznre  unit  have  shown  a 
wide  variety  in  degree  and  iideirsity  of  the 
personality  j)roblems  that  they  show.  At  one 
extreme  are  highly  intelligent,  well  adjusted 
children  with  good  insight  into  their  situation, 
and  able  to  cooperate  with  the  program  of 
the  hospital  in  a res])onsible  way.  At  the 
other  extreme  are  the  insecure,  antisocial  in- 
dividuals, sometimes  underdeveloped  intellec- 
tually, who  recpure  cu.stodial  care  for  the  pi'o- 
tection  of  the  community  in  which  they  live. 
Yet,  in  s})ite  of  the  vai  iation  and  degree,  com- 
mon i)i'oblems  ai'e  faced  by  all  of  them,  and 
common  patterns  of  reaction  become  evident. 
In  children,  because  of  their  more  limited  ex- 
periences and  less  finnly  fixed  habits  of  think- 
ing and  acting,  theii'  behavior  difficulties  have 
a simi>ler  and  more  understandable  basis  than 
in  adults;  and  for  the  same  reason  the  diffi- 
culties them.selves  are  less  fixed  and  more 
amenable  to  change. 

The  accumulation  of  difficulties  that  lie  in 
the  path  of  a child  with  seizuivs  or  their  e(|uiv- 
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alent,  and  interfere  with  his  hai>pine.ss  and 
satisfaction,  gratlually  ntold  him  as  an  indi- 
vidual into  a different  kind  of  jiei’son  from 
what  he  might  have  been  under  other  circum- 
stances. Physically  and  p.sychologically  his 
intere.sts  and  ajititudes  might  have  guided  him 
in  certain  directions,  but  when  faced  with  the 
obstacles  of  his  disea.ses  and  the  attitude  of 
the  family  and  community  toward  it,  his 
cour.se  of  jier.sonality  development  may  deviate 
from  the  natural  direction. 

With  adeiiuate  information  concerning  the 
disease  and  the  home  setting  it  is  often  not 
difficult  to  understand  the  development  of  the 
child's  problems.  J’revious  to  the  onset  of 
seizures  the  behavior  of  .such  children  is  not 
considered  unusual  by  the  parents.  They  may 
be  somewhat  overactive,  "high  strung”  or 
"spoiled”  by  the  family  but  not  more  so  than 
siblings  or  neighbors.  Parents  frequently  de- 
scribe a change  in  the  child's  behavior  at  the 
time  of  their  on.set  of  .seizures.  He  becomes 
irritable,  nothing  satisfies  him,  his  s]>an  of  at- 
tention is  short,  he  sleeps  restlessly,  demands 
his  own  way,  and  if  not  given  Avhat  he  wants, 
])outs  resentfidly  or  goes  into  a temper  tan- 
trum. He  seems  to  lose  interest  in  things  that 
he  formerly  enjoyed.  From  then  on  the  situa- 
tion grows  steadily  worse  until  he  fights  Avith 
his  former  playmate.s,  needs  con.stant  super- 
vision at  play,  and  re<iuires  fretjuent  disci- 
l)linary  measures.  School  loses  its  attraction, 
and  he  .si)ends  his  time  annoying  })upils  and 
his  teachers.  School  work  suffers.  Such  in- 
stances are  common  among  children  with  seiz- 
ures and  are  enough  to  try  the  patience  of 
the  be.st  of  families.  In  such  a situation  lie 
the  elements  of  permanent  personality  dis- 
orders, and  while  they  may  or  may  not  con- 
tribute to  the  development  of  .seizures  at  the 
start,  if  alloweil  to  continue,  they  are  likely 
to  add  significantly  to  the  disturbance  as  years 
go  on. 

During  the  first  weeks  and  monfhs  it  seems 
unlikely  that  any  true  change  in  personality 
has  occurred  to  account  for  the  symptoms. 
In.stead,  the  suddenly  ai)peai-ing  behavior  re- 
actions represent  additional  evidence  of  the 
child’s  illne.ss.  Irritability,  dissatisfaction, 
short  span  of  attention,  resentment,  etc.,  are 
commoidy  observed  in  children  with  an  un- 
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diagnosed  subacute  or  chronic  physical  dis- 
ease. While  the  nature  of  the  disturbances 
going  on  in  a child’s  brain  at  the  onset  of 
seizures  cannot  be  defined,  there  is  no  doubt 
that  some  alteration  in  function  is  i»resent  to 
account  for  both  seizures  and  the  general  ir- 
ritability. To  a degree,  therefore,  the  ab- 
normal behavior  of  a child  with  seizures  should 
be  considered  as  part  of  his  disease  and  not 
necessarily  recpiiring  harsh,  disciplinary 
measures.  As  time  goes  on,  the  irritability 
becomes  less  evident,  but  is  replaced  by  be- 
havior problems  resulting  from  the  methods 
of  correction  used. 

During  the  course  of  interviews  with  chil- 
dren at  the  Center  we  have  made  an  attempt 
to  gather  information  that  would  answer  the 
question  as  to  how  a child  feels  regarding  his 
disease.  While  not  all  children  react  in  the 
same  way,  too  often  the  child  feels  a horror 
and  dread  at  the  approach  of  a seizure.  For 
years  with  each  recurrent  attack  the  expecta- 
tion of  dying  may  run  through  his  mind.  At 
the  least  suspicion  of  a warning  aura  he 
screams  for  help,  runs  wildly  to  mother  for 
protection,  but  sometimes  realizes  that  he  falls 
down  in  a spell  before  help  is  available.  He 
goes  into  the  seizure  in  a state  of  panic. 

Such  a situation  tends  to  drive  children  in- 
to one  of  two  general  directions.  The  force- 
ful, robust  child  becomes  the  disagreeable, 
domineering  bully  who  covers  his  fears  and 
insecurity  by  a hard  crust.  The  less  forceful, 
less  vigorous  child  reacts  with  a sense  of 
shame  and  disgrace,  withdraws  into  his  shell, 
and  leads  a solitary,  silent  existence.  He  tries 
by  quiet,  over-conscientious  effort  to  create  a 
favorable  impression  and  a place  for  himself 
in  the  sun.  Both  types  of  child  lack  the  in- 
sight and  confidence  necessary  to  reach  a satis- 
factory balance. 

Whether  or  not  psychological  and  emotional 
factors  may  cause  seizures  in  the  absence  of 
other  etiological  influences  is  difficult  to  say. 
Many  psychiatrists,  particularly  those  of  the 
Freudian  school,  have  maintained  that  such 
cases  are  relatively  common.  Fremont-Smith 
has  reported  careful  studies  on  individuals  in 
whom  it  was  found  that  the  beginning  of  the 
disease  had  been  associated  with  an  intense 


psychological  insult,  and  that  in  many  of  the 
recurrences  the  same  situation  was  to  some 
degree  repeated.  On  the  other  hand  Diethelm 
and  Cobb  are  inclined  to  the  view  that  per- 
sonality disorders  are  precipitating  and  ag- 
gi’avating  factors  but  not  truly  causative. 

Little  is  known  about  the  mechanism  where- 
by such  psychological  and  emotional  factors 
affect  the  seizure  state.  Theoretically  we 
would  exiiect  the  autonomic  nervous  system 
to  be  involved  in  a fundamental  way.  It  is 
known  to  be  activated  by  the  emotions  and 
to  cause  definite  change  in  cerebral  circula- 
tion ; it  is  also  one  of  the  great  coordinating 
mechanisms  of  the  body.  However,  methods 
for  studying  the  effect  of  alterations  in  auto- 
nomic tone  in  human  beings  are  not  adequate 
at  the  present  time.  Other  coordinating  mech- 
anisms of  the  body  may  also  be  involved,  such 
as  chemical  mediators,  enzyme  systems  and 
endocrines.  The  final  common  pathway 
through  which  personality  disorders  affect 
epilepsy  must  be  in  the  field  of  physiology  and 
has  to  do  with  local  conditions  in  the  brain 
that  increase  the  irritability  and  explosive- 
ness of  groups  of  nerve  cells. 

The  handicap  of  the  seizure  state  that  at- 
tracts most  attention  is  that  which  results 
from  incapacitation  by  the  seizures  themselves. 
While  the  importance  of  this  aspect  cannot 
be  minimized,  few  people  realize  that  an  equal- 
ly severe  and  common  handicap  to  normal  liv- 
ing may  result  from  the  personality  malad- 
justment itself.  In  our  present  social  organi- 
zation a person  with  seizures  is  seriously  lim- 
ited in  outlets  and  activities.  So  much  effort 
is  required  to  maintain  his  place  among 
friends  and  to  face  the  misunderstandings  and 
])rejudices  that  he  meets,  that  life  may  become 
an  unhappy  struggle  against  insurmountable 
odds.  In  these  circumstances  frustration  and 
resentment  accumulate,  and  his  behavior  may 
become  so  abnormal  that  he  cannot  safely  be 
allowed  to  remain  free  in  society,  and  custodial 
institution  offers  the  onlj'-  solution.  Even  in 
children  who  have  had  the  disease  for  rela- 
tively few  years,  activities  and  occupations 
may  be  limited  by  warped  attitudes  toward 
the  disease  and  toward  the  right  of  others. 
The  handicaps  that  result  from  personalit.v 
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maladjustments  in  i)atients  with  seizures  tend 
to  i>row  woisie  as  years  pass. 

At  the  (Jovernor  Bacon  Health  Center  our 
attitude  is  that  our  efforts  shoud  be  dii'ected 
toward  stopi)ing  the  seizures  in  order  that  we 
may  attack  l)y  psychotherapy  the  more  or  less 
extensive  i»ersonality  maladjustments  that  so 
often  overlay  the  seizure  state.  We  have  seen 
here  already  that  successful  treatment  of  the 
personality  factors  involved  is  sometimes  fol- 
lowed by  a cessation  of  seizures. 


PSYCHOSES  IN  THE  NEGRO 
A Preliminary  Study 

S.  P.  Ivins,  .M.  !).,*= 

Farnhurst,  Del. 

A general  survey  of  the  negro  as  a i>atient 
in  the  state  psychiatric  hosi>ital  is  mo.st  inter- 
esting and  valuable.  Delaware  affords  an  ex- 
cellent opi)ortunity  for  such  a .study  because 
the  jiatients  are  concentrated  in  a single  and 
progressive  center.  By  making  use  of  the 
.statistical  figures  of  the  census  (19o0j,  and 
the  hosi)ital  annual  reiiort,  much  of  the  pres- 
ent status  is  revealed.  From  the  figures,  we 
are  able  fo  get  an  idea  of  structure  and  from 
the  factors  behind  them,  the  i)roblems  for 
movement  in  mental  hygiene. 

The  approximate  negro  population  for  the 
state  is  12.')%  In  the  Delaware  State  Hos- 
pital the  .same  population  is  21%,  for  the  in- 
])atient  census.  For  the  out-jiatient  clinic,  it 
is  20%.  In  hospital  j)atient  movement  we 
find  2.')%  of  the  trial  visit  load  is  negro  and 
the  first  admission  rate  is  approximately 
1!)..')%.  When  the  in-patient  ])opulation  is 
broken  down  into  classification,  it  is  revealed 
that  1!)%  of  the  schizophrenic  population  is 
negro,  37%  of  the  “('NS  luetics,"  7%  of  the 
])sycho])athic  iiersonalifies,  and  14%  of  the 
senile  jisychoses.  The  differences  in  the  groujis 
ai-e  sufficiently  large  to  be  statistically  signi- 
ficant, and  thus  discernible  in  [)sychiatric  and 
.socio-economic  terms.  Because  of  the  one  state 
hospital  and  clinic,  it  is  .safe  to  state  that  our 
figures  are  accurate  for  this  group.  The  per- 
cent of  negroes  receiving  ])sychiatiic  helj)  on 
the  outside  is  veiy  small,  while  that  foi-  the 
whites  is  .somewhat  larger. 

•Acting  Senior  Assistant  Physician,  Delaware  State 
Hospital. 


In  the  analysis  of  our  figures,  it  is  .seen  that 
the  i>er  cent  of  .schizophrenics  in  the  hospital 
(the  large.st  number  of  any  diagnostic  group) 
is  roughly  etpial  in  the  two  groups.  The  negro 
has  a larger  num!)er  of  general  jiaretics,  and 
a much  smaller  number  of  p.sycho])athic  per- 
.sonalities  than  in  the  white  group.  This  is 
answered  by  the  poorer  hygiene  and  venereal 
control  for  the  fir.st  group,  and  that  the  negro 
“psychopath"  is  more  fretpiently  cared  for 
by  other  means,  outside  of  the  ment:il  hospital. 

As  to  a i)0.ssible  explanation  of  the  over-all 
jiicture,  it  is  seen  that  the  incidence  of  psy- 
choses (by  admission  to  the  state  hospital)  is 
appreciably  higher  among  the  negro  than 
among  the  white.  There  are  more  acute  psy- 
chotic episodes  among  the  negro,  as  revealed 
by  hospital  movement.  This  might  be  explain- 
ed by  the  greater  number  of  psychoses  of  this 
group  that  are  adaptive  ])roducts  of  particu- 
lar environmental  forces  to  which  they  are 
subjected,  afher  than  any  specific  racial  be- 
havior. 

Among  the  negroes  the  general  jiaretics  are 
3S%  of  all  hosiiital  admi.ssions  for  this  diag- 
nostic group,  and  for  the  alcoholic  jisychoses, 
it  is  4()%.  The  alcoholic  (isycho.ses  and  the 
“CNS  luetics, " are  the  most  jirevalent  causes 
for  admission,  in  the  negro,  and  collectively 
almost  e((ual  all  other  psychoses  combined.  The 
largest  discrepancy  between  white  and  colored 
admissions  is  in  the  field  of  alcoholic  ])sy- 
cho.ses.  Almost  rivaling  this  is  the  “('XS  lue- 
tics’’ including  tho.se  with  and  without  p.sy- 
choses.  (Jeneral  paresis  is  most  ju'evalent. 

In  the  .senile  and  arteriosclerotic  i).sychoses 
the  negro  is  significantly  lower,  14%.  Female 
admissions  exceed  males  in  this  diagnostic 
group  for  the  whites,  while  the  reverse  is  true 
for  the  negro.  In  the  functional  j)sychoses,  the 
incidence  among  the  negroes  is  lower  than 
among  the  whites;  19%  of  the  .schizophrenics 
ami  14%  of  the  manic-depressives.  In  both 
grou|)es  the  females  have  a greater  number  of 
admissions  for  the  schizo])hrenic  and  manic- 
depressive  |)sychoses. 

From  the  wealth  of  jisycliological  data,  it 
is  safe  now  to  .state  that  there  is  no  innate 
hereditary  difference  between  white  and  ne- 
groes with  respect  to  mentality  (intellectual 
c;ipacities)  or  to  instinctual  ex])ressions  of  po- 
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tential  adaptabilities.  In  the  moTe  recent 
studies  of  the  negro,  we  find  much  less  con- 
cern about  the  significant  roles  of  religion, 
art,  and  music,  as  manifestations  of  inherent 
emotionalism.  The  evaluation  of  this  has 
usually  been  subjective  estimations  based  on 
tlie  standards  of  occidental  culture.  With  the 
increased  anthropological  and  ethnological 
data,  emotional  behavior  and  artistic  produc- 
tions of  a race  are  approaching  expressions  of 
a cultural  heritage  and  not  expressions  of  a 
difference  in  races. 

Many  of  the  expressions  of  a group  are  ac- 
cumulations of  traditions  and  experiences  in 
that  jiarticular  group.  So,  what  has  been  con- 
sidered characterological  inherent  traits  in 
individuals  of  a given  race  are  frequently 
definite  colorings  in  the  mode  of  expression  of 
a basic  psychical  phenomenon.  With  more 
understanding  of  anthropological  factors,  we 
shall  gain  a better  understanding  of  the  char- 
acteristic racial  peculiarities  as  they  enter  into 
the  etiology  of  the  particular  psychic  reactions. 
In  our  own  clinical  evaluations,  a more  uni- 
form nomenclature  is  being  devised  which  will 
facilitate  such  a study.  This  pertains  speci- 
fically to  the  functional  entities.  At  the  pres- 
ent time  a study  is  in  progress  to  investigate 
any  differences  in  the  characteristics  of  the 
psychoses  in  negroes  and  the  variations  in  the 
psychodynamics  of  such  individual  reactions. 

Conclusions 

This  study  is  the  result  of  tabulating  hos- 
pital statistics  and  working  out  the  per  cent 
of  negroes  in  the  total  for  each  of  the  diag- 
nostic groups.  The  results  give  a fairly  accur- 
ate picture  for  the  etiologies  such  as : organic, 
toxic  and  functional.  Another  report  is  in 
progress  to  reveal  more  dynamic  features  such 
as  the  specific  factors  for  the  group,  function- 
al. That  is,  tabulations  of  the  psychological, 
and  socio-economic  factors  in  each  case.  It  is 
felt  at  present  that  the  differences  in  coloring, 
if  it  exists,  can  be  explained  environmentally. 
Observations  indicate  that  there  are  charac- 
teristics which  predominate  in  one  group,  al- 
though they  are  to  be  found  in  both. 

It  is  shown  that  the  incidence  of  psychoses 
among  the  negroes  of  the  state  of  Delaware  are 
almost  twice  that  among  the  whites.  Alco- 
holic psychoses  and  central  nervous  syphilis 


are  the  most  prevalent  causes  tor  admission 
and  are  about  3.5  times  more  freciuent  in 
negroes  than  in  whites;  while  the  incidence 
of  senile  and  arteriosclerotic  yisychoses  among 
the  negro  is  comparable  to  that  among  the 
w'hite,  and  thus  somewhat  greater  tor  that, 
from  the  population  at  large.  The  increased 
number  of  psychoses  among  the  negro  is  prob- 
ably of  environmental  origin.  It  is  hoped 
that  the  ground  work  for  mental  hygiene 
movement  is  laid  by  revealing  the  differences 
that  exist. 


THE  RATIONALE  FOR  IN-PATIENT 
TREATMENT  OF  EMOTIONALLY 
DISTURBED  CHILDREN 

Calvin  F.  Settlage,  M.  D.,* 
Delaware  City,  Del. 

It  is  the  writer’s  purpose  to  })resent  a gen- 
eral discussion  of  the  thinking  and  principles 
relevant  to  the  in-patient  or  institutional 
treatment  of  emotionally  disturbed  children. 
Because  of  the  inter-mingling  of  opinions  and 
experience  of  the  various  peoyile  who  have 
written  in  this  field,  documentation  will  not 
be  attempted  except  to  indicate  that  the  writer 
has  drawn  freely  from  the  reference  sources 
listed  in  the  bibliography. 

The  problem  of  the  emotionally  disturbed 
child  is  being  considered  with  increasing  con- 
cern. A study  made  by  California’s  Ingle- 
w’ood  Juvenile  Maladjustment  Survey  indi- 
cates that : Df  every  1,000  children  in  our 
country,  50-60  of  them  will  have  emotional 
maladjustments  requiring  psychiatric  treat- 
ment. The  extent  of  the  problem  thus  obvious- 
ly is  great.  This  fact  combined  wdth  the  theo- 
retical logicality  that  i)sychiatrie  treatment  of 
the  child  will  be  preventative  in  reducing  the 
incidence  of  adult  emotional  disorder  suggests 
the  need  for  strenuous  therapeutic  efforts.  The 
largest  area  of  effort  has  been  in  the  out- 
jiatient  clinic  where  the  child  is  treated  w'hile 
remaining  in  the  home  environment.  This  a])- 
l>ears  to  be  the  more  desirable  approach  be- 
cause the  patient  being  a child  is  still  in  the 
process  of  physical  and  emotional  development 
and  maturation,  and  greatly  needs  the  secur- 
ity of  a home  with  the  mothering  and  father- 
ing attendant  thereto.  However,  in  many 

'Child  Psychiatrist,  Governor  Bacon  Health  Center. 
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cases,  the  problem  is  of  such  a character  or 
of  sucli  a i)roi)ortion  that  it  reasonably  cannot 
he  treated  under  out-patient  conditions.  At 
this  point  in-patient  treatment  must  be  con- 
sidered. 

In-patient  treatment  like  any  other  psycho- 
therapeutic technicpie  re<pures  understanding 
of  the  basic,  normal  developmental  processes 
and  inliuences.  Developmentally  the  child 
I)i'ogresses  from  the  wholly  dependent,  un- 
differentiated and  yet  demanding  infant  to 
the  independent  and  highly  individualized 
adult  who  hopefully  is  considerate  of  the  needs 
of  others.  In  this  process  of  development 
there  seems  to  he  iidierent  the  principle  of 
needing  to  receive  before  being  able  to  give. 
Thus  the  infant  who  receives  adecjuate  physical 
care  provided  warmly  and  affectionately  is 
able  to  and  usually  eager  to  meet  and  master 
the  environmental  demands.  This  child  de- 
sires to  learn  the  skills  of  sitting,  walking, 
talking  and  bladder  and  bowel  control  and  to 
accei)t  increasing  i)ersonal  responsibility  in 
order  to  please  the  parents  and  continue  the 
pleasures  and  hap})iness  resulting  from  good 
parental  care.  As  the  child  matures,  the  orig- 
inally highly  i)i'otective  environmental  frame- 
work is  loosened  and  he  is  given  the  freedom 
of  choice  and  decision  which  allows  him  to 
develop  as  an  individual  with  a i)ersonality  of 
his  own.  Training  measures  and  the  rules  of 
family  and  ])ersonal  living  are  introduced 
firmly  yet  tolerantly  as  the  child  physically  is 
able  to  master  them  and  intellectually  able 
to  understand  the  need  for  them.  As  these 
controls  are  accepted  by  the  child  and  later 
internalized,  we  see  emerging  a truly  social 
being.  Throughout  the  developmental  process 
there  are  inculcated  those  i)ersonal,  family,  so- 
cial, cultural,  national  and  religious  ideals 
which  are  nece.ssary  for  truly  adult,  altruistic 
living.  Again  I should  like  to  emphasize  that 
the  gradual  evolution  of  a mature,  responsible 
adult  does  not  take  ])lace  unless  the  child’s 
need  for  love  and  affection  and  personal  grati- 
fication is  met  through  warm,  meaningful  in- 
teri)ersonal  relationshii)s  experienced  Jiormal- 
ly  in  relation  to  the  i)arents. 

Deficiences  in  the  environment  which  inter- 
fere with  this  noi-mal  process  of  development 
cause  problems  and  disorders  which  may  be 


sorted  into  three  broad  categories  (not  in 
themselves  mutually  exclusive).  The  first 
category  might  be  termed  “social”,  dross  in- 
adc(piacies  in  jdiysical  and  emotional  care  re- 
sult from  such  things  as  i)overty,  illegitimacy 
and  broken  homes.  Theoretically  the  provi- 
sion for  more  adecpiate  care  through  the  me- 
dium of  foster  home  or  adoption  .should  be 
sufficient  to  solve  the  problem  for  this  child. 
However,  in  most  cases  there  also  exists  a per- 
•sonality  disorder  variable  in  degree. 

The  .second  category  is  delineated  in  terms 
of  the  di.sturbance  in  the  child,  and  can  be 
described  as  a failure  of  organization  in  the 
per.sonality.  In  this  situation  the  physical 
care  may  be  minimally  adetjuate,  but  a lack 
of  definity,  routine  and  security  in  the  en- 
vironment result  in  the  child  having  no  pat- 
tern to  follow  in  the  course  of  his  growth.  In 
this  type  of  disorder  the  j)rimary  treatment 
aim  is  to  ))rovide  the  previously  lacking  rou- 
tine and  consistency. 

The  third  category  also  is  in  terms  of  the 
disturbance  in  the  child  and  it  includes  all 
tyj)e.s  of  {lersonality  disorder  resulting  from 
the  conflict  situations  or  emotional  involve- 
ments of  parent  with  child,  either  with  or 
without  conscious  awareness  on  the  part  of 
either.  These  emotional  disturbances  para- 
doxically are  seen  often  in  children  coming 
from  adequate  homes  j)rovided  for  by  respon- 
sible parents  interested  in  and  anxious  to  help 
their  children.  The  explanation  of  this  seems 
to  lie  in  the  fact  that  emotional  blind  spots, 
unconsciously  i)rejudicial  attitudes  and  con- 
sciously unrecognized  needs  in  the  parent  (de- 
rived from  the  })arent’s  own  past  experience) 
go  unrecognized  and  act  automatically  to  in- 
terfere with  the  natural  developmental  ]iro- 
cesses  in  the  child.  For  example  the  olde.st 
male  child  in  a family  may  experience  exces- 
sive restriction  and  over-])rotection  because  of 
the  mother’s  unrecognized  fear  that  he,  being 
a boy,  will  turn  out  badly  like  mother’s  own 
oldest  brother  who  is  alcoholic  and  has  a police 
record.  Whether  or  not  these  true  ])ersonality 
disorders  require  institutional  treatment  de- 
pends upon  the  character  of  the  j)roblem  and 
its  severity,  and  also  rcali.stically  upon  wheth- 
er local  re.sources  for  out-i)atient  treatment 
are  available. 
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Wliatever  tlie  iiatuTe  of  the  child’s  prob- 
lem, it  must  be  understood  that  the  behavior 
of  the  child  no  matter  how  difficult  nor  how 
devious,  represents  his  best  solution  to  the 
problem  of  satisfying  both  his  own  inner  needs 
and  the  demands  of  the  external  environment. 
For  example,  aggressive  behavior  may  be  a 
defense  against  loss  of  individuality  or  per- 
sonal integrity  in  a situation  where  the  child 
is  being  excessively  dominated,  restricted  or 
over-protected  by  the  parent.  Similarly  the 
symptom  of  withdrawal  associated  wdth  ex- 
cessive day-dreaming  may  be  a defense  against 
a reality  world  which  appears  too  competitive 
and  too  threatening  to  the  child.  These  de- 
fenses usually  are  developed  instinctively 
without  conscioiis  awareness  on  the  part  of 
the  child,  and  they  are  not  relinciuished  by 
the  child  until  the  need  for  them  is  clearly 
felt  to  no  longer  exist.  Convincing  the  child 
that  the  need  does  not  exist  is  the  first  and 
perhaps  the  most  difficult  task  of  any  treat- 
ment method.  Paralleling  the  formation  of 
these  defenses  there  almost  universally  is  a 
feeling  of  inadequacy  or  unworthiness.  It  re- 
sults either  from  the  the  impact  on  the  child 
of  pure  physical  and  emotional  deprivation  or 
from  the  frustrations  inevitably  associated 
with  the  more  involved  (neurotic)  conflicts. 
These  feelings  also  need  to  be  neutralized  as  a 
first  step  in  treatment. 

Accordingly  the  residential  treatment  cen- 
ter in  attempting  to  neutralize  the  feelings  of 
inadequacy  and  persuade  the  child  to  lower 
his  defensive  barrier,  prescribes  a consistent, 
stable  attitude  of  initial  acceptance  of  the  in- 
dividual as  he  is.  Along  with  this  there  also 
is  a continuous  interest  in  him  and  a real  de- 
sire to  understand  and  help  him.  Since  such 
an  attitude  usually  is  unique  in  the  child’s  ex- 
perience, he  is  suspicious  and  the  result  is  a 
temporary  increase  in  the  child’s  symptoms  or 
in  his  difficult  behavior  as  a part  of  a "‘testing 
out”  which  has  the  intent  (usually  unrecogniz- 
ed by  the  child)  of  provoking  the  adult.  If  the 
adult  can  be  provoked  into  acting  in  the  same 
manner  as  the  previously  significant  adults 
in  the  child’s  environment,  then  he  feels  justi- 
fied in  continuing  his  defensive  barriers.  How- 
ever, if  the  adult  maintains  the  prescribed  at- 
titude unambivalently  for  a sufficient  period 


of  time,  the  outcome  will  be  an  increase  in  the 
accessibility  and  treatability  of  the  child. 

As  intimated,  the  neutralization  and  per- 
suasion is  not  direct  and  verbal,  but  indirect 
and  emotional.  The  therapeutic  effect  is  not 
through  substitute  mothering  and  fathering 
(since  these  have  no  substitute)  but  rather 
through  numerous  more  dilute  but  neverthe- 
less meaningful,  gratifying  experiences  with 
the  trained  adult  personnel.  As  the  child  be- 
gins to  feel  more  accepted  and  more  adeciuate 
as  an  individual  and  as  he  gradually  relin- 
quishes his  defenses  and  develops  more  ade- 
quate ways  of  behaving,  he  has  increasing- 
ability  to  adjust  to  his  social  group.  At  this 
point  planning  and  supervision  allows  for 
further  good  experiences  in  his  relationships 
with  other  children.  Also  his  improved  per- 
sonal integration  allows  for  the  introduction 
of  activities  and  experiences,  for  example  in 
the  school,  which  are  planned  and  dosed  so  as 
to  allow  mastery  and  continued  maturation. 
At  the  same  time  the  environmental  demands 
are  gradually  increased  and  more  limits  are 
invoked  so  as  to  re-expose  the  child  to  the 
necessity  of  control  in  behavior  and  to  allow 
him  to  accept  and  internalize  these  controls 
as  he  has  the  ability  to  do  so.  Desirably  the 
environment  allows  for  spontaneity  and  flexi- 
bility within  a framework  of  consistency  and 
predictability.  Implicit  always  biit  never 
threateningly  explicit  are  the  usual  codes  and 
conventions  of  moral  and  social  living. 

This  planning  and  structuring  of  the  total 
environment  must  gain  its  know-how'  and  take 
its  cue  from  the  understanding  of  the  indi- 
vidual child.  To  this  latter  end  the  team  of 
social  worker,  i)sychologist  and  psychiatrist 
functions  in  the  initial  diagnostic  and  formu- 
lative  work-u}),  and  in  a continimus  process 
of  evaluation  which  makes  certain  that  in  the 
case  of  any  particular  child  the  environment 
is  therai)eutie  for  him.  This  same  team  is  re- 
sponsible for  the  dissemination  of  the  know- 
how through  the  orientation  and  psychiatric 
training  of  all  ])ersonnel  having  any  respon- 
sibility to  these  children  — particularly  the 
cottage  parents  and  the  school  teachers.  Still 
further  the  child  guidance  team  has  the  im- 
])ortant  function  of  carrying  on  group  and 
individual  ])sychotherai)y  in  those  cases  re- 
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(iuii  iii<>'  more  intensive  trentinent.  They  also 
liave  the  eciually  iinimrtant  job  of  woikin»' 
with  the  parents  or  the  ontside  social  a<>eneies 
in  providinst  o])timnni  conditions  for  the 
child's  return  to  the  home.  In  some  cases  this 
may  reiptire  actual  planned  i)sychotheraj)y  of 
llie  i>arents  under  out-i)atient  conditions,  con- 
current with  the  treatment  of  the  child  under 
in-l)atient  conditions. 

In  summary  emotionally  disturbed  children 
pre.sentin<>'  certain  types  of  problems  may  be 
lielped  throu«'h  the  residential  treatment  cen- 
tei-.  Such  a center  has  a planned  and  struc- 
tured total  environment  designed  to  aid  and 
abet  the  normal  processes  of  development  and 
maturation  through  the  understanding  and 
meeting  of  the  physical,  emotional  and  thera- 
peutic  needs  of  the  individual  child.  The  total 
treatment  effort  of  a necessity  includes  the 
parents  in  view  of  the  ultimate  goal  of  return- 
ing the  child  to  the  home  and  the  community. 
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PEDIATRIC  ACTIVITIES  AT  THE  GOV- 
ERNOR BACON  HEALTH  CENTER 

J.iE()pold  Diamond,  M.  1).,* 

Delaware  Dity,  Del. 

Tills  pajier  covers  what  was  accomplished 
with  res]iect  to  the  children's  health  at  the 
(loveiTior  Bacon  Health  Center  during  the 
jia.st  year. 

The  work  de.scribed  herein  was  done  on  ap- 
proximately two  hundred  children  admitted  to 
this  Center.  There  are  four  divisions,  each 
of  them  comprising  separate  jiroblems:  1.  mal- 
ad.jiisted;  2.  rheumatic  heart  disea.se;  3.  cere- 
bral i»alsy;  4.  seizures. 

The  fir.st  and  largest  group,  of  about  150 


•Resident  Pediatrician,  Governor  Bacon  Health  Center. 


children,  is  the  so-called  malad.iusted  patients 
who  need  the  close  supervision  of  a child  psy- 
chiatrist, a iiediatriciaii,  and  consultants  in 
specific  fields  of  fherajiy.  Every  child  who 
is  admifted  fo  fhis  Cenfer  undergoes  a fhor- 
ough  physical  examination  done  by  the  resi- 
dent pediatrician,  x-rays  are  made  of  the  chest, 
and  coni})lete  blood  count,  blood  chemistry, 
urine  analysis  and  Wassermaiin  are  done.  The 
children  also  receive  upon  admission  a Schick 
and  Schick  control  test ; tho.se  with  positive 
reaction  are  given  diphtheria  toxoid.  Where 
there  is  no  history  available  conceniing  ])re- 
vious  immunization,  the  children  under  the  age 
of  ten  years  receive  a triple  vaccine  of  per- 
tussis, tetanus,  and  diiihtheria. 

We  have  had  4 cases  of  whooping  cough  in 
the  age  group  G-9  years;  all  colored  children. 
In  the  treatment  of  whooping  cough  we  used 
human  hyiierinimune  serum  from  Philadel- 
])hia,  2 to  3 vials  24  hours  apart,  and  a half 
gram  of  Streptomycin  divided  into  two  doses 
daily.  The  number  and  severity  of  iiaroxysms, 
whooiiing  speels  and  attacks  of  emeses  de- 
creased .sharply  in  three  to  four  days.  With 
the  decrease  of  the  .severity  of  paroxysms  the 
Iiatient's  ap]>etite  was  improved.  The  results 
were  very  good  on  the  basis  of  general  clinical 
course  and  appearance  of  patient.  The  chil- 
dren were  discharged  in  two  to  three  weeks 
following  onset. 

We  had  during  the  spring  months  a light 
outbreak  of  influenza.  The  incubafion  jieriod 
was  short,  usually  1-3  days.  The  onset  was 
abrupt,  the  symjitoms  were  chills,  fever,  ano- 
rexia, headache  and  muscular  pains.  The 
coughing  was  common  but  not  ])roductive. 
Fever  was  remittent  and  ])ersisted  from  two 
to  seven  days.  The  white  blood  count  showed 
leukopenia,  the  leukocyte  sedimentation  rate 
was  increased,  and  cultures  of  blood  were 
.sterile.  IMild  cases  were  treated  symptomat- 
ically with  aspirin  and  bedre.st.  The  children 
were  isolated,  and  abundant  fluid  and  a high 
amounf  of  vifamins  were  given.  The  more 
severe  cases  were  freated  wifh  aureomycin. 
250  mg.  every  six  hours;  fhose  freated  wifh 
aureomycin  responded  prom])tly  and  no  com- 
])licafions  were  noted.  The  duration  of  the 
di.sease  in  the  group  of  children  treated  syni])- 
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tomatieally  without  aureomyeiii  was  prolonged 
and  eongh  persisted  from  one  to  two  weeks. 

We  found  that  almost  all  children  previous 
to  the  onset  of  influenza  showed  symptoms  of 
behavior  disorders  which  subsided  after  re- 
covery from  the  disease. 

The  children  living  in  separate  cottages,  ac- 
cording to  the  age  group,  usually  8-10  in  one 
cottage,  are  under  the  supervision  of  a house- 
mother who  is  in  continuous  contact  with  a 
child  psychiatrist  and  pediatrician,  and  re- 
jmrts  to  them  not  only  the  behavior  of  each 
individual  child  but  also  his  x>hysical  condi- 
tion. The  children  from  these  cottages  are 
checked  at  least  once  a month,  and  their  weight 
and  height  is  recorded.  At  the  i^resent  time 
we  are  contemplating  following  the  growth  ac- 
cording to  Wetzel’s  grid  techniciue  and  BMR 
determinations.  The  children  are  seen  once 
a month  in  our  clinics  by  specialists  in  the 
various  fields,  such  as  skin,  eye,  ear,  nose  and 
throat,  and  dentistry.  In  eases  of  emergency 
the  same  specialists  are  called  upon  to  visit 
the  children.  Tonsillectomies  and  adenec- 
tomies  were  performed  on  5 childi'en  who  have 
had  markedly  enlarged  tonsils  and  adenoids. 

The  resident  pediatrician  is  in  continuous 
contact  with  the  child  psychiatrist  and  attends 
the  meetings  of  the  psychiatric  staff  where  the 
problems  of  the  child ’s  personality  is  dis- 
cussed. 

The  second  group  comx)rises  about  12  chil- 
dren with  rheumatic  heart  disease.  Soon  after 
admission  an  x-ray  of  the  chest  is  made,  sedi- 
mentation rate,  complete  blood  count,  and 
electrocardiogram  are  done.  The  fundamental 
treatment  during  the  active  stage  is  rest  and 
salicylates.  Absolute,  early,  i^ermanent,  and 
sufficiently  i^rolonged  bedrest  is  used  even  in 
the  mildest  cases.  According  to  experience 
apyrexia  does  not  exclude  activity  of  the  i>ro- 
cess.  The  transition  from  bedrest  to  normal 
activity  is  very  gradual  and  is  based  on  exer- 
cise te.sts.  The  dosage  of  salicylates  ranges 
from  one-half  to  one  gram  jier  daj^  per  year 
of  life.  Salicylemia  is  higher  when  j:»aramino- 
benzoic  acid  is  used.  In  moderately  severe 
eases  salicylate  treatment  is  given  for  at  least 
forty-five  days.  Vitamin  C in  high  dosages 
are  given.  After  prolonged  use  of  salicylates 
prothrombin  time  is  determined,  and  in  case 


of  increased  prothrombin  time  vitamin  K is 
given.  For  precordial  luiins  we  use  codeine 
rather  than  morphine.  For  prevention  of  re- 
currences and  reduction  of  streptococcic  infec- 
tions of  the  ui)i)er  respiratory  tract  sulfomo- 
namide  treatment  in  daily  dosage  of  one  gram 
during  the  winter  season  is  given.  Some  of 
the  children  with  i)revious  ilieumatic  heart 
history  received  during  the  winter  season 
50,000  units  of  penicillin  tablets  every  three 
hours  for  one  week. 

The  housemother  or  the  nurse  is  instructed 
concerning  proi^er  hygiene,  diet,  and  avoid- 
ance of  colds.  The  children  who  are  confined 
to  bed  for  longer  periods  of  time  are  pro- 
vided with  si)ecial  recreation  programs  and 
teaching  facilities. 

The  third  grouiJ  comprises  about  30-40  chil- 
dren who  are  victims  of  cerebral  palsy  as  a 
result  of  birth  injury,  or  congenital.  Among 
this  group  of  children  we  have  a few  victims 
of  i)olio  with  weakness  of  different  groups  of 
muscles  and  also  victims  of  meningitis  or  virus 
eneei)halitis.  All  these  children  receive  phy- 
siotherapy under  strict  orthopedic  supervision. 
They  have  a s^jecial  skillful  staff  of  ijhysio- 
therapists,  nurses  and  teachers  who  use  every 
psychological  and  occujjational  means  which 
can  be  devised  to  encourage  the.se  handicapped 
children  to  use  their  weakened  limbs  in  as  nor- 
mal a fashion  as  liossible.  Among  these  chil- 
dren we  have  had  an  outbreak  of  measles  epi- 
demic. The  first  case  of  measles  was  imme- 
diately isolated  and  all  children  in  this  ward 
received  immiuie  Gamma  globulin.  Childreii 
under  five  years  of  age  received  2-3  cc  intra- 
muscudarly.  All  children  in  this  ward  have 
had  a modified  tyj^e  of  measles.  The  incuba- 
tion was  prolonged  three  weeks.  Tlie  fever  in 
a few  cases  w^as  the  only  symi)tom.  Tlie  rash 
was  slight.  Koijlik  spots  were  seen  in  only 
a few  cases.  All  cases  recovered  uneventfully 
without  comx^lications. 

The  fourth  group  comprised  the  children 
with  seizures.  They  are  kei)t  in  a separate 
building.  The  etiology  of  the  .seizures  is  vari- 
able. Inasmuch  as  the  etiology  of  the  seizures 
in  many  of  the  children  is  rud^nown,  and  in 
many  others  the  preciintating  factors  were 
found  to  be  common  contagious  diseases,  such 
as  whooi)ing  cough,  measles,  X)olio  euce])halitis 
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and  trauma.  It  seems  that  i)reveiiticii  and 
proper  therapy  of  common  contagions  diseases 
sliould  prevent  the  occurrence  of  these  seiz- 
ures. It  would  seem  that  in  the  i)re.sent  era 
])i‘oper  immunization  of  the  children,  and  with 
booster  dose  later,  should  ])revent  or  modify 
some  of  the  common  contagious  diseases. 
Whooping  cough  if  contracted  should  be  treat- 
ed with  hyi)erimmune  serum  and  streptomycin 
or  aiieromycin  or  chloramphenicol  in  order  to 
decrease  the  severity  and  number  of  paroxyms. 
The  children  under  the  age  4-5  years  .shoidd 
be  protected  from  measles  by  gamma  globulin. 
Pregnant  women  should  be  protected  from  ex- 
posure to  (Jerman  measles.  It  would  be  ad- 
visable to  })rotect  the  children  from  conse- 
(piences  of  these  common  contagious  diseases  as 
much  as  we  are  unable  to  i>rotect  them  and 
prevent  the  .seizures  of  unknown  etiology. 

All  children  in  this  group  receive  a thor- 
ough i)hysical  examination  and  complete 
laboratory  work,  including  electroencephalo- 
gram. Thus  the  fre(pient  seizures  receive  a 
suppre.ssive  therapy  consi.sting  of  phenobar- 
bital,  dilantin,  tridione,  mesantoine,  or  some 
of  the  newer  preparations.  Occupational  thera- 
j)y  and  teaching  facilities  are  provided  for 
these  children  according  to  their  abilities. 

Electroencephalogram  has  been  particularly 
valuable  in  diagnosing  epilep.sy,  and  is  feasi- 
ble in  children  whatever  their  age.  Even  if 
the  child  moves  during  the  recording  period, 
the  tracings  can  be  utilized.  Such  movements 
appear  as  artefacts  in  the  record  and  are 
easily  distinguished  from  the  valid  part.  Ab- 
normal patterns  are  obtained  in  many  dis- 
orders of  children.  The  outstanding  patho- 
logic change  is  the  aj)pearance  of  abnormally 
slow  waves.  Changes  in  the  tracings  of  the 
ei)ilej)tic  disorders  are  characterized  by  the 
paro.xysmal  aj)i)earance  of  abnormal  i)otentials 
such  as  high  voltage  slow  waves,  high  voltage 
fast  activity,  and  composite  patterns  such  as 
sj)ike  wave  ])atterns. 

Among  the  children  with  seizures  of  un- 
known etiology  a history  of  excitement,  fear, 
anxiety,  or  resentment  sometimes  pi-ecipitated 
epilci)tic  seizures. 

The  treatment  of  the  pci'sonality  factors  in 
the.se  cases  sometimes  follows  cessation  of  the 
seizures. 


Summary 

The  efforts  of  the  staff  at  the  Governor 
Bacon  Health  Center  are  directed  toward  one 
goal  and  this  is  to  help  the  children  grow  up 
and  i)rovide  our  children  with  qualities  for 
a.ssuming  places  in  society  as  well-equipped 
human  beings  who  can  stand  on  their  own 
feet.  This  task  can  be  accomplished  only  by 
the  guidance  of  their  physical  and  mental 
health.  Many  symptoms  of  behavior  disorders 
and  i)ersonality  disturbance  are  a result  of 
•some  i)hysical  handicaj),  and  many  somatic 
synq)toms  may  be  the  result  of  emotional  con- 
llicts. 

It  would  be  a serious  mistake  to  stre.ss  the 
importance  of  i>hysical  synqjtoms  and  neglect 
the  emotional  factors  involved,  as  well  as  to 
overlook  the  organic  cause  of  emotional  or 
neurotic  disturbance. 

Oidy  by  close  cooperation  of  a pediatrician 
and  child  i)sychiatri.st  in  a child  guidance  cen- 
ter is  it  possible  to  arrive  at  a correct  diagnosis 
and  succe.ssful  therapy. 


BILATERAL  PREFRONTAL  LOBOTOMY 
A Case  Report 

C.  Lawrence  R.  Souder,  M.  D.,* 
Farnhurst,  Del. 

The  following  ca.se  is  one  of  a white,  male 
patient  who  is  35  years  of  age.  lie  was  born 
in  an  iirban  environment  and  has  lived  in 
Delaware  all  of  his  life.  He  attended  i)aro- 
chial  school  for  a number  of  years,  later  trans- 
ferring to  a jmblic  school.  There  is  no  history 
of  nervous  or  mental  dhsease  in  the  family. 

Patient  is  married  and  has  two  children, 
boys,  ages  six  and  seven  years.  His  i)ersonal- 
ity  before  his  mental  illness  was  described  as 
that  of  an  extrovert.  He  was  sociable  and 
friendly.  His  occui)ation  had  been  railroad 
brakeman  for  nine  and  one-half  years.  His 
health  had  always  been  good. 

This  patient 's  wife  stated  that  his  mental 
symj)toms  were  ])re.sent  since  November,  1948. 
She  described  him  as  being  “nervous  and 
jittery”  and  unable  to  concentrate  at  work. 
There  was  a statement  of  some  sexual  impo- 
tence and  he  became  overly  religious  about  a 
year  before  commitment.  He  showed  com])ul- 

•As.sistant  Physician,  Delaware  State  Hospital. 
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sive  features  including  unprovoeative  laugh- 
ter and  complete  lack  of  self-control. 

He  was  admitted  to  the  Delaware  State  Hos- 
pital by  voluntary  commitment  certificate. 
His  obsessive-compulsive  pattern  was  promi- 
nent. Echolalia  and  echopraxia  were  present 
from  the  beginning. 

Psychological  tests  done  in  May  1949  show- 
ed that  he  read  much  better  than  he  was  able 
to  understand  or  integrate.  These  tests  show- 
ed extreme  deficiency  in  his  reasoning  and  con- 
ceptual ability.  They  showed  him  to  be  of 
average  intelligence  at  that  time  but  with 
severe  misinterpretations  of  reality  and  of 
dysfunctioning  in  the  psyehomotor  area. 

Physically  he  was  of  the  mesomorphic  phy- 
sique. Laboratory  tests,  x-ray  examinations 
and  blood  sei'ology  w’ere  negative. 

In  May  and  June,  1949,  he  received  inten- 
sive electro-shock  therapy  which  was  followed 
by  in.sulin  coma  therapy.  There  was  very 
little  change  noted  in  his  mental  symptoms, 
and  it  was  thought  that  he  might  be  able  to 
learn  some  different  routine  by  working  on 
the  farm  or  in  one  of  the  occupational  therapy 
groups ; however,  these  proved  likewise  in- 
effectual in  doing  away  with  his  stereotypical 
activities  and  his  compulsive  and  hebephrenic 
behavior. 

It  was  believed  that  this  patient  might  bene- 
fit from  a lobotomy  by  interrupting  the  per- 
nicious cycle  of  compulsive,  repetitious  drive 
which  was  so  prominent.  A bilateral  prefontal 
lobotomy  was  fierformed  on  this  patient  on 
November  17,  1949,  for  possible  relief  of  his 
schizophrenia  and  in  order  to  make  him  an 
easier  nursing  problem. 

Within  ten  hours  after  the  operation  he 
responded  verbally.  Post-operatively  his  gen- 
eral physical  condition  came  along  satisfac- 
torily. The  repetitiousness  and  stereotypy  of 
his  manner  of  conversation  was  unchanged. 
There  was  noted  within  the  first  two  weeks 
post-operatively  that  patient  had  more  emo- 
tional apathy  added  to  the  picture  but  his 
compulsive  traits  seemed  unaltered.  One  ask- 
ed him,  for  example,  ‘ ‘ How  do  you  feel  ? ’ ’ and 
he  would  answer,  “Fine.  How  are  you!  Do 
you  feel  fine?  Do  you  feel  good?  Do  you 
feel  fine?  Do  you  feel  alright?”  For  some 


time  after  the  operation  he  counted  objects 
continuously. 

For  several  months  following  the  operation 
he  was  incontinent  and  untidy  in  his  habits. 
It  was  impossible  to  hold  the  patient’s  atten- 
tion for  any  length  of  time.  He  still  remains 
distractible  and  turns  from  one  thing  to  an- 
other in  a very  short  time.  He  responds  to 
(luestions  in  a repetitious  fashion,  suggestive 
of  perseveration.  He  often  indicates  the  feel- 
ing of  not  being  well,  although  he  cannot  quite 
verbalize  it. 

Tests  to  determine  his  post-operative  psy- 
chometric pattern  were  done  on  February  24, 
1950.  At  this  examination  he  was  extremely 
restless  and  distractible.  Verbal  responses 
were  stereotyped  and  ]ierseverative.  Draw- 
ings revealed  splitting  as  well  as  persever- 
ation. He  never  understood  the  directions  for 
the  tests.  Only  in  reading  did  he  perform  at 
better  than  moron  level.  He  read  rapidly  and 
well  and,  in  fact,  better  than  the  avei’age 
person. 

Post-lobotomy  test  scores  show  a decline  in 
every  instance  except  in  reading,  and  losses 
were  frequently  as  great  as  fifty  points.  Psy- 
chological tests  showed  that  he  was  so  dis- 
organized in  personality  that  even  his  score 
approximating  intellectual  potentiality  had 
declined.  Only  the  good  reading  score  had 
remained  as  an  indicator  of  his  previous  in- 
tellectual status. 

The  Rorschach  test  confirmed  this  picture 
of  personality  disturbance. 

At  the  present  time  he  paces  back  and  forth 
on  the  corridors  of  the  ward  and  sings  phrases 
in  his  own  characteristic  manner  and  tune. 
Commonly  repeated  are  such  phrases  as  the 
following:  “California,  here  I come,  straight 
back  where  I started  from;”  and  “Open  the 
door,  Margie,  and  let  me  in.” 

In  conclusion  this  is  a patient  whose  schi- 
zophrenia has  developed  outside  of  the  adoles- 
cent period.  He  shows  definite  splitting  of 
the  iiersonality.  It  was  developing  insiduous- 
ly  for  some  time  before  he  was  no  longer  cap- 
able of  continuing  his  work.  Convulsive 
therajiy  with  electro-shock  and  insulin  coma 
therapy  had  very  little  effect  on  the  psychosis. 
An  attempt  was  made  to  establish  contact  with 
reality  by  assigning  him  to  the  farm  and  to 
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ot'cupational  tlierapy  <>Toups  with  no  siiocess. 
At  this  time,  eiglit  months  after  a l)ilateral 
pi-efrontal  lolmtomy  was  done,  he  is  physieally 
well,  hut  mentally  there  is  ilisharmony  and 
a splitting-  of  the  i)ersonality  eharaeterizing 
sehizophrenia. 
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INSULIN  THERAPY: 

An  Evaluation  of  47  Cases 

Melvin  Wiederlight,  M.  I).,* 
Farnhurst,  Del. 

In  1933,  a new  era  of  .somatic  therapy  in 
Iisychiatry  dawned  following  Manfred  Sahel's 
Iiresentation  of  his  work  on  hypoglycemic 
coma  at  the  University  Ulinic  in  Vienna.  In- 
sulin coma  therapy  has  now  had  over  a twelve- 
year  trial  in  the  United  States  with  favorable 
results  in  the  treatment  of  .schizophrenia. 

This  paper  is  written  in  order  to  evaluate 
a two-year  study  of  insulin  therapy  in  acute 
male  receiving  service  of  this  hospital.  The 
lieriod  is  from  August  194cS  to  August  1950. 
-V  total  of  47  jiatients  were  treated  during  this 
period. 

The  ca.ses  .selected  were  all  diagnosed  as 
schizophrenic.  The  greater  majority  were  of 
the  paranoid  or  catatonic  excitement  type.  The 
ages  of  tJie  patients  ranged  between  the  sec- 
ond and  third  decade  of  life;  however,  there 
were  two  exceiitions.  One  jiatient  was  3S 
years,  and  anotlier  patient,  diagno.sed  as  a 
juvenile  schizophrenic,  was  15  years  of  age 
at  the  time  of  therapy.  In  all  these  cases  com- 
plete physical  examinations,  neurological  and 
laboratory  work  were  ])erformed  in  order  to 
rule  out  any  jiathology. 

A coui-se  of  treatment  lasted  for  approxi- 
mately 13  weeks  with  four  treatments  ])er 
week.  A total  of  45-50  comas  is  what  the 
theraiiist  desired  during  the  treatment. 

At  this  institution  the  Shurley  ]m)cedure 
as  written  in  the  Veterans’  Administration 
Technical  Bulletin  has  been  adojited.  The  pa- 
tient is  fir.st  tested  for  .sensitivity  to  insulin. 

•Assistant  Physician.  Delaware  State  Hospital. 
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either  allergic  or  hypoglycemic.  He  is  given 
10  units  of  regular  insulin  twice  a day  for  two 
tlays.  If  he  does  not  show  any  signs  of  sen- 
sitivity, insulin  coma  therapy  is  begun.  As 
Shurley  states,  his  aim  in  therapy  is  the  i>ro- 
tection  of  the  maximum  physiological  effect 
over  the  maximum  duration  of  time  using  the 
maximum  dose  of  insulin  consistent  with  safe- 
ty to  the  individual  patient.  On  succeeding 
days,  insulin  is  administered  intravenously  be- 
ginning with  a dose  of  40  units  on  the  first 
day  and  increasing  by  geometric  ])rogression 
until  a coma  do.sage  has  been  reached.  Once 
the  maximum  coma  dosage  has  been  reached, 
we  start  leveling  off  until  we  reach  a minimal 
coma  dosage.  The  aim  of  the  therapy  is  to 
have  the  jiatient  in  coma  for  at  least  an  hour 
during  the  treatment.  The  treatment  is  ter- 
minated by  giving  intravenous  hypertonic 
glucose  50  cc.  of  50%  .solution  and  sujiple- 
menting  with  oral  feeding  of  karo  syrup  and 
orange  juice.  The  higher  anatomic  and  more 
recent  jihyletic  layers  are  at  first  inhibited 
by  the  insulin  and  eventually  the  more  jirim- 
itive  layers  of  the  brain  are  acted  u])on.  When 
the  medulla  oblongata  with  its  vital  centers — 
cardiac,  circulatory,  and  resiiiratory  — be- 
gins to  be  functionally  inhibited  by  the  in- 
sulin, the  therapy  is  terminated  within  15  min- 
utes. Observation  of  symptoms  in  insulin 
shock  thera])y  is  shown  below. 


Sta^e  Consciousness  Motor  Symptoms  Other  Symptoms 


1. 

Drowsiness 

Hypotonia 

Perspiration 

Hunger 

2. 

Clouded  con- 

Tremor 

Perspiration 

sciousness 

Motor  restlessnessFall  of  temperature 

Confusion 

Slurred  speech 

3. 

Loss  of  con- 

Grimacing 

Exopthalmus 

sciousness 

Myoclonic 

Dilated  pupil 

stupor 

twitching 

Light  reaction  present 

Clonic  spasms 

Perspiration 

Motor  excitementSalivation 

Primitive 

movements 

4. 

Deepening 

Coarse  tremor 

Pupils  small  or  large 

stupor 

Clonic  spasms 

Conjugate  deviation 

Tonic  spasms 

Salivation 

Perspiration 

5. 

Comr, 

Glottal  spasms 

Pinpoint  pupils 

Tonic  Extensor 

No  light  reaction 

Spasms  (in 

No  comeal  reflex 

rleep  comal 

(or  very  sluggish  1 

The  treatment  is  begun  at  7:00  a.  m.  and 
terminated  at  10:30  a.  m.  The  doses  are  reg- 
ulated in  order  to  throw  the  patient  into 
coma  at  9 :30.  A physician  and  a graduate 
nur.se  with  two  student  nurses  are  iiresent 
during  the  treatment.  The  nurses  check  the 
jmise,  respirations,  and  ])res.sure  of  the  patient 
every  15  minutes  and  write  short  notes  con- 
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ceniiiig  the  patient's  behavior  on  a special 
chart.  Certain  complications  have  to  be  look- 
ed folv  namely:  prolonged  stupor,  respiration 
complications,  cardio-vascrrlar  conrplicatiorrs, 
convulsions,  and  irrsirlin  allergies. 

Prolorrged  stupor  nurst  be  treated  as  a case 
of  shock  with  blood  ])lasma,  cortical  extracts, 
arrd  stimulants.  Over  a two-year  period  we 
had  two  cases  of  jrrolonged  coma.  Both  re- 
covered after  24  hours  followirrg  treatnrent 
with  fluids  arrd  stimulants.  We  had  otre  mor- 
tality dirring  that  period.  This  occrrrred  iit 
the  oldest  patierrt  of  the  group,  a 3S-year-old 
nran,  who  died  while  receiviirg  his  third  in- 
jectiorr  of  irrsirlin.  The  pathologist’s  report 
was  cerebral  edema  coirrpatible  with  irrsirlin 
shock. 

Out  of  a total  of  47  patients  treated  with 
iirsulirr  therapy,  15  have  completely  recovered 
arrd  are  leading  happy  arrd  useful  lives.  Four 
have  improved  to  an  exterrt  that  they  are  able 
to  work  irr  the  hospital  arrd  go  honre  orr  w^eek- 
errds.  The  other  28  cases  did  not  show  any 
chairge. 

Orr  further  analysis  of  the  15  cases  that  re- 
covered, the  great  majority  of  those  jratierrts 
were  rrot  ill  for  as  lorrg  a time  prior  to  the 
treatmerrt  as  those  that  did  rrot  recover.  This 
follows  the  corrcerrsus  of  opirriorr  that  there  is 
air  inverse  ratio  betweerr  the  duratiorr  of  ill- 
ness arrd  recovery.  Hereditary  tairrting  did 
rrot  seem  to  have  arry  appreciable  effect  orr  this 
small  number  of  cases.  The  age  factor  was 
not  importarrt,  as  most  of  the  patieirts  were 
of  the  same  age  group. 

Our  group  agreed  with  most  statistics 
throughout  the  courrtry  that  catatonic  arrd 
jrararroid  types  of  schizophrenia  respoird  mircir 
better  tlrair  simjrle  or  hebephrerric  types.  Our 
I'esults  with  the  latter  two  tyjres  wer'e  very 
])oor.  Airother  importarrt  factor  was  that  a 
great  perceirtage  of  those  that  recovered  seem- 
ed to  have  a strorrger  pre-psychotic  ])ersoirality 
structure  to  fall  back  upon.  Their  level  of 
educatiorr  arrd  social  arrd  economic  back- 
grounds w'ere  rnriformly  greater  than  those 
that  did  rrot  recovei'.  It  was  also  noticed  that 
the  more  athletic  and  mesomorphic  the  body 
structure  the  better  the  prognosis. 
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THE  CONCEPT  OF  THE 
PSYCHOPATHIC  PERSONALITY 

Oscar  Cmardiet,  jM.  D.,* 

Fai'iihurst,  Del. 

The  basic  requisite  in  the  undei.standing  of 
the  psychopathic  personality  is  the  under- 
standing of  the  nonnul  personality.  The  nor- 
mal personality  is  a concept  which  is  referred 
to  the  average  individual  in  cultural  environ- 
ment at  a specifle  time.  The  normal  person- 
ality changes  from  one  country  to  another  arrd 
from  one  time  to  another.  The  normal  ]>er- 
sonality  irr  the  Middle  Ages  in  Europe  at  a 
high  social  level  was  the  tough  lover-warrior. 
In  the  Renaissance  in  Italy  there  was  a high- 
cultured,  free-nroraled,  subtle  cortesan.  We 
know  that  the  so-called  rrormal  personality  is 
a corrventiorral  concept  arrd  we  also  know  that 
it  is  not  a perfect  idea  but  it  is  a practical 
one.  After  the  concept  of  a normal  person- 
ality we  go  to  the  concejit  of  an  abnormal  per- 
sonality, which  is  oire  that  does  rrot  fit  irrto  the 
average  cultural  milieu  at  any  time.  It  is  the 
“sort  of  (preer”,  peculiar  irer.soirality  in  the 
way  of  living,  thiirking  and  acting.  Of  course, 
this  abnormal  irersoirality  deirends  so  much 
upon  the  social  errvironment  that  a man  in 
Europe  would  be  completely  accepted  as  iror- 
mal  irr  his  owir  country  arrd  yet  might  be  con- 
sidered a “(jneer  guy’’  hr  this  country.  There 
are  two  types  of  psychopathic  irersoirality  — 
oire  in  which  the  individual  suffers  withirr 
himself  aird  one  irr  which  the  psychopathic 
])ersoirality  causes  society  to  suffer  because  of 
his  defects. 

Irr  order  to  study  the  psychopathic  ]>erson- 
ality,  we  have  studied  several  ])ei'sorrality 
ti'aits,  which  ai'c  irrentioired  separately  oirly 
because  of  didactic  i>urposes,  birt  the  persoir- 
ality  as  a whole  works  together  ami  cannot  l)e 
separated.  These  traits  are  intelligence,  corr- 
scierrce,  emotioiral  reaction,  .social  develop- 
ment arrd  several  secoirdary  factors,  such  as 
work,  social  adajrtation  and  hobbies,  ])re.seirce 
of  synrptoms,  object  intei'est  and  inteiaral  con- 
flicts. 

Irrtelligence  is  the  ability  to  learn.  The  irr- 
telligeirce  irr  a p.sycho])athic  ])ersoirality  ranges 
from  rrormal  to  gerrius,  but  it  is  rather  selfish, 
intellectual  thinking  that  is  oirly  following 
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his  desires  and  ambitions  without  regard  I'or 
the  desires  and  aml)itions  of  his  fellow-man. 
His  intelligenee  is  laeking  in  the  grasp  of 
reality.  He  is  not  able  to  sacrifice  immediate 
l>leasnres  for  future  gains.  He  lives  for  the 
moment  without  any  ])lans  for  the  future. 
He  only  sees  what  he  wants  and  how  to  get  it 
immediately. 

Conseienee  is  the  result  of  training  and 
socialization  taught  in  childhood  by  the  par- 
ents who  are  the  external  rulers  of  our  be- 
havior. Afterwards  the  external  controls  of 
the  behavior  are  absorbed  in  our  pei'sonality 
and  made  internal  and  automatic.  This  means 
that  in  childhood  children  need  to  be  taught 
what  to  do,  and  what  not  to  do,  and  to  become 
cognizant  of  the  differences  between  right  and 
wrong.  When  they  are  adults  they  will  not 
need  theii'  parents  to  tell  them  when  and  how 
to  do  things  and  when  not  to  do  them.  They 
have  their  social  training  within  themselves 
in  an  automatic  and  unconscious  way.  We 
do  not  need  to  think  about  not  doing  things 
against  the  law.  The  conscience  is  definitely 
laeking  in  a ])syehopathic  personality.  His 
j)rimitive,  uncontrollable  mind  in  the  presence 
of  stimulation  .satisfies  his  animal  desire.s. 
There  is  no  doubt,  no  fight  with  himself.  It  is 
a simj)le  reaction  following  the  “pleasure 
prinei])le. 

The  p.sychoi)ath  is  not  able  to  make  a defi- 
nite difference  between  right  and  wi'ong.  He 
has  no  feeling  of  remor.se  for  evil  behavior. 
He  is  also  unable  to  feel  satisfaction  for  good 
behavior  l)ecau.se  of  his  lack  of  conscience  or 
sui)er-ego.  He  does  not  feel  moi-al  obligations 
— ethics  — he  cannot  stand  the  discij)line  of 
the  anny  or  of  an  institution.  He  cannot 
stand  orders  and  he  is  always  (puck  to  have 
an  excuse  for  himself  or  to  blame  others  for 
his  own  faults  and  misbehavior.  The  i)sycho- 
path  is  not  able  to  work  steadily.  We  had  a 
twenty-five-year-old  patient  at  the  Delaware 
State  Ibrspital  who  had  only  thr(>e  jobs,  each 
for  only  a short  space  of  time.  From  the  first 
job  he  was  discharged  after  two  weeks.  In 
the  second  he  (juit  after  a little  while  “be- 
cause I don’t  like  night  duty.’’  He  was  also 
dischai'ged  from  his  third  job.  During  work 
he  gets  tired  veiy  easily,  in  spite  of  the  fact 
that  he  is  strong  and  healthy.  He  gets  no 


satisfaction  from  his  social  productivity.  He 
comes  to  work  late  and  does  not  lose  a chance 
to  relax  on  the  job;  but  this  same  man  who 
is  so  easily  fatigued  at  work  is  able  to  go 
hunting  or  ])lay  cards  several  nights  a week 
without  sufficient  sleej).  Sexual  development 
is  (piite  immature  in  a psychopath.  He  is  not 
able  to  feel  love  for  anyone  but  himself.  He 
makes  a foolish  marriage  and  it  often  ends  in 
divorce.  He  is  unable  to  feel  love  as  a matter 
of  giving  and  getting.  He  only  wants  to  get 
and  not  to  give.  A })sychoi)ath  we  had  in  the 
Delaware  State  Hosi)ital  was  in  love  with  a 
girl  because  “she  has  been  very  faithful  to 
me,  and  takes  care  of  me." 

IMost  p.sychopaths  are  very  un.satisfactory 
pai'cnts  and  their  childi'cn  are  apt  to  develoj) 
behavior  troubles,  neuroses  or  psychoses. 

A i)sycho])ath  is  unable  to  feel  “object  in- 
terest.’’ He  is  not  able  to  understand  other 
people.  They  only  treat  others  in  a way  that 
will  ‘ ‘ get  them  .something. " He  has  no  friends 
most  of  the  time.  The  only  friendships  he 
knows  are  his  associates  in  misbehavior,  drink- 
ing, gambling,  and  crime.  He  does  not  feel 
the  ])leasure  of  sociability  or  have  an  a])pre- 
ciation  of  human  contacts.  IMany  times  the 
])sychoi)ath,  when  he  has  some  schooling,  al- 
ways imj)resses  other  i>eople,  but  oidy  for  a 
.short  time.  People  like  him  the  first  time 
they  iiKH^t  him,  but  never  the  last  day  they 
know  him.  In  the  meantime,  he  has  had  op- 
portunities to  bribe  or  cheat  his  acijuaint- 
ances.  His  special  modes  of  adjustment  are 
by  using  “erutches"  such  as  alcohol  and  nar- 
cotics which  sometimes  save  him  for  a while, 
but  most  of  the  time  he  is  enmeshed  in  a 
vicious  circle  which  pushes  him  down  slowly 
but  surely  to  the  bottom  of  human  relation- 
shij). 

The  iKsychopathie  personality  is  also  called 
character  neurosis  because  the  symptoms  are 
behavior  symptoms.  If  a neurotic  has  symp- 
toms like  hysterical  jiaraly.sis  or  vomiting, 
these  are  jihysical  rnanife.stations  of  his  neu- 
rosis. In  similar  vein,  a jisychopath  would 
jiroduce  iihysical  rnanife.stations  by  his  be- 
havior according  to  his  environment.  This  is 
the  main  difference  between  neurosis  and  p.sy- 
chopathic  behavior.  In  the  neurosis  the  symp- 
(concluded  on  page  224) 
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Preparedness 

Pot  the  past  five  years  the  peojile  of  the 
United  States  and  other  democratic  nations 
liave  realized  that  the  "cold  war"  orj>anized 
and  exercised  by  the  Soviet  Government  can- 
not remain  "cold"  forever. 

]\Iany  prominent  statesmen  prophesied  years 
ago  that  a Third  World  War  was  inevitable. 
However,  there  was  always  present  the  hope 
that  such  a tragedy  could  be  avoided  and  for 
this  reason  the  aggressive  feeling  necessary  for 
the  successful  ajiproach  to  the  iiroblem  was 
lacking. 

The  sudden  onset  of  hostilities  in  Korea 
aroused  this  feeling  of  aggressiveness  with  a 
full  determination  to  victoriously  accomplish 
the  task  assigned  to  the  entire  grouj)  of  demo- 
cratic nations.  From  a psychiatric  viewpoint 
the  emotional  reactions  in  our  country  are 
much  healthier  than  that  encountered  in  the 
communistic  world.  The  pui'iiose  behind  the 
aggressiveness  must  assume  a more  idealistic 
aspect  or  the  people  will  become  bored  with 
a situation  which  no  longer  causes  emotional 
reactions  because  continued  stimulation  will 
lose  its  effectiveness.  However,  we  must  not 
forget  that  a nation  trained  to  implicit  obed- 
ience working  under  a yoke  of  inferiority  and 
fear  can  fight  tenaciously  and  with  aggression. 
But  this  aggression  is  not  as  enduring,  since 
the  presence  of  fear  causes  a conflict  which 
lowers  individual  efficiency  under  prolonged 
stress. 
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People  who  have  en,]oyed  freedom  and  in- 
dividual rights  do  not  become  afraid  when 
this  freedom  is  threatened  but  become  ag- 
gressive without  fear,  since  each  individual  is 
fighting  for  something  which  belongs  to  him, 
as  well  as  for  the  ideals  of  a nation.  Let  us 
state  it  this  way:  free  jicojile  react  with  ag- 
gression due  to  anger;  totalitarian  peojile  re- 
act with  aggression  due  to  fear.  Of  the  two, 
anger  is  the  more  healthy  emotion  and  there- 
fore the  more  jiroductive  and  enduiang  from 
a psychological  as  well  as  a physiological  view- 
point. 

During  the  past  one  and  a half  centuries  our 
country  has  become  one  of  tbe  most  powerful 
nations  in  the  workl.  At  the  same  time  it 
has  never  been  confronted  with  such  a ruth- 
less, immoral,  selfish  and  powerfrrl  organiza- 
tion, which  is  determined  to  destroy  every  free 
nation  in  the  world. 

If  we  are  sufficiently  realistically  inclined 
to  the  present  situation  we  must  face  the  ac- 
tuality that  the  Third  World  War  has  definite- 
ly begun  in  Korea  and  therefore  we  should 
courageously  face  this  reality. 

At  no  time  in  the  history  of  this  country 
has  unity  of  our  people  been  as  es.sential  as  it 
is  today.  We  should  not  wait  until  we  are 
forced  to  unite  our  efforts,  but  sbould  begin 
at  once  with  general  mobilization  of  our  mili- 
tary, industrial,  ijrofessional  and  social  forces, 
and  be  ])repared  for  any  eventuality.  This  is 
the  time  for  our  medical  profession  to  assume 
its  respon.sibility  in  all  areas  of  medicine. 

Each  community  should  be  prepared  for  any 
local  or  national  war  catastrophe.  Delaware 
is  certainly  a very  vulnerable  spot.  We  sbould 
be  prepared  to  protect  our  in, lured,  wounded, 
sick  and  disabled,  particularly  children  and 
aged,  in  such  areas  where  they  can  be  treated 
and  cai'ed  for.  ►Somewhere,  outside  of  the  city 
of  Wilmington,  there  should  lie  an  under- 
ground hospital  area. 

It  is  true  that  the  fifty-two  democratic  na- 
tions may  avoid  the  Third  World  AVar  in  in- 
tensity, yet  we  have  already  paid  dearly  for 
our  unpre])aredness  in  the  past  and  we  should 
not  repeat  the  same  mistake. 
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Phesipext  Srri.E  Dieis 

It  is  with  moro  than  usual  regrot  that  we 
note  the  death  of  Dr.  ('arl  B.  Seull.  Jr.,  of 
Dover,  on  July  2o.  1900.  In  the  Kil  years 
■sinee  the  ineorporation  of  our  Soeiety  this 
is  only  the  third  oeeasion  on  whieh  our  Pi'es- 
ident  has  tlied  while  in  oftiee,  the  first  being 
Janies  Tilton  in  1822.  then  Henry  F.  Askew 
in  lS7(i.  and  now  Dr.  Seull.  We  know  \ve 
express  the  feelings  of  every  member  when 
we  say  that  the  Soeiety  has  lo.st  an  eaiaiest, 
eonseientious  and  eoopei'ative  offieer.  whose 
eai-ly  demise  seems  most  untimely.  Dr. 
Seull’s  obituai-y  will  appear  in  the  September 
issue. 

Di-.  Lawrenee  B.  Fitehett  of  Alilfoi-d  be- 
eame  Pre.sident  automatieally  at  the  death 
of  Di\  Seull,  Dr.  Fitehett  is  stepiiing  into  the 
bi-eaeh  like  the  good  soldiei'  he  is  and.  despite 
the  shortness  of  time  left  befoi'e  the  Annual 
Session,  is  prepaidng  to  earry  out  in  full  the 
duties  of  his  oftiee.  in  whieh  task  we  all  wish 
him  the  utmo.st  sueeess. 


THE  CONCEPT  OF  THE 
PSYCHOPATHIC  PERSONALITY 

(eoneluded  from  page  222) 
toms  are  auto[)lastie  (in  the  same  body)  ; in 
the  iisyehojiathie  personality  they  are  ex- 
ternal — alloplastie. 
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2:00  P.  .M.  — Business  and  Social  Se.ssion 
(Juest  Siieaker  to  be  Announeed 
0:30  P.  M.  — Reception  and  Dinmu' 
(Majile  Dale  Fountry  Club 


OUTLINE  OF  PROGRAM 
MEDICAL  SOCIETY  OF  DELAWARE 
PEOPLE'S  CHURCH  COMMUNITY  HALL 
Bradford  and  Reed  Streets 
Dover,  Del. 

MONDAY,  OCTOBER  2,  1950 

()  :30  P.  .M.  — Meeting  of  the  (Anuicil 
8:30  P.  M.  — Meeting  of  the  House  of  Dele- 
gates 

TUESDAY,  OCTOBER  3,  1950 

9:30  A.  i\l.  — Invocation:  Rev.  William  F. 
Edge 

Addrgss  of  Welcome:  Htiii  William  J.  Storey 
Report  of  the  llou.se  of  Delegates'  n 
John  F.  Hynes:  Combined  Radical  Resection 
'■  of  Hypopliarynx,  Larynx,  and  Cervical 
Nodes,  with  Esopliagoplasty. 

David  A.  Coojier : Anti-biotie  Therajiy 

12:30  ]’.  i\l.  — Luneheon  (State  Soeiety) 

2:00  P.  ]\1.  — Joseph  Hughes:  Treatment  of 
Anxiety  States 

William  I).  Stroud:  Coronary  Artery  Dis- 

ease 

Joseph  B.  Vander  Veer:  Antieoagulant  Ther- 
ajiy  in  Acute  (Myocardial  Infarction,  Ven- 
ous Thrombosis,  and  Pulmonary  Embol- 
ism. 

Josejih  C.  Va.skin : Neuropsyehiatrie  Emer- 

gencies 

(i:30  P.  M.  — Reception  and  Dinner 
Majile  Dale  Country  Club 
WEDNESDAY,  OCTOBER  4,  1950 
9:00  A.  (M.  — Movie:  Arthritis,  Rheumatism, 
etc.  and  ACTH,  etc. 

A.  W.  Pennington  : ITe  of  Fat  in  a Weight 

Reducing  Diet. 

L.  K racer  Ferguson  : The  Surgical  Treatment 
of  Flcerative  Colitis. 

Lawi'ence  L.  Fitehett:  Pre.sidential  Addre.ss. 

Election  of  President-elect  (Sus.sex  County) 

12:30  P.  M.  — Luncheon  (Kent  Soeiety) 

2:00  P.  (M.  — Rufus  S.  Rt'cves : Tuberculosis 
in  Small  Communities 

William  C.  Leaman,  Jr.:  Rehabilitation  Fol- 

lowing Acute  Myocardial  Infarction. 
Edward  L.  Bortz:  The  Biology  of  Aging 
Alvin  W.  Howland:  The  Treatment  of  Clan- 
coma 

5:30  P.  IM.  — Adjournment: 
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PERSONALITY  PROBLEMS  OF  JUVENILE 
DELINQUENTS  AS  REVEALED  IN 
PSYCHOLOGICAL  TESTS 

JoSEl’H  Jastak,  Ph.  J).,* 

AND 

Lois  0.  Gilliland,  Ph.D. 

Parnhurst,  Del. 

Poverty,  inadequate  housing,  absence  of 
recreational  facilities,  disrupted  homes,  irre- 
sponsible parents,  and  other  destructive  social 
intluences  are  usually  cited  as  the  causes  of 
delinquency  in  children.  These  so-called  caus- 
ative factors  iiersistently  reappear  in  statis- 
tical surveys  made  by  schools,  courts,  and  so- 
cial agencies.  They  are  also  conspicuous  in 
the  majority  of  delinquent  children  examined 
at  the  Mental  Hygiene  Clinic. 

Statistics  are  known  to  be  quite  flexible  in 
that  they  “pi'ove”  anything  we  wish  to  prove. 
Before  the  results  of  delinquency  surveys  are 
accepted  as  valid,  they  must  be  subjected  to 
more  vigorous  controls,  both  in  the  collection 
of  data  and  in  our  thinking,  than  has  so  far 
been  done.  First,  statistics  are  obvioiLsly  bias- 
ed by  the  fact  that  poor  and  destitute  delin- 
quents need  the  help  of  courts  and  clinics 
more  often  than  do  delinquents  of  well-situat- 
ed parents.  Second,  many  children  of  poor 
and  inadequate  parents  turn  out  to  be  law- 
abiding  citizens  despite  the  harmful  influences 
they  had  been  exposed  to  from  birth  on.  In 
fact,  the  majority  of  brothers  and  sisters  of 
delinquents  are  no  less  normal  than  are  aver- 
age children  from  more  fortunate  environ- 
ments. Third,  many  delinquent  children  re- 
main delinquent  even  if  appropriate  social  re- 
forms and  improvements  are  instituted  for 
purposes  of  treatment  or  prevention. 

When  placed  in  a .substantial  home,  the  de- 
linquent may  run  away  and  continue  to  en- 
gage in  anti-social  activities.  When  given  un- 
derstanding and  responsible  foster  parents,  he 
usually  disregards  their  wholesome  influence, 
fheir  authorify,  and  rejects  their  sound  coun- 
sel. When  given  opportunities  for  supervised 
recreation,  he  uses  these  facilities  to  disrupt 
the  work  of  trained  counselors,  refuses  to 
abide  by  the  rules  of  fair  jilay,  and  is  de- 


•Chief  Psychologist  and  Assistant  Psychoiogist,  re- 
spectively, Delaware  State  Hospital. 


structive  to  jiroperty  and  other  members  of 
the  group.  When  given  money,  he  spends  it 
foolishly  for  socially  negative  ends. 

We  might  repeat  the  fond  rationalization 
that  once  a child  is  habituated  to  anti-.social 
behavior  he  will  continue  to  be  delinquent  ir- 
respective of  the  changes  made  in  his  environ- 
ment. On  the  other  hand,  if  the  removal  of 
the  damaging  conditions  mentioned  at  the  be- 
ginning of  this  paper  does  not  produce  im- 
provement in  adjustment  they  may  be  acces- 
sory determinants  of  delinquency  and  not  their 
real  causes.  It  is  the  experience  of  mental 
hygiene  workers  that  neither  improvements 
nor  cures  are  achieved  by  mere  environmental 
reforms. 

Whether  a deliiupieut  girl  or  boy  inijiroves 
does  not  depend  so  much  on  the  degree  and 
nature  of  social  abuse  suffered  but  on  how 
he  reacts  to  that  abuse.  His  reactions  to  neg- 
lect, cruelty,  poverty,  and  abuse  depend  in 
turn  on  his  basic  personality  structure.  If 
his  personality  is  sound,  he  will  with.stand  the 
effects  of  the  most  deleterious  living  conditions. 
If  his  personality  is  unsound,  he  will  not  ad- 
just to  the  be.st  environment  society  can  pro- 
vide. Under  environment  we  include  the 
emotional,  iiitellectual,  nutritional,  physical, 
and  social  circumstances  under  which  children 
live. 

All  delinquent  acts  are  learned  acts,  but 
they  must  fall  on  fertile  soil  to  take  root  and 
to  grow  to  the  proportions  witnessed  in  anti- 
.social  individuals.  In  addition  to  having  un- 
favorable home  conditions  and  inadequate  par- 
ents, delinquent  children  also  have  severe  per- 
sonality defects  which  must  not  be  ignored  in 
the  treatment  and  prevention  of  delinquency. 
Imjirovement  in  living  conditions  will  accom- 
I)lish  little  or  nothing  if  systematic  retraining 
and  prolonged  therapy  of  the  child  himself  are 
left  out  of  the  treatment  program.  The  out- 
come of  even  the  most  propitious  and  most 
thoughtful  systems  of  treatment  may  lie  en- 
tirely negative  if  the  personality  defects  are 
severe  enough  to  interfere  with  the  establish- 
ment of  emotional  control  and  with  the  ca- 
pacity to  learn  from  exiierience.  The  real 
caiLses  of  personality  defects  in  delinquent 
children  are  not  known,  but  their  existence 
is  an  undeniable  fact.  This  fact  alone  should 
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make  those  working  in  tlie  area  of  deliiniueney 
far  more  eautions  tlian  they  liave  been  in 
espousing  j)lausil)le  hut  unscientific  tlieories  of 
the  causes  of  anti-social  behavior.  Social  re- 
forms and  economic  betterment  are  imi)ortant 
issues  in  their  own  right,  but  their  relation- 
ship  to  deliinpiency  is  (piite  indirect  and  often 
irrelevant. 

The  personalities  of  the  parents  of  delin- 
(luent  children  and  their  offspring  tend  to  be 
strikingly  similar.  It  is  therefore  likely  that 
some  unknown  but  deep-seated  and  prei)otent 
factors  are  the  true  causes  of  destitution,  im- 
morality, and  deliinpiency  of  iiarents  and  their 
children. 

What  are  then  the  personal  prolilems  of 
delimpient  children  as  exhibited  in  the  results 
of  jisychological  studies?  We  will  illustrate 
their  difficulties  by  investigating  the  records 
of  50  white  delimpient  boys  and  50  white  de- 
limpient  girls  who  were  examined  by  the 
INlental  Hygiene  Clinic  between  the  years  1941 
and  1948.  The  average  age  of  our  delimpient 
boys  is  12  years  9 month.s,  that  of  our  delin- 
(pient  girls  15  years  1 month.  The  boys  are, 
as  a group,  almost  2V2  years  younger  tlian  are 
the  girls.  Boys  di.sjilay  their  delimpient  tend- 
encies earlier  than  do  girls  and  they  are  also 
more  overt  and  more  aggre.ssive  in  their  of- 
fensive behavior.  They  come  to  the  attention 
of  courts  and  clinics  at  a more  tender  age.  The 
reasons  for  referral  to  the  clinic  may  be  rough- 
ly classified  under  four  categories: 


Boys 

Girls 

Stealing 

50% 

12% 

Sex  offenses 

4%> 

40  %o 

Truancy 

10% 

8% 

Incorrigibility 

30% 

40% 

The  most  common 

reason  for 

referral 

boys  is  stealing  in  its  various  forms  and  de- 
grees. (iirls  are  rid'erred  as  incorrigible  and 
.sex  (h'limpient  in  eipial  numbers.  Some  sex- 
ually malad.jusled  girls  are  eiiiilnmiistically 
reiVrred  to  as  incorrigible.  It  is  ])robable  that 
childi’cn  staid  stealing  at  an  earlier  age  than 
that  at  which  th(*y  become  sexually  delimpient. 
Sexual  delimpiency  is  not  as  readily  brought 
to  public  attention  as  is  .stealing.  Hence,  the 
younger  age  of  our  boys  in  comparison  with 
the  ages  of  our  girls. 

All  the  childien  were  examined  by  means 


of  the  Wechsler-Bellevue  Scale  for  Adole.scents 
and  the  Wide  Kange  School  Achievement 
Tests.  From  the  results  of  these  tests,  the 
personality  factors  were  calculated  by  a meth- 
od worked  out  by  dastak  (1,2). 

1.  InieUcciiud  cdixicifji.  The  average  cajiaci- 
ty  ([uotient  of  the  50  boys  is  109  and  of  the 
50  girls  103.  Their  intelligence  is  distributed 
over  all  ranges  from  defective  to  very  super- 
ior. The  lowest  (luotient  in  our  groiij)  of  100 
is  08,  the  highest  141.  Delinquent  children 
do  not  differ  significantly  in  native  endow- 
ment from  that  of  non-delinquent  children. 
They  are  reasonably  bright  and  have  average 
cai>acity  for  succe.ss.  It  takes  as  much  brains 
to  be  successfully  delimpient  as  it  does  to  be 
successfully  conformist.  Differences  in  in- 
telligence do  not  exiilain  why  .some  children 
are  delimpient  and  others  not. 

Perhaps,  the  manner  in  which  their  native 
ca])acity  is  realized  will  shed  some  light  on 
their  adjustment  ])roblems. 

2.  Ldugudtje  developmeni.  The  social  func- 
tions of  verbal  ma.stery  are  ])artly  independent 
of  intelligence.  When  this  ability  is  measured 
apart  from  the  capacity  of  the  child,  delin- 
(pients  are  found  to  be  consistently  and  se- 
verely deficient  in  it.  They  begiii'to  talk  late. 
They  suffer  from  serious  and  debilitating 
speech  defects  long  before  they  become  de- 
limpient.  They  are  slow  in  learning  to  read, 
write  and  spell.  Their  early  and  continued 
failures  at  school  are  important  contributing 
factors  to  deliinpiency. 

The  average  language  (piotient  of  our  group 
of  50  boys  is  70  and  of  our  50  girls  77.  Fully 
85%  of  the  entire  group  are  definitely  below 
average  in  the  expre.ssive  phases  of  language 
symbolism.  The.se  children  develoji  few  iiosi- 
tive  cultural  intere.sts  and  completely  fail  in 
all  academic  work.  Their  grammar  is  crude, 
the  extent  of  their  knowledge  poor,  their  lit- 
erary tastes  non-exi.stent.  The  refining  and 
socializing  (pialities  of  language  are  conspicu- 
ous by  their  ab.sence  in  delimpient  children. 

The  nature  and  chronicity  of  these  disabili- 
ties is  suggestive  of  an  organic  etiology. 

3.  ltC(difji  perceidions.  This  trait  is  related 
to  the  manner  in  which  a jicrson  iTiaintains 
active  contacts  with  jieople  and  environmental 
events.  The  average  reality  ((Uotient  of  the 
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boys  is  96,  of  the  girls  88.  DeliiKjuent  boj^s 
tend  to  fall  within  normal  limits  in  tlie  area 
of  reality  contact.  They  are  alert,  aggressive, 
sociable,  talkative,  and  extraverted.  They  do 
not  as  a rule  withdraw  from  life  hut,  on  the 
contrary,  take  an  active  part  in  all  tliat  is 
going  on  about  them.  The  girls  are  less  real- 
istic than  the  boys.  The  differences  in  reality 
perceptions  between  hoys  and  girls  are  great 
enough  to  approach  statistical  significance. 
Submissiveness,  suggestibility,  and  distortions 
of  reality  are  common  among  sexually  unad- 
justed people.  Over  50  percent  of  the  girls 
lack  the  ability  to  express  their  native  poten- 
tialities in  an  objective  and  sensible  manner, 
(fnly  20  percent  of  the  boys  lack  normal  judg- 
ment and  reasoning  in  i)ractical  mattei’s.  With 
the  exception  of  a sizeable  group  of  iuadeciuate 
girls,  the  reality  trait  is  not  a basic  factor  in 
delinquency,  though  its  normal  functioning 
contributes  to  the  maladjustments  if  its  con- 
trast with  other,  especially  defective  traits,  is 
great. 

4.  Motivation.  The  average  motivation  quo- 
tient of  our  50  boys  is  73,  that  of  our  50  girls 
is  81. 

Both  groups  are  distinctly  handicapped  in 
this  area  of  adjustment.  The  boys  are  espe- 
cially poor  in  perseverance,  emotional  self- 
discipline,  frustration  tolerance,  and  conform- 
ity to  ordinary  standards  of  living.  The  girls 
are  significantly  better  than  are  the  boys  in 
this  trait,  but  their  somewhat  higher  motiva- 
tion for  work  and  conformance  is  counteracted 
by  their  lack  of  practical  wisdom  and  realistic 
thinking. 

Nearly  90  percent  of  the  boys  are  inferior 
or  defective  in  goal  striving,  dependability  of 
action,  and  consistency  of  behavior.  Defects 
in  powers  of  motivation  and  self-control  are 
the  most  commonly  observed  signs  associated 
with  all  types  of  delinquencies. 

5.  Psyclwmotor  efficiency.  Inability  to  use 
one's  limbs  and  other  body  organs  efficiently 
may  become  an  insidious  social  liability.  It 
is  a deterrent  to  normal  adjustment  regardless 
of  the  degree  of  intelligence  present.  That 
juvenile  delinquents  suffer  from  dyskinesias, 
muscular  incoordinations,  and  the  emotional 
deviations  typical  of  such  disturbances  has 
been  known  for  some  time.  Our  findings  con- 


firm previously  reported  results.  Delinquent 
boys  are  inferior  in  most  muscular  skills.  They 
engage  in  a great  deal  of  manual  planning  and 
biiilding  because  of  their  good  contacts  with 
reality,  but  they  abhor  the  fine  muscular  skills 
that  most  people  have  to  develop  to  be  success- 
ful in  their  daily  work.  They  favor  the  gross 
mechanical  occupations  but  their  motor  apti- 
tudes are  singularly  inconsistent  and  deficient. 
They  lack  grace  of  movement,  they  delay  the 
effective  mobilization  of  physical  energy,  they 
are  clumsy,  jerky,  and  impulsive  in  overt  be- 
havior. Their  somatic  efficiency  quotient  is 
83.  The  girls  have  a psychomotor  quotient  of 
90. 

Delinquent  girls  have  fewer  difficulties  in 
the  motor  area  than  have  boys,  but  their  vari- 
ability is  greater  than  that  of  boys.  Recent 
electroencephalographic  literature  reports  that 
up  to  80  percent  of  children  with  delinquent 
tendencies  and  other  serioiis  behavior  prob- 
lems have  abnormal  brain  wave  tracings.  The 
psychological  and  electro-encepbalographic 
studies  are  in  agreement  by  pointing  to  a pos- 
sible neuro-physiological  basis  of  the  person- 
ality disturbances  observed  in  anti-social  chil- 
dren. 

kSummary 

The  average  male  delinquent  in  our  group 
has  average  intellectual  capacity.  He  is  ca- 
pable of  approaching  life  with  a realistic  at- 
titude and  of  comprehending  the  implications 
and  consequences  of  his  actions.  On  the  other 
hand,  he  is  severely  handicapped  in  language 
development.  Being  unable  to  give  adequate 
verbal  expression  to  his  wants  and  feelings, 
he  is  apt  to  express  them  through  unsublimat- 
ed  physical  actions  and  aggressions.  His  de- 
ficiency in  motivation  leads  to  the  wasteful  dis- 
sii)ation  of  mental  energy  in  many  directions. 
He  is  a victim  of  environmental  distractions. 
He  likes  fun  and  hates  concentration  or  con- 
templation. Being  selfish  and  impatient,  he 
will  try  to  get  what  he  wants  in  the  easiest  and 
shortest  way  which  is  usually  unacceptable  to 
society.  His  aml)itions  are  largely  hypothet- 
ical, as  he  does  not  sustain  a consistent  attitude 
toward  work  and  long-range  goals.  He  loses 
interest  when  frustrated  and  abandons  his 
projects  before  they  are  completed.  He  re- 
sists the  drab  routines  which  make  for  order- 


DEi.Aw.uiK  State  ^Medical  Joeuxai. 


August,  1950 


2'2S 

liiu'ss  ;iiul  emotional  seeurity.  His  intelli- 
i>ence  is  misused  on  tiiihtino'  those  wlio  attempt 
to  supply  him  with  the  motive  and  directive 
energies  necessary  for  successful  adjustment. 
He  lives  the  life  of  a parasite  and  resents  it 
when  not  allowed  to  do  so.  These  tendencies 
are  made  still  more  dangerous  by  his  dilatory 
tactics  iu  learning  motor  .skills  and  by  the 
fru.stratious  re.sidting  from  general  physical 
awkwa  rdness. 

The  average  delimiuent  girl  in  our  group 
also  has  average  intellectual  endowment.  She 
suffers  to  practically  the  .same  degree  as  does 
the  boy,  from  a deficiency  in  the  field  of  lan- 
guage. She  excels  the  dcliiu}uent  boy  iu  mo- 
tor efficiency,  but  in  comparison  with  normal 
girls  exhibits  moderate  retardation  along  this 
line.  IMore  often  than  the  boys,  .she  is  handi- 
capped by  an  unreali.stic  outlook  on  life.  This 
lack  of  reali.sm  is  related  to  offenses  of  a sex- 
ual nature.  The  boy  fights,  the  girl  submits. 
Both  modes  of  adjustment  occur  without  much 
regard  for  the  outcome  of  their  action.  The 
delimiuent  girl  lacks  self-discipline,  and  the 
ability  to  sus])end  the  i-ealization  of  momen- 
tary desires  for  future  gain. 

The  combination  of  deficiencies  found  in  de- 
liiujuenf  children  favors  rule  by  sfrong  emo- 
tions rather  than  forethought.  Helimiuents 
are  apt  to  live  for  the  passing  moment  with 
little  thought  for  the  morrow. 

The  successfid  treatment  of  these  adjust- 
ment difficulties  and  per.sonality  aberrations 
cannot  be  achieved  by  environmental  reform 
alone.  Deviant  behavior  j)recedes  the  api)ear- 
ance  of  delimiuent  acts  and  continues  despite 
advantageous  changes  in  social  conditions. 
While  parental  rejection,  ])overty,  iieglect,  and 
abuse  cannot  be  ignored  as  contributing  fac- 
tors to  making  delimpients,  they  should  be 
sup])lemented  by  intensive  research  in  the 
neuro-|)hysiology  of  the  delimiuent  child  and 
also  his  parents.  Combined  ])hysical,  mental, 
and  social  therapy  will  achieve  better  results 
in  curbing  ci’ime  than  any  one  of  the  ap- 
pi'oaches  alone. 
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THE  PSYCHOLOGY  DEPARTMENT  OF 
THE  GOVERNOR  BACON  HEALTH 
CENTER 

W.  11.  Tracy* 

Delaware  City,  Del. 

Ideally,  clinical  psychology  today  functions 
in  three  main  areas:  fir.st,  psychological  ex- 

amination and  evaluation  ; .second,  psychother- 
apy (usually  in  consultation  with,  or  under 
the  siijicrvisioii  of,  a medically  trained  psy- 
chiatrist) ; thinl,  psychological  research.  The 
department  here  at  the  (iovernor  Bacon  Health 
Center  is  functioning  in  all  three  areas.  At 
the  present,  distribution  of  time,  is  weighted 
ill  favor  of  examination  and  evaluation.  It  is 
planned,  in  line  with  the  Child  Psychiatrist's 
current  ])iogram,  that  we  shall  spend  more 
time  in  p.sychotheraiiy  with  di.sturbed  children 
in  the  future.  Our  ])resent  research  is  con- 
cerned with  the  development  and  evaluation 
of  tests  for  the  detection  of  brain  injured 
children,  and  the  development  of  tests  that 
will  measure  motor  efficiency  more  adeiiuately. 
The  de])arlment  (consisting  of  one  iiermanent 
li.sychologist,  one  part-time  ]).sychologi.st,  and 
three  p.sychological  internes  from  the  State 
Hospital  ) is  an  integral  part  of  the  overall 
diagnostic  and  therapeutic  efforts  of  the  in- 
stitutional staff. 

The  psychology  department  may  have  cases 
referred  to  it  from  any  of  the  general  diag- 
nostic categories  of  the  institution  (malad- 
justed children,  crippled  children,  eiiilejitie 
patients,  and  adult  alcoholic  patients).  We 
work  in  the  Child  (iuidance  Unit  as  one  ])art 
of  the  clinic  team  which  consists  of  jisychia- 
trists,  social  workers,  and  clinical  psycholo- 
gists. A clo.se  relation  is  maintained  with  the 
pediatrician  and  the  education  and  recreation 
director.  When  individual  or  group  jisycho- 
therapy  is  undertaken  regular  interviews  with 
the  child  psychiati’ist  are  scheduled  to  discuss 
methods  and  ])recautions  to  be  considered  in 
dealing  with  the  case. 

A large  ])ercentage  of  the  work  of  the  ]>sy- 
chology  deiiartment  is  concerned  with  person- 
ality diagno.sis  and  evaluation.  Ca'-es  are  re- 
ferred to  ])sychology  through  the  medium  of 
the  social  service  intake  worker.  Initially, 
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great  care  is  taken  to  evaluate  the  patient's 
native  intellectual  capacity  and  general  per- 
sonality structure.  Psychologic  findings  are 
presented  in  staff  meetings  to  be  incorporated 
with  the  data  of  the  psychiatric  and  physical 
examinations,  and  the  social  history. 

For  diagnostic  testing  an  appropriate  bat- 
tery of  tests  is  given  the  patient.  Although 
a battery  of  tests  may  prove  to  be  time  con- 
suming, it  is  often  esseirtial  for  thorough 
study  of  a case.  Fundamental  to  the  test  bat- 
tery are  the  tests  of  intelligence  and  the  tests 
of  achievement  in  school  subjects.  Our  most 
frequently  used  intelligence  tests  are  the 
Jastak  Patterns,  the  Wechsler-Bellevue  Seale, 
the  Wechsler  Children’s  Scale  and  the  Stan- 
ford-Binet.  We  find  Jastak ’s  Wide  Range 
Achievement  Test  to  be  the  most  valuable  for 
testing  achievement  in  the  school  subjects, 
reading,  spelling  and  arithmetic.  From  the 
intelligence  aird  achievement  test  scores  we  de- 
rive a rating  of  the  patient’s  potential  intelli- 
gence, or,  as  Jastak  has  expressed  it  “ — the 
level  of  maximum  personality  integration’’ 
(5).  Due  to  a great  extent  to  the  brilliant 
work  of  Jastak,  Rapaport,  Wechsler  and  oth- 
ers, psychological  examiners  today  are  able  to 
obtain  from  the  intelligence  examination  not 
only  an  estimate  of  the  native  intellectual  ca- 
pacity of  the  patient,  but  also  a considerable 
amount  of  information  about  his  personality 
structure. 

Other  tests  may  be  included  in  the  battery 
as  complements  to  the  intelligence  and  achieve- 
ment tests.  A carefully  selected  battery  of 
tests  makes  for  more  meaningful  understand- 
ing of  a personality.  Evaluation  of  the  gen- 
eral mental  efficiency  (in  relation  to  potential- 
ity) of  a patient  may  be  aided  by  the  use  of 
tests  of  mental  efficiency.  Memory  and  learn- 
ing efficiency  are  likewise  studied.  Although 
the  term  “memory”  is  fraught  with  ambig- 
uities, for  us  the  “learning-memory''’  concept 
encompasses  four  general  aspects.  Briefly,  the 
first  is  the  registration  or  impression  aspect. 
It  is  during  this  phase  of  the  dynamic  learn- 
ing process  that  new  material  is  impressed  or 
registered  in  the  mind,  or  brain,  of  the  individ- 
ual. Perceptual  weakness,  due  to  either  in- 
adequate volitional  control  of  attention,  or 
physiological  disturbance,  is,  of  course,  de- 


structive to  registration.  The  second  aspect 
of  the  learning  process  is  the  one  of  retention. 
Retentiveness  of  memory-traces,  or  engrams, 
both  immediate  or  delayed,  is  also  seemingly 
an  organismic  function  with  both  physiological 
(4)  and  psychological  bases  (8).  Thirdly,  we 
have  the  process  of  recall.  This  aspect  of  mem- 
ory is  concerned  with  the  ability  to  recall  ma- 
terial that  is  retained  somewhere  in  the  mind, 
or,  if  one  prefers,  brain.  Cameron  considered 
this  process  under  the  tei’m  “reactivation.” 
This  includes,  as  well  as  recalling,  “ — I’ecol- 
lecting  and,  in  the  widest  possilile  sense,  re- 
acting in  terms  of  an  incident  to  which  the 
organism  had  responded  at  some  eailier  time” 
(1).  Fourthly,  we  include  the  process  of 
recognition.  This  is  jiartially  exjdained  by 
Cameron’s  definition  of  reactivation.  Loosely, 
it  may  be  considered  as  partial  recall.  Experi- 
ences, if  directly  confronting  the  individual, 
may  be  “recognized”,  but  he  may  be  unable 
to  structure  or  recall  these  experiences  unless 
perceptual  experience  is  available  to  him. 

Failures  or  distortions  of  content  in  these 
processes  of  learning  in  the  learning-memory 
continuum  offer  diagnostic  information.  Fre- 
quently disorders  of  a ])redominantly  organic 
nature,  e.  g.  senile  psychosis  or  Korsakoff' ’s 
syndrome,  exhibit  failure  at  the  impression 
stage  (3).  The  content  of  the  recall  is  subject 
to  autistic  distortion  in  certain  types  of  schizo- 
phrenic reactions  (9).  At  the  present  time 
we  are  confronted  with  many  problems  and 
unanswered  questions  in  this  general  area. 
We  feel,  however,  that  further  research  in  the 
dynamics  of  the  learning  and  memory  process 
will  yield  fruitful  results. 

Tests  of  concept  formation  are  another  use- 
ful tool  in  studying  thought  processes.  In  this 
type  of  test  the  subject  is  asked  to  discover 
the  reason  why  certain  objects  (or  various 
colored  geometrical  forms)  are  grouped  in  a 
pi'e-arranged  manner  by  the  examiner,  or  to 
grou])  the  materials  himself,  and  then  give  the 
reason  why  they  are  grouped  in  this  xiarticular 
way.  The  individual  with  ade((uate  adjustive 
ability  can  usually  bring  objects  together,  or 
categorize  them  as  a grou]),  according  to  gen- 
eral class-conceiits,  for  example,  categories  like 
metal,  wood,  colors,  tools,  toys,  etc.  Study  of 
disturbance  of  this  asiiect  of  the  thought  pro- 
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cesses  offers  valuable  iiifoniiation  as  to  tlie 
nature  of  the  personality  disorder  (,2). 

The  so-ealled  “ projective  techniciues, " in- 
cludiii”'  the  Rorschach  ink-hlot  test,  and  the 
Thematic  apperception  test  (with  its  various 
modifications),  are  })articularly  valuable  in 
obtaining-  information  related  to  the  patient's 
personality  structure  and  thought  content. 
Both  of  these  tests  are  considered  to  be  “])ro- 
jective"  in  the  sense  that  an  individual  ‘‘pro- 
jects" himself  into  his  test  responses,  either 
in  terms  of  ivhaf  he  perceives  or  associates  to 
the  stimulus,  or  the  manner  in  which  he  re- 
sponds. Rapaport  in  defining  the  “projective 
hypothesis"  states  “ — every  reaction  of  a 
subject  is  a reflection,  or  jjrojeetion,  of  his 
])rivate  world'’  (7).  i\lany  other  techni(]ues, 
including  measurement  of  “expressive  move- 
ment," such  as  drawings,  projective  play,  and 
handwriting,  are  loosely  considered  as  ]U‘o- 
jective  technicpies.  It  may  well  be  a fact  that 
responses  to  any  type  of  p.sychological  test 
manifest  projections  of  the  subject.  However, 
the  te.sts  discussed  in  this  category  are  those 
which  are  {)articularly  sensitive  to  inner 
j)sychic  states,  needs,  presses,  interests,  de- 
sires, fears,  conflicts,  and  idiosyncratic  ])cr- 
ceptions.  Visual  stimuli,  i.  e.,  blots  or  pictures, 
are  the  most  frecjuently  used  medium  for 
eliciting  projective  material.  This  informa- 
tioii  is  scored  and  interpreted  by  the  examiner 
in  an  attemj)t  to  detect  characteristic  fantasies, 
and  modes  of  thoiight  and  feeling. 

Tests  of  })erceptual-motor  ability  and  motor 
efficiency  are  utilized  to  assess  maturational 
development  in  these  spheres.  Psychological 
disturbance  due  to  lesions  or  disecpiilibrium 
of  the  central  nervous  system  may  be  manifest 
in  the  percei)tual-motor  tests.  Also,  in  dif- 
ferentiating between  true  feeblemindedness 
and  that  type  of  verbal  deficiency  which  some- 
times simulates  feeblemindedne.ss  (6),  motor 
tests  may  be  valuable.  For  educational  and 
vocational  ])lacement  a study  of  the  .subject's 
relative  ability  iii  the  verbal  and  motor  spheres 
of  performance  is  essential. 

Another  group  of  tests  which  we  have  oc- 
casion to  utilize  are  infant  tests.  The  Ge.sell 
Development  Schedules,  which  is  an  excellent 
test  for  infants  and  young  children,  evaluates 
the  child's  (leveloj)ment  level  in  the  following- 


four  areas:  motor,  adaptive,  language,  and 
])ersonal-social.  Still  another  group  of  tests 
which  we  use  with  our  adolescent  and  adult 
population  is  comj)rised  of  vocational  interest, 
values,  and  ai>titude  tests. 

The  particular  battery  of  tests  .selected  for 
the  subject  is  to  a large  extent  a function  of 
the  clinical  judgment  of  the  examiner.  As 
we  have  noted,  the  intelligence  and  achieve- 
ment tests  are  given  routinely.  In  choosing 
other  tests  the  examiner  considers,  among  oth- 
er things,  the  age  of  the  subject,  what  appears 
on  the  surface  to  be  the  general  prol)lem,  reas- 
cn.s  for  the  subject 's  being  referred  for  study, 
and  the  data,  or  gaps  in  data,  from  the  tests 
that  have  already  been  administered.  This 
latter  point,  the  results  of  te.sts  already  given, 
is  often  a crucial  one  in  indicating  the  line 
further  testing  should  take.  If  certain  weak 
undifferentiated  “signs"  a]>pear,  follow-up 
study  with  relatively  more  sensitive  tests  is 
undertaken. 
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PARENTS  COME  TO  THE  MENTAL 
HYGIENE  CLINIC 

3Iar.jokie  Hubb.\rd* 

Fariihurst,  Del. 

Within  recent  year.s  the  iiewsiiapers,  maga- 
zines, movies,  television  and  public  jiress  have 
been  jiointing  an  accusing  finger  at  the  par- 
ents of  emotionally  disturbed  children.  They 
have  been  criticized  as  being  wilfully  and 
totally  resjionsible  for  all  their  children's 
faults. 

There  is  no  doubt  that  there  are  some  batl 
parents,  or  perhaps  we  .should  say  inadetpiate 
jiareiits,  but  to  say  that  all  jiareiits  of  disturb- 
ed children  are  “bad"  siigge.sts  that  this  is  a 
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(‘onscious  and  wilful  iniquity.  This  is  in  our 
experience  a severe  and  rather  malicious  mis- 
conception. We  will  agree  that  there  are,  in 
many  of  these  cases,  inadequate  parents  but 
our  experience  has  rarely  shown  they  are  bad 
I^arents.  It  has  frequently  been  difficult  to 
achieve  the  cooperation  and  understanding  of 
some,  but  almost  invariably,  if  a parent  does 
understand  the  problem,  that  parent  will  be 
eager  to  accept  help.  We  have  indeed  some- 
times found  that  parents  in  seeking  help  for 
themselves  will  absorb  the  time  set  aside  for 
their  children.  Thus  it  becomes  essential  for 
the  clinic  to  first  free  the  parent  from  anxie- 
ties and  defenses  which  hinder  his  working 
wholeheartedly  with  the  clinic.  This  is  done 
through  discussions  that  bring  out  a ]Mrents 
feeling  toward  the  clinic  referral,  the  schools 
and  the  child.  It  also  involves  a consideration 
of  the  parents’  hopes  and  ambitions  as  well  as 
fears  for  their  children.  The  parent  who  has 
been  denied  certain  opportunities  in  his  early 
life  may  unwittingly  press  his  child  to  achieve 
goals  w'hich  he  himself  had  sought  unsuccess- 
fully. As  a result  the  child  may  resist  the 
parents  ideas  in  an  effort  to  try  to  find  him- 
self. 

The  role  which  the  father  plays  in  sharing 
the  responsibilities  and  discipline  of  the  child 
is  an  important  part  of  the  discussions.  Some- 
times this  brings  out  a projection  of  the  re- 
sponsibility of  the  child’s  behavior  on  the 
other  parent  or  even  the  projection  onto  the 
community  or  school. 

Occasionally  these  feelings  are  justified, 
more  often  they  are  simply  projections,  but 
almost  always  they  reveal  the  feelings  of  frus- 
tration that  come  from  parents’  inability  to 
handle  these  sometimes  complex  problems.  It 
is  not  the  problem  of  the  Clinic  to  place  re- 
sponsibility for  a behavior  problem  in  a child ; 
it  is  the  responsibility  of  the  clinic  to  recog- 
nize defects  in  the  environment  and  treat  them 
accordingly.  To  do  this  calls  for  the  assist- 
ance of  both  parents.  It  calls  for  their  assum- 
ing responsibility  for  raising  their  children. 
It  calls  for  the  assistance  of  the  clinic  in  help- 
ing them  do  so.  The  clinic  does  not  try  to 
point  an  accusing  finger  at  a parent.  To  do  so 
would  be  purposeless  and  useless.  A parent 
needs  to  share  the  affection,  fun  and  play  of  a 


child  as  well  as  the  discijilining.  Some  x>ar- 
ents,  because  of  their  own  childhood,  do  not 
know  how  to  play  with  their  children.  They 
may  treat  them  as  far  younger  children  than 
they  really  are,  or  they  may  expect  adult  be- 
havior from  a child.  Sometimes  parents  do 
not  feel  at  ease  in  iilaying  with  their  children 
and  tease  them  to  a point  that  is  no  longer 
fun  for  the  child,  thus  injuring  their  relation- 
ship to  their  child.  Such  attitudes  can  be 
brought  out  and  discussed,  thus  aiding  the 
X^arent  to  see  w’hat  he  is  doing  to  his  child  and 
how  he  can  guide  his  own  behavior  accordingly 
so  that  he  can  exi)ect  from  his  child  the  re- 
sxmnses  he  would  like  to  see. 

If  a i>arent  is  inconsistent  in  his  attitude  to- 
ward his  child  or  is  unable  to  share  his  life 
with  his  child,  the  child  may  not  be  able  to 
find  his  x^lace  in  his  home  or  be  able  to  find  a 
satisfactory  relationship  with  his  X)arents  fii’st. 
Later  with  other  adults,  as  a result,  he  may 
feel  very  insecure.  He  may  want  to  show  this 
at  home  but  not  be  able  to  do  so,  as  he  is  taught 
he  must  obey  at  home.  He  has  to  show  it 
somewhere.  He  may  demonstrate  it  in  his  re- 
lationship to  other  acLilts  or  his  friends.  He 
may  not  be  able  to  concentrate  on  his  school 
wmrk.  He  may  demonstrate  his  insecurity  by 
imaginary  ills,  or  he  may  withdraw  from  con- 
tact with  x>eox^le.  These  are  a few  of  the 
symptoms  that  teachers  see  in  children  that 
]u-omx)t  them  to  refer  a child  to  the  clinic. 

The  child  who  is  showing  behavior  x)i’ob- 
lems  in  school,  in'oblems  with  which  the  teach- 
er is  unable  to  cope,  often  reflects  in  his  be- 
havior, the  influence  of  his  home.  It  therefore 
becomes  important  that  the  school  seek  the  as- 
sistance of  the  xiarents  in  order  x>rox)erly  to 
understand  and  evaluate  the  child’s  life  out- 
side the  school  room.  If  thex’apy  is  undertaken 
the  x^arent  is  asked  to  bring  the  child  to  clinic 
each  week.  This  latter  arrangement  serves 
the  double  ixuriiose  of  insuring  the  child’s  at- 
tendance at  the  clinic  and  also  creating  a bet- 
ter relationshixx  between  the  ixai'ent  and  child. 
There  are  a few  parents  who  come  to  the  clinic 
with  real  concern  for  their  child’s  behavior,  a 
willingness  to  accexit  responsibilitv  for  their 
behavior  and  a readiness  to  work  with  the 
clinic  in  trying  to  hel]x  the  child  back  to  nor- 
mal healthy  behavior.  On  the  other  hand. 
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there  are  some  ])a rents,  ami  parents  are  human 
beings,  wlio  show  their  anxiety  on  l)eing-  in- 
formed of  their  children's  difficulties  by  deny- 
ing the  existence  of  these  problems.  Fre- 
quently they  become  quite  defensive,  anxious 
and  even  hostile.  They  take  this  kind  of  in- 
formation as  an  attempt  on  the  i>art  of  school 
authorities  to  criticize  their  ability  to  raise 
their  children.  It  is  not  surprising  that  j)ar- 
ents  do  have  these  reactions.  We  are  living  in 
a ‘‘i)sychiatric  era." 

The  clinic  cannot  ])erform  miracles  nor  can 
it  undo  in  a couple  of  interviews  something 
that  may  have  taken  years  to  develop.  But  it 
can  help  children  to  a better  adju.stment  in 
their  environment.  Those  children  that  are 
referred  to  the  clinic  are  not  mental  i)atients  in 
the  sen.se  ordinarily  implied.  They  are  chil- 
dren who  through  no  conscious  fault  of  their 
own,  or  of  their  parents,  or  of  the  teachers 
have  developed  attitudes  and  behavior  that 
prevents  them  from  adjusting  to  their  environ- 
ment to  the  best  of  their  ability.  These  atti- 
tudes and  behavior  i)atterns  often  can  be  cor- 
rected now  through  the  helj)  of  the  clinic  so 
that  the  child  is  treed  to  develop  into  a nor- 
mal, mature,  well-balanced  adult. 


THE  PARENT'S  ROLE  AT  THE  GOV- 
ERNOR BACON  HEALTH  CENTER 

Hazel  Browxe  1\Iai)ky* 

Delaware  City,  Del. 

The  Covernor  Bacon  Health  Center  is  a 
therai)eutic  f’enter  offering  child  guidance 
clinic  service  and  resident  treatment  for  chil- 
dren between  the  ages  of  four  and  sixteen 
who  are  showing  emotional  and  behavioral 
l)roblems.  There  are  over  two  hundred  chil- 
dren in  residence  at  this  time.  For  each  of 
the.se  there  are  parents  or  ])arent  who  must 
be  actively  i)articipating  in  the  plan  of  treat- 
ment for  maximum  succe.ss.  Treatment  is  de- 
{)endent  ui)on  the  parent's  interest,  under- 
standing and  partici])ation.  The  Center  is 
child-centered  but  on  the  ])erij)hery  are  the 
j»arents  who  recognized  their  inability  to  pro- 
vide a comfortable  environment  for  their  child 
and  so  have  come  for  help  to  the  Center. 

I'he  j)arent’s  role  in  the  child’s  re.sidential 

•Chief  Psychiatric  Social  Worker.  Governor  Bacon 
Health  Center. 


treatment  pre.sents  a challenging  area  of  work 
in  the  develo])ment  of  residential  treatment. 
It  is  essential  that  the  parents  continne  to 
have  an  active  part  in  the  child's  treatment 
for  in  the  last  analysis,  he  is  their  child  and 
will  he  returning  to  them.  At  all  times  we 
emiihasize  that  re.sidence  at  the  Center  is  for 
an  interim  period.  Another  reason  for  the 
active  participation  of  parents  is  the  recog- 
nition that  they,  too,  have  jilayed  a part  in 
the  creation  of  the  child's  problems  and  unless 
they  are  actively  concerned  and  willing  to 
make  some  changes  the  child  will  face  serious 
difficulties  in  effecting  change  in  himself.  Our 
clinical  experience  in  the  jihilo.sojihy  of  the 
child  guidance  field  has  been  of  invaluable 
assistance  in  determining  our  direction,  i)ro- 
cedures,  and  practices.  This  experience  has 
])roven  that  the  child  needs  the  active  ])ar- 
ticii)ation  of  his  parents  as  a force  in  recreat- 
ing new  and  changing  relationships.  In  a 
Child  Guidance  Clinic  this  is  established  by 
interviews  with  the  parents  and  psychiatric- 
social  worker  occurring  simultaneously  with 
the  child's  interviews  with  the  therapist.  But 
in  residential  treatment  we  are  confronted 
with  real  sei)aration  as  the  i)arents  i)hysically 
reliiKpii.sh  the  child  to  the  Center  for  treat- 
ment. We  do  not  feel  that  this  separation  es- 
•sentially  changes  the  need  for  i)arent  jtartici- 
]>ation.  How  then  is  it  jtossible  for  the  ])arent 
to  be  a ])art  of  the  child's  treatment  when 
they  are  not  together?  What  is  the  parent's 
role  and  how  does  this  influence  the  child's 
treatment?  When  parents  have  reached  the 
decision  to  use  resident  treatment  they  have 
moved  so  that  they  can  permit  a measure  of 
.se])aration  to  enter  the  ])arent-child  relation- 
shi])s.  The  ])arent  in  seeking  help  does  not 
wish  to  be  told  what  ])lan  of  treatment  to 
choose  but  is  a.sking  for  an  opportunity  to 
work  this  out  for  himself.  From  the  begin- 
ning some  i>arents  are  clear  about  the  tyi)e  of 
service  they  are  rerpiesting  but  others  need 
help  in  accepting  this  and  in  finding  their  own 
place.  The  social  worker  is  faced  with  the 
complex  problems  of  the  parents  ])articipation 
and  in  strengthening  the  imi)ulse  which 
brought  the  j)a rents  for  help. 

The  ai)plication  process  offers  an  oi)portnni- 
ty  for  the  ])arents  to  work  through  their  emo- 
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tions  regarding  the  child’s  problems  and  the 
plan  for  residential  treatment.  This  is  im- 
portant for  only  then  are  they  free  to  j>ar- 
ticipate  in  therapy  and  assume  the  direct  re- 
lation that  resident  treatment  requires.  The 
application  process  consists  of  one  or  more 
interviews  with  parents  without  the  child. 
During  these  interviews  with  the  social  worker 
the  iiarents  talk  of  the  child’s  problems,  men- 
tioning contributing  factors  as  they  see  them. 
In  tuni  they  learn  from  the  social  worker 
some  understanding  of  the  child's  place  in 
therapy. 

They  receive  information  regarding  the  edu- 
cational, recreational  and  religious  training. 
From  visits  to  the  cottages  and  other  facilities 
they  see  for  themselves  the  environment  in 
which  therapy  takes  place.  Later,  the  child 
is  afforded  an  opportunity  to  actively  jiartiei- 
pate  in  treatment  i)lans  when  he  and  his  ])ar- 
ents  visit  the  Center.  Then  the  child  talks 
with  the  therapist,  visits  the  cottage  in  which 
he  will  live  and  exiilores  the  grounds  observ- 
ing the  activities  of  children.  The  decision 
to  use  the  Center  by  the  parents  and  child  is 
made  following  these  visits. 

On  admission,  the  parents  move  further  in 
their  acceptance  of  responsibility  by  discus- 
sion of  concrete  requirements  as  arranging  for 
payment  as  they  are  able,  providing  clothing 
and  for  regular  visits  to  the  child.  At  this 
l>oint  the  parent’s  role  in  therapy  is  clarified 
by  the  psychiatric  social  worker. 

The  separation  of  child  and  parents  is  a 
focal  point  in  therapy.  Just  as  the  child  has 
ambivalent  feelings  centering  in  his  leaving 
his  family  so  are  the  parents  filled  with  con- 
flicts. Their  desire  for  change  on  the  part  of 
the  child  is  mixed  with  fears  of  what  this 
change  may  bring.  The  first  weeks  in  resi- 
dence is  critical  for  them.  Parents  sometimes 
find  it  difficult  to  sustain  the  decision  they 
have  made  regarding  this  plan.  The  social 
worker  must  help  the  parents  bear  this  phys- 
ical separation  and  at  the  same  time  assist 
them  to  an  understanding  of  the  psychological 
unity  which  is  beginning  for  them  with  their 
child.  It  is  the  case  worker’s  responsibility 
to  support  the  jiarent  while  working  through 
the  disturbing  feelings  stemming  from  the 
separation.  Some  parents,  particularly  those 


who  have  been  too  protective,  are  concerned 
that  someone  other  than  themselves  is  help- 
ing the  child.  They  fear  the  competition  ; and, 
if  these  feelings  become  too  strong  they  may 
threaten  to  withdraw  the  child.  We  meet  this 
understandable  threat  at  Governor  Bacon 
Health  Center  by  advising  parents  and  chil- 
dren that  those  in  charge  of  their  daily  living 
in  the  cottages  are  not  taking  the  place  of 
their  own  jiarent.  We  are  eager  to  create, 
maintain,  and  strengthen  family  ties.  It  is 
common  knowledge  that  the  difficulties  of  al- 
most all  emotionally  disturbed  children  orig- 
inate in  the  parent-child  relationship.  There- 
fore, we  start  the  child’s  re-adjustment  by 
offering  the  simplest  relationship  — a friendly 
adult  who  cares  for  the  child  in  the  day-by- 
day living. 

All  during  the  residence  the  own  parents 
share  in  the  child’s  change  — thus  becoming 
part  of  the  experience  in  the  new  self  their 
child  is  creating. 

They  become  familiar  with  the  basis  of 
treatment  for  the  child  in  relationship  with 
the  therapist  which  permits  the  child  to  move 
through  the  troubling  difficulties  of  deep  con- 
cern to  the  parents  and  the  cause  of  his  diffi- 
culties and  unhappiness.  The  structure  of 
this  process  is  defined  in  regular  interviews 
with  the  therajiist,  augmented  by  group  ther- 
apy. 

The  manner  in  which  each  iiarent  partici- 
pates is  individual  and  distinct  — there  are 
no  set  standards.  How  the  i>arents  handle 
the  various  matters  concerning  the  child  are 
indices  of  the  jiarents  feelings  and  progress. 
It  is  the  case  worker’s  responsibility  to  offer 
help  to  the  parents  as  they  work  through 
their  feelings  regarding  the  child  and  their 
own  involvement  in  the  child’s  problem.  The 
case  worker  becomes  the  connecting  link  be- 
tween parent  and  child  and  gives  anchorage  to 
the  child’s  therapeutic  experience. 

The  length  of  residential  treatment  is  again 
an  individual  matter.  Just  as  the  child  was 
dependent  upon  the  jia rents  for  leaving  home 
so  is  he  dependent  upon  the  ])arent’s  readi- 
ness in  feeling  for  his  returning  to  the  family. 

In  order  to  bring  jiarents  into  fuller  uuder- 
stauding  we  have  invited  them  to  meet  at  the 
Center  each  month.  Through  discussion. 


234 


Dki>awahe  State  i\b:nH'Ai,  Journal 


August,  19J0 


films,  and  clinical  demonstrations  they  will 
learn  more  of  the  meaning  of  behavior  and 
their  own  important  role  in  their  child's  de- 
veloi)inent.  The  films  used  are  provided  by 
the  Federation  of  Women’s  Chibs  who  have 
demonstrated  their  interest  in  the  Center  by 
this  valuable  educational  project. 

The  apiiroaeh  of  di.schar<>e  sets  in  motion 
new  feelings  of  fear  and  doubt  for  jiarents 
and  child.  Sometimes,  we  find  the  child  easier 
to  test  himself  while  the  parents  are  uncertain. 
It  is  imjiortant  to  understand  these  feelings 
of  uncertainty  whicli  are  expressed  in  many 
ways  and  to  resolve  the  contlietual  ones  before 
the  child’s  di.schar<>e.  By  that  time  we  have 
tested  the  child  through  home  visits  which 
have  inerea.sed  in  frequency  and  len>>th  as  the 
child  shows  by  his  ability  to  handle  the  re- 
lationshi])s  and  find  them  satisfying.  Throuo;h 
objective  te.sts  and  staff  evaluation  we  have 
measured  achievement  and  personality  devel- 
opment. At  the  time  of  discharj^e  we  feel 
that  the  jiarent  and  child  are  able  to  .stabilize 
their  respective  chano'es  and  the  Center  ac- 
cepts responsibility  for  his  leavinj^-.  At  the 
Center  we  do  not  expect  to  chanoe  the  chil- 
dren into  jierfect  human  beinjjs.  We  can  only 
try  to  bring  out  the  best  in  them.  We  hope 
that  they  acquire  some  skill  in  the  greatest 
art  of  all  — to  live  socially  useful  and  satis- 
fying emotional  lives.  iVIost  of  all  we  try 
to  hell)  them  make  peace  with  themselves  and 
one  another. 
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THERAPY  WITH  A CHILD  FROM  A 
BROKEN  HOME:  A CASE  STUDY 

Dorothy  Palmer* 

Delaware  City,  Del. 

The  Covernor  Bacon  Health  (.’enter  has 
been  set  up  to  offer  ])sychiatric  care  and  treat- 
ment to  emotionally  disturbed  children.  An- 
other function  is  to  jirovide  a spot  for  chil- 
dren who  are  awaiting  foster-home  care  or 
temporary  can*  when  an  emegency  occurs  in  a 

•Social  Worker,  Governor  Bacon  Health  Center. 


family  which  temporarily  makes  it  impossible 
for  the  parents  to  care  for  the  children. 

Mary  was  admitted  to  the  Center  together 
with  her  .sister  Jane  and  her  brother  Bobby 
because  her  mother  was  being  evicted  from 
her  home.  Kelatives  would  give  the  mother 
and  the  baby  shelter,  but  could  not  include 
the  other  three  children. 

Although  the  mother  was  asking  for  tempor- 
ary care,  there  was  some  recognition  on  her 
])art  that  i\Iary  was  emotionally  disturbed.  In 
the  intake  interview  the  mother  brought  out 
her  intense  hatred  of  her  husband,  who  had 
fleserted  the  family  and  removed  himself  from 
the  state  .so  he  would  not  have  to  sipiport  her. 
The  case  history  revealed  that  the  family  has 
never  been  a stable  unit,  with  .several  deser- 
tions by  the  father  and  with  the  mother  being 
totally  inadequate  to  meet  the  emotional  needs 
of  her  children. 

Soon  after  admission,  ]\lary  was  referred  to 
this  worker  for  intensive  therajiy  because  .she 
was  not  getting  along  with  her  cottage  coun- 
selor or  her  cottage  mates. 

The  first  interview  revealed  Mary  as  a 
tense,  anxious,  highstrung  nine-year-old.  We 
.set  up  our  interviews  three  times  a week  for 
forty-five  minutes.  Although  of  average  in- 
telligence, IMary  was  retarded  in  school  and 
could  not  tell  time.  The  worker  drew  the 
face  of  a clock  and  indicated  where  the  hands 
would  be  at  the  beginning  and  the  end  of  our 
time  together.  She  was  told  .she  could  talk 
about  anything  she  wanted  to  talk  about. 
Without  looking  at  the  therajiist  or  giving  any 
indication  she  was  with  her,  IMary  o])ened  her 
mouth  and  began  to  tell  of  her  hatred  for  her 
father.  Her  feelings  continued  to  pour  out 
for  a half-hour.  It  was  noted  that  many  of 
her  remarks  were  jirefaced  by,  “i\ly  motber 
.says  ...”  By  the  second  interview  it  was 
evident  that  i\lary  was  feeling  (piite  ambival- 
ent toward  her  father,  and  in  the  third  inter- 
view the  worker  ventured  to  helj)  ^lary  clarify 
how  she  did  feel  about  her  father  . This  was 
done  by  .stating  that  no  one  is  ever  totally 
bad ; there  is  some  good  in  everyone,  and  j)er- 
hajis  Mary  felt  that  way  about  her  father. 
She  identifies  closely  with  her  mother,  but 
maybe  her  mother  doesn’t  always  hate  her 
father  and  maybe  Mary  likes  her  father  a 
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little  bit.  When  she  learned  that  she  did  not 
have  to  reject  her  father  totally,  Mary  could 
relax  a little  and  could  keep  and  wear  a gift 
her  father  had  sent  her. 

Concurrent  with  the  work  with  Mary  went 
interviews  with  the  mother  focused  on  helping 
her  understand  how  she  had  forced  the  moth- 
er-role on  her  little  girl  because  of  her  own 
lack  of  strength  and  her  ambivalence  towards 
her  husband. 

There  was  a very  real  danger  that  because 
of  the  mother’s  inability  to  give  her  daughter 
real  mother  love,  IMary  would  relate  to  the 
worker  on  this  basis.  The  worker  was  aware 
of  this  and  deliberately  allowed  the  relation- 
ship to  have  many  of  the  characteristics  of  a 
child-mother  one  because  ]\lary  was  unable  to 
grow  until  her  reachings  out  for  love  and  deep 
interest  were  satisfied.  At  the  same  time,  the 
therapist  could  handle  this  relationship  with 
her  special  training  in  disciplining  her  own 
feelings,  and,  with  her  work  with  the  mother 
which  the  child  was  aware  of,  could  keep  the 
child  related  to  the  reality  situation. 

As  the  therapy  hours  progressed  and  the 
worker  gained  an  understanding  of  the  child, 
she  was  able  to  help  the  cottage  counselor  ac- 
cept Mary  as  she  was  and  start  at  that  point 
to  help  her  in  her  daily  living  in  the  cottage. 
For  instance,  one  small  and  apparently  insig- 
nificant element  was  the  fact  that  IMary 's 
mother  is  Italian,  and  although  Mary  is  blonde 
and  light  in  complexion,  she  has  a high  temper 
and  reacts  quickly  and  thoughtlessly  to  small 
disputes.  When  the  cottage  counselor  learned 
that  Mary’s  violent  outbursts  were  relatively 
unimportant  and  that  almost  immediately 
afterward  she  would  be  sunny  and  happy,  the 
counselor  was  better  able  to  accept  the  tan- 
trum.s  tor  w’hat  they  were.  With  Mary,  the 
therapist  tried  to  help  her  gain  insight  into 
what  these  outbursts  did  to  others. 

In  the  beginning  Mary  was  intensely  jeal- 
ous of  the  worker  and  was  disturbed  when 
other  children  greeted  the  worker  affection- 
ately. It  was  ajiparent  that  IMary  had  never 
felt  secure  in  her  ])arents’  love.  There  was 
evidence  of  sibling  rivalry  also.  As  the  work- 
er remained  accepting  of  and  warm  to  IMary, 
she  began  to  have  some  trust  in  this  relation- 
ship. Frequently  she  would  bring  her  special 


girl  friends  to  our  sessions  and  offer  to  share 
her  time,  although  she  was  obviously  relieved 
to  have  her  offer  refused.  This  was  in  part 
a testing  of  the  relationship  and  an  attemjit 
to  retain  control,  but  also  showed  some  recog- 
nition of  the  worker’s  role  in  helping  children 
other  than  herself. 

As  Mary  became  more  aware  of  her  own 
feelings  and  took  on  some  beginning  responsi- 
bility for  her  own  actions,  life  in  the  cottage 
setting  became  happier  for  her  and  for  her 
cottage  counselor.  When  the  warker  prepar- 
ed to  end  with  Mary  she  i)ut  up  a token  re- 
sistence  with  some  fear  that  ending  might 
bring  back  her  problems.  However,  she  either 
skipped  appointments  altogether  or  apjieared 
late  tor  the  last  hours.  This  was  pointed  out 
to  her  and  she  agreed  she  felt  she  did  not  need 
the  hours. 

It  has  been  evident  that  Mary  has  gained 
some  insight  into  her  problem  and  is  more 
ready  to  seek  help  when  she  is  disturbed.  Re- 
cently her  mother  failed  to  visit  her.  She  was 
again  evicted  from  her  house  and  tor  several 
weeks  the  children  did  not  know  where  she 
was.  Mary  began  bickering  again  with  her 
cottage  mates.  She  came  to  the  therapist  and 
said  “You’ll  have  to  start  seeing  me  again, 
because  if  you  don't  I'm  going  to  blow  my 
top.’’  She  could  go  on  and  verbalize  her  dis- 
turbance in  terms  of  her  mother’s  neglect  and 
move  from  that  into  some  acceptance  of  the  sit- 
uation. 

Mary  is  still  far  from  being  a well-adjusted, 
emotionally  stable  youngster,  but  through 
what  we  may  call  relationship  therapy,  she  is 
better  able  to  live  in  ])eace  and  harmony  with 
children  her  own  age. 


PSYCHOTHERAPY  WITH  AN  AGGRESSIVE 
ADOLESCENT  GIRL:  A CASE  STUDY 

IMary  Ella  Robertson,  IM.S.W.,* 
Delaware  City,  Del. 

Therapists  frequently  treat  adolescents  be- 
cause it  is  in  the  very  nature  of  an  adolescent 
to  come  into  conflict  with  society.  Adolescents 
undergo  a period  of  storm  and  stress,  a time  of 
transition  from  childhood  into  adulthood.  This 
period  of  life  is  characterized  by  extremes  and 

•Case  Worker,  Governor  Bacon  Health  Center. 
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Mulden  c'lunif'vs  in  iiukhI  and  temporament, 
and  like  all  change,  it  is  slow  and  difficult. 

Parents  are  better  iirejiared  for  the  jffiysical 
changes  of  jiuherty  than  they  are  for  the  psy- 
chological changes.  Parents  are  freipiently 
unable  to  accept  the  full  impact  of  the  am- 
bivalent, erotic  behavior  directed  in  disguised 
ways  towards  themselves,  in  addition  to  their 
distrust  of  their  own  impulses  and  feelings  as 
well  as  their  children's.  This  failure  they 
(the  children)  are  unable  to  undei'stand  and 
support,  and  this  adds  new  burdens  to  the 
youth. 

In  the  treatment  process,  diagnosis  is  of 
jirimary  importance  because  the  therajiist 
must  be  prepared  to  handle  shifting  and  mix- 
ed feelings  and  behavior.  It  is  sometimes  dif- 
ficult to  distinguish  the  adole.scent  whose  be- 
havior is  indicative  of  symptom  formation 
from  one  who  has  begun  to  act  out  his  prob- 
lem on  society.  Anxiety  and  ])anic  states  are 
easily  arou.sed,  and  the  youth  may  not  be  able 
to  bear  the  demands  of  in.sight. 

The  core  of  treatment  lies  in  the  therapeutic 
relationship  and  the  u.se  that  the  adolescent 
makes  of  it.  It  is  within  this  framework  that 
the  worker  helps  him  to  understand  and  ac- 
cc[)t  himself.  The  diagnosis  for  this  girl  was 
ju'imary  behavior  disorder,  with  conduct  dis- 
turbance. 

Anna  is  a 14-year-old  Negro  girl  who  was 
referred  to  the  (Jovernor  Bacon  Health  ('enter 
by  a child-placement  agency  becau.se  she  was 
aggressive,  incorrigible,  and  unmanageable  at 
home.  This  girl  was  born  out  of  wedlock  and 
was  always  rejected  and  frustrated  by  her 
mother.  At  the  age  of  two,  the  Family  Court 
a.ssumed  her  custody  after  neglect  charges 
were  brought  against  the  mother.  She  was 
placed  in  a fostt'r  home,  where  she  was  a good- 
natured,  lia])i)y  child  who  demanded  attention 
and  affection.  At  the  age  of  eleven,  she  was 
returned  to  the  mother.  There  was  intense 
conllict  in  the  home;  the  mother  was  extreme- 
ly abusive  to  Anna,  who  sought  the  ]>rotection 
of  the  Family  Couiff  for  herself. 

The  school  expcu'ience  was  a very  frustrat- 
ing one  for  Anna,  who  was  known  as  a bad 
girl  because  of  her  e.xtremely  aggressive  be- 
havior. She  had  few  friends  becau.se  of  her 
difficulty  in  relating.  Finally  Anna’s  behav- 


ior iiattern  turned  into  the  area  of  sexual  de- 
liiKiuency.  At  this  time  she  was  admitted  for 
treatment  at  the  Governor  Bacon  Health 
Center. 

When  first  seen,  Anna  appeared  to  be  dis- 
couraged, forlorn,  solemn,  and  unhappy,  and 
denied  that  she  had  any  participation  in  com- 
ing here.  Her  first  preoccupation  was  with 
the  maternal  figure.  There  was  considerable 
ambivalence  expressed,  and  at  one  time  she 
stated  that  if  she  had  not  entered  the  Center 
she  would  have  seriously  hurt  her  mother. 
This  aggressive  threat  obviously  was  stated 
as  a desire  to  rid  hei-self  of  the  mother  who 
had  prevented  gratification  of  many  wishes. 

In  the  cottage  Ann  was  so  determined  to 
be  accejited  by  the  other  girls  that  she  oidy 
succeeded  in  annoying  them.  She  then  be- 
came (juite  daring,  bold,  and  contemiituous  of 
all  authority.  She  gave  the  aiipearance  of 
great  strength  and  resourcefulness.  She  ]>re- 
tended  to  fear  nothing,  and  freipiently  stated 
to  the  therapist  that  “nothing  can  hurt  me, 
I don’t  care  about  anything.” 

During  the  early  jihase  of  therapy,  she  was 
resistive  and  related  only  superficially.  She 
was  afraid  of  any  yielding,  since  it  involves 
giving  in  and  cooperation.  She  was  extremely 
fearful  of  a moi’e  gentle,  jiositive  type  of  feel- 
ing expression,  as  it  involved  sharing  and  be- 
ing related  to  another  person  on  the  basis  of 
growth  rather  than  control. 

In  therapy  Anna  freipiently  told  the  work- 
er that  she  knew  her  duties,  and  made  ince.s- 
sant  demands  for  privileges.  Within  the 
therapeutic  relationship,  it  was  nece.ssary  to 
clarify  the  worker's  duties  and  area  of  re- 
spon.sibility.  Anna  was  unable  to  accejit  this 
and  she  reacted  by  threatening  the  worker. 
Shortly  after  coming  to  the  Center,  she  ran 
away  (part  of  her  bravado  act).  In  .subse- 
((uent  therapy  sessions,  .she  has  rejieatedly  dis- 
cussed how  fearful  she  was,  but  would  not 
return  because  she  mu.st  “save  face.” 

The  therajiist  maintained  an  attitude  of  per- 
missiveness and  understanding,  and  Anna  be- 
gan to  u.se  the  relationshij)  to  jiroject  her  feel- 
ings. She  once  said  that  she  was  tired  of 
coming  to  see  the  theraiiist;  there  were  other 
things  to  do.  The  therapist  recognized  her 
neeil  to  move  fast  and  get  things  done  in  a 
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hurry.  This  afforded  an  opportunity  to  offer 
some  insight  into  some  of  her  aggressive  be- 
havior. 

At  this  point  therapy  became  blocked  be- 
cause Anna  saw  the  worker  as  being  too  good 
and  understanding.  A great  deal  of  anxiety 
was  aroused,  and  the  fear  of  being  trapped 
stimulated  more  aggression.  Therapist  con- 
structively set  up  limits  for  her.  Anna  now 
began  to  move  into  identification  with  the 
worker.  She  had  constantly  indicated  the 
need  to  identify  with  someone.  She  appeared 
one  day  with  her  hair  combed  in  the  style  of 
the  worker’s  hair,  and  she  was  wearing  a 
bright,  red  lipstick.  She  did  not  mention  her 
hair  style,  but  frequently  referred  to  the  lip- 
stick: “It’s  the  same  shade  as  yours.’’ 

Therapy  with  the  mother  has  been  most 
unproductive.  She  is  not  cooperative,  because 
she  cannot  relate.  This  mother  has  many 
needs,  and  is  so  erotic  and  confused  within 
herself  that  it  will  be  impossible  to  rehabilitate 
Anna  in  this  home  unless  the  mother  receives 
individual  psychotherapy  herself. 

During  the  last  therapeutic  session  worker 
stimulated  Anna  to  discuss  her  conflicts  and 
anxieties.  Hopefully,  these  will  be  channeled 
into  constructive,  socially  acceptable  means  of 
expression. 

Because  opportunities  for  growth  have  been 
impaired,  she  was  encouraged  to  develop  her 
talents  and  skills.  Group  therapy  has  been 
recommended,  as  it  is  felt  that  she  can  use  it 
to  achieve  in  association  with  others.  She  may 
profit  by  this  experience,  which  affords  a 
means  of  integration  and  assimilation.  In- 
dividual psychotherapy  will  be  continued. 


BOOK  REVIEWS 

Attorneys’  Text  Book  of  Medicine.  By 
Roscoe  N.  Gray,  M.D.,  Surgical  Director,  Aetna 
Casualty  and  Surety  Company,  Hartford, 
Connecticut.  Third  Edition.  2 Vol.  Pp.  2160, 
in  Loose-leaf  Binders.  Price  $35.00.  Albany, 
New  York:  Matthew  Bender  & Company,  li49. 

The  title  of  this  work  is  descriptive,  but 
gives  no  idea  of  the  eompletene.ss  of  the  work 
or  its  availability  through  a colossal  index, 
(17000  items).  Written  for  lawyers  by  a 
doctor  whose  experience  with  700  affiliated 
attorneys  has  given  him  complete  understand- 
ing of  what  the  lawyer  should  know  about 


anatomy,  personal  injury,  medicine,  surgery, 
disease  as  comiilicating  injury,  nervous  and 
mental  disorders,  evaluatioiiS  of  disabilities, 
costs  of  all  types  of  claims,  and  how  such  in- 
formation should  be  presented  for  the  best 
legal  use.  The  scientific  text  is  in  terms  that 
any  attorney  can  readily  understand.  This 
book  is  not  intended  to  replace  the  physician 
consultant  to  the  attorney,  but  it  does  give  the 
attorney  something  that  he  can  study  at  lei- 
sure. Ample  references  to  the  original  medical 
literature  are  included  in  the  text.  Questions 
and  points  to  be  covered  in  the  investigation 
of  claims  are  given  at  the  end  of  each  section, 
constituting  an  invaluable  check-list  for  the 
attorney. 

While  the  specialist  in  medicine  and  surg- 
ery can  find  a paragraph  here  or  there  with 
which  he  might  not  fully  agree,  and  while 
some  of  the  ethics  outlined  is  that  of  the  cor- 
poration or  insurance  outlook  rather  than  that 
of  the  medical  profession,  there  is  so  little  to 
quibble  about  in  this  work  that  we  unhesitat- 
ingly recommend  it  as  the  finest  work  of  its 
type  in  the  English  language. 


Saw  Ge-Mah  (Medicine  Man).  By  Louis  J. 

Gariepy,  M.D.  Pp.  326.  Cloth.  Price,  $3.00. 

St.  Paul,  Minnesota:  Northland  Press,  1950. 

This  novel  takes  its  name  from  the  Ottawa 
Indian  word  meaning  Medicine  Man,  a title 
they  rarely  bestow  upon  a white  man.  The 
novel  gives  the  history  of  why  and  how  the 
hero  receives  this  title  and  is  replete  with 
much  medical  lore  concerning  medical  educa- 
tion, specialization,  group  practice,  public 
.service,  and  medical  ethics.  The  author  has 
directed  that  the  proceeds  of  this  book  shall 
go  to  a Foundation  and  Mission  School  for 
his  Indian  friends.  The  novel  is  interesting 
and  is  good  vacation  reading. 


Normal  Values  in  Clinical  Medicine.  By  F. 
William  Sunderman,  M.D.,  Ph.D.,  Professor 
of  Experimental  Medicine  and  Clinical  Patho- 
logy, University  Texas  Postgraduate  School 
of  Medicine:  and  Frederick  Boerner,  V.M.D., 
Late  Associate  Professor  of  Clinical  Bacterio- 
logy, Graduate  School  of  Medicine,  Univer- 
sity of  Pennsylvania.  Pp.  845,  with  237  fig- 
ures and  413  tables.  Price,  cloth  $14.00.  Phila- 
delphia, W.  B.  Saunders  Company,  1949. 

Normal  values  in  many  fields  of  clinical 
medicine  are  presented  here,  including  the 
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fanlio-vascailav  systom,  liematolojiy,  blood 
and  body  fluids,  respiration,  digestion,  urol- 
ogy. gyneeology.  obsteti-ics.  orthopedies,  der- 
matology. ophthalmology,  otology,  rhinology. 
endoerinology.  metaboli.sm.  teeth  and  saliva, 
and  miscellaneous  data.  The  woi'k  l epresents 
44  eori-ol)orators,  who  are  leaders  in  their 
fields.  The  illustrations  ai'e  excellent  and  the 
index  (juite  ample.  The  book  should  l)e  of 
value  to  all  lal)oratory  personnel  and  those 
clinicians  who  wish  to  have  at  their  finger 
tips  complete  data  of  this  sort. 

We  do  recommend  the  book  heartily. 


Proctology  in  General  Practice.  By  J.  Peer- 
man  Xesseirod.  M.  D..  Associate  in  Surgery, 
Northwestern  University  Medical  School;  Pp. 
276.  with  64  figures.  Price,  cloth,  ,$6.00.  Phila:  . 
delphia:  W.  B.  Saunders  Company,  1950. 

The  title  of  this  l)ook  is  descriptive  of  its 
intent  and  indicates  its  content.  The  l)ook  is 
aimed  at  the  general  practitioner  and  accom- 
plishes its  purpose,  and  is  especially  com- 
mended for  the  insistence  of  the  author  on 
more  careful  and  complete  examinations  of 
the  lower  bowel  as  a i-outine.  The  illustrations 
are  adequate,  and  those  conditions  are  de- 
scribed which  are  suitable  for  office  practice. 
The  book  can  be  i-ecommended. 


Medical  Gynecology.  By  James  C.  Jannej’, 
M.D..  Associate  Professor  of  Gynecology’,  Bos- 
ton University,  2nd  Edition.  Pp.  454,  with 
lOX  figures.  Price,  cloth.  .$6.50.  Philadelphia: 
W.  B.  Saunders  Comi)any.  1950. 

The  second  edition  of  Janney’s  Itooks,  five 
years  aftei’  the  first,  is  welcome.  The  work  is 
purely  medical  and  does  not  include  any 
operative  pr<»cedures.  Stress  is  laid  on  office 
and  home  pi’ocedures  and  are  more  than  ade- 
quately discussed.  The  work  includes  a chap- 
ter on  social  medical  problems  in  gynecology 
which  is  valuable.  The  l)ook  should  be  of 
value  to  all  physicians,  because  sooner  or 
later  every  ])ractitioner  comes  face  to  face 
with  the  ])roblems  of  medical  gynecology. 


Urological  Surgery.  By  Austin  1.  Dodson, 
M.D.,  Professor  of  Urology,  Medical  College 
of  Virginia.  Second  Edition.  Pp.  855.  with 
645  Illustrations.  Cloth.  Price,  $1.3.50.  St. 
Louis:  C.  B.  Moshy  Com])any,  1950. 

This  book  with  the  help  of  twelve  contrib- 


utors, is  a text  of  urological  surgery,  as  the 
name  implies,  and  not  a text  book  of  urology. 
Most  of  the  usual  operative  procedures  are 
described,  including  some  techniques  that 
the  general  practitioner  will  utilize,  although 
the  book  is  not  intended  for  their  .special  ben- 
efit. Numerous  illu.sti-ations  are  beautifully 
done  and  illuminate  the  text  admirably. 

The  book  is  probably  the  best  one  volume 
text  on  urological  .surgery  available. 


Current  Therapy  1950— Latest  Approved 
Methods  of  Treatment  for  the  Practicing 
Physician.  Editor:  Howard  F.  Conn,  M.D. 
Consulting  Editors:  M.  Edward  Davis,  Vin- 
cent J.  Derbes,  Garfield  G.  Duncan,  Hugh  J. 
Jewett,  William  J.  Kerr,  Perrin  H.  Long,  H. 
Houston  Merritt,  Paul  A.  O'Leary,  Walter 
L.  Palmer,  Hobart  A.  Reimann,  Cyrus  C. 
Sturgis,  Robert  H.  Williams.  Pp.  736.  Price, 
cloth,  $10.00.  Philadelphia:  W.  B.  Saunders 
Company,  19.50. 

This  book,  the  work  of  269  selected  author- 
ities, gives  the  best  treatment  available  today 
in  the  field  of  general  medicine.  The  sections 
are  for  the  most  part  briefly  written  but  are 
meaty,  a point  that  the  busy  practitioner  will 
appreciate;  besides,  the  page  is  quite  large 
and  it  is  divided  into  two  columns  making- 
reading  that  much  easier.  There  are  no  illus- 
trations, but  numerous  tables.  The  index 
covers  the  work  adequately. 

For  a quick  review  in  Therapy,  we  know  of 
no  better  book. 


Proceedings  of  the  First  Clinical  ACTH 
Conference.  Edited  by  John  R.  Moter,  M.D., 
Medical  Director,  Dorudun  Laboratories,  with 
178  Contributors.  Pp  624,  with  414  Illustra- 
tions. Cloth.  Price  .$5.00.  Philadelphia:  Bla- 
kiston  Comjianj’,  1950. 

As  the  title  indicates,  this  material  repre- 
sents a conference  in  Chicago  on  October  21 
and  22.  1949,  spon.sored  by  Armour  and  Com- 
pany, producers  of  ACTH.  The  subject  mate- 
rial being  new,  the  contents  of  this  volume 
will  become  a basic  reference  in  the  years  to 
come.  Incidently,  the  field  is  rapidly  expand- 
ing. and  while  613  cases  are  summarized  here, 
it  will  not  be  long  before  a supplementary 
volume  will  have  to  lie  issued  to  keep  the 
clinician  up  to  date. 

All  those  who  are  interested  in  ACTH  and 
Cortisone  will  want  this  book:  And  who 
isn’t?  We  wish  it  had  an  index. 
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THE  CANCER  PROGRAM  OF  THE 
STATE  BOARD  OF  HEALTH 
Report  No.  4 

William  H.  Bandy,  M.  U.,* 

Dover,  Del. 

In  this,  the  4th  annual  report,  an  ef- 
fort will  be  made  to  state  the  activities  of  this 
Division  during  the  past  year,  and  to  acquaint 
tlie  medical  profession  with  our  plans  for  the 
coming  year. 


Reporting  of  neoplasms  has  continued  in 
a satisfactory  manner.  The  iiracticing  phy- 
sician is  to  be  congatulated.  The  appreciation 
of  each  member  of  this  office  is  great.  With 
each  passing  year  these  records  become  more 
valuable. 

Comparable  tables  for  malignant  lesions  are 
presented  along  the  same  lines  as  those  pre- 
viously published  (1&2).  Hodgkin’s  disease 
and  Leukemia  are  included  in  all  tables. 


TABLE  1 

Cancer  Incidence  of  the  White  Populal^ion  by  Age,  Sex 
and  Site,  Delaware  1949^\ 


ALL 

10- 

20- 

30- 

40- 

50- 

, 60- 

70- 

80- 

90- 

AGE 

SITE 

SEX 

AGES 

-9 

19 

29 

39 

49 

59 

''x69 

79 

89 

99  UNKNOWN 

M 

296 

3 

3 

3 

8 

38 

61 

86 

59 

18 

3 

14 

ALL  SITES 

F 

353 

2 

0 

11 

29 

74 

75 

73 

51 

22 

1 

15 

BUCCAL  CAVITY 

M 

43 

0 

0 

0 

2 

5 

9 

11 

9 

6 

0 

1 

AND  PHARYNX 

F 

10 

0 

0 

0 

0 

3 

2 

2 

3 

0 

0 

0 

DIGESTIVE  SYSTEM 

M 

91 

1 

0 

0 

2 

9 

23 

32 

19 

3 

1 

1 

AND  PERITONEUM 

F 

55 

0 

0 

0 

0 

8 

15 

16 

14 

1 

0 

1 

RESPIRATORY 

M 

27 

0 

0 

0 

2 

6 

3 

9 

4 

1 

0 

2 

SYSTEM 

F 

6 

0 

0 

0 

0 

0 

4 

1 

1 

0 

0 

0 

UTERUS 

F 

87 

0 

0 

6 

14 

29 

16 

13 

3 

3 

0 

3 

OTHER  GENITALIA 

F 

19 

0 

0 

1 

0 

6 

5 

4 

3 

0 

0 

0 

BREAST 

F 

72 

0 

0 

0 

10 

14 

15 

18 

8 

4 

1 

2 

GENITAL  ORGANS 

M 

27 

0 

0 

0 

1 

1 

1 

5 

14 

3 

0 

2 

URINARY 

M 

17 

0 

0 

0 

0 

0 

7 

6 

2 

2 

0 

0 

SYSTEM 

F 

7 

0 

0 

0 

0 

2 

1 

3 

1 

0 

0 

0 

SKIN 

M 

50 

1 

0 

1 

0 

12 

9 

13 

8 

3 

1 

2 

F 

55 

0 

0 

1 

1 

7 

11 

7 

14 

10 

0 

4 

ALL  OTHER 

M 

41 

1 

3 

2 

1 

5 

9 

10 

3 

0 

1 

6 

SITES 

F 

42 

2 

0 

3 

4 

5 

6 

9 

4 

4 

0 

5 

Source:  Division  of  Cancer  Control,  State  Board  of  Health,  Delaware 


TABLE  2 

Cancer  Incidence  by  Site,  Color  and  Region 
Delaware  1949 


New  Castle 

excluding  % of  All 

Delaware  Sussex  Kent  Wilmington  Wilmington  White  Cases 


SITE 

SEX 

White 

Col. 

White 

Col. 

White 

Col. 

White 

Col. 

White 

Col. 

Del. 

U.  S.* 

ALL  SITES 

M 

296 

12 

37 

0 

41 

0 

78 

5 

140 

7 

100.0 

100.0 

F 

353 

28 

61 

3 

49 

6 

74 

6 

169 

13 

100.0 

100.0 

BUCCAL  CAVITY 

M 

43 

1 

6 

0 

9 

0 

8 

1 

20 

0 

14.5 

10.6 

AND  PHARYNX 

F 

10 

1 

3 

0 

2 

0 

3 

1 

2 

0 

2.8 

2.0 

DIGESTIVE  SYSTEM 

M 

91 

5 

10 

0 

12 

0 

18 

1 

51 

4 

30.7 

36.4 

AND  PERITONEUM 

F 

55 

3 

5 

1 

9 

0 

7 

1 

34 

1 

15.5 

22.9 

M 

27 

3 

3 

0 

3 

0 

4 

1 

17 

2 

9.1 

8.0 

RESPIRATORY  SYSTEM 

F 

6 

2 

1 

0 

0 

0 

2 

0 

3 

2 

1.7 

1.5 

UTERUS 

F 

87 

15 

20 

2 

10 

3 

19 

3 

38 

7 

24.6 

21.7 

OTHER  GENITALIA 

F 

19 

3 

3 

0 

0 

1 

4 

0 

12 

2 

5.4 

5.7 

BREAST 

F 

72 

3 

11 

0 

13 

2 

18 

1 

30 

0 

20.4 

23.7 

GENITAL  ORGANS 

M 

27 

2 

4 

0 

5 

0 

7 

2 

11 

0 

9.1 

11.6 

URINARY  SYSTEM 

M 

17 

0 

2 

0 

2 

0 

6 

0 

7 

0 

5.7 

7.2 

F 

7 

1 

1 

0 

0 

0 

2 

0 

4 

1 

2.0  ' 

3.4 

M 

50 

0 

5 

0 

4 

0 

22 

0 

19 

0 

16.9 

17.4 

SKIN 

F 

55 

0 

15 

0 

8 

0 

11 

0 

21 

0 

15.6 

11.4 

M 

41 

1 

7 

0 

6 

0 

13 

0 

15 

1 

13.9 

9.4 

ALL  OTHER  SITES 

F 

42 

0 

2 

0 

7 

0 

8 

0 

25 

0 

11.9 

7.7 

'Based  on  10  urban  areas  of  the  United  States,  1937-1939 
Source:  Division  of  Cancer  Control,  State  Board  of  Health,  Delaware 


'Acting  Director,  Division  of  Cancer  Control,  Delaware  State  Board  of  Health,  Dover. 
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TABLE  3 


Cancer  Incidence  by  Age,  Sex,  Color  and  Region 
Delaware  1949 


AGE  AND  SEX 

Delaware 
White  Col. 

Sussex 
White  Col. 

Kent 

White  Col. 

New  Castle 
excluding 
Wilmington 
White  Col. 

Wilmington 
White  Col. 

ALL  AGES 

M 

296 

12 

37 

0 

41 

0 

78 

5 

140 

7 

F 

353 

28 

61 

3 

49 

6 

74 

6 

169 

13 

- 9 

M 

3 

0 

0 

0 

1 

0 

2 

0 

0 

0 

F 

2 

0 

0 

0 

0 

0 

2 

0 

0 

0 

10  - 19 

M 

3 

0 

0 

0 

1 

0 

2 

0 

0 

0 

F 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

20  - 29 

M 

3 

0 

0 

0 

0 

0 

1 

0 

2 

0 

F 

11 

0 

5 

0 

0 

0 

1 

0 

5 

0 

:i0  - 39 

M 

8 

1 

2 

0 

2 

0 

2 

0 

2 

1 

F 

29 

3 

6 

1 

3 

0 

9 

1 

11 

1 

40  ~ 49 

M 

38 

4 

8 

0 

2 

0 

10 

2 

18 

2 

F 

74 

9 

13 

1 

10 

1 

16 

1 

35 

6 

50  - 59 

M 

61 

4 

4 

0 

5 

0 

14 

0 

38 

4 

F 

75 

8 

14 

1 

6 

3 

15 

2 

40 

2 

60  - 69 

M 

86 

0 

11 

0 

14 

0 

23 

0 

38 

0 

F 

73 

2 

11 

0 

14 

0 

12 

0 

36 

0 

70  - 79 

M 

59 

3 

7 

0 

9 

0 

15 

3 

28 

0 

F 

51 

1 

8 

0 

9 

0 

9 

0 

25 

1 

80  - 89 

M 

18 

0 

0 

0 

4 

0 

7 

0 

7 

0 

F 

22 

1 

3 

0 

3 

0 

7 

1 

9 

0 

90  - 99 

M 

3 

0 

1 

0 

2 

0 

0 

0 

0 

0 

F 

1 

1 

0 

0 

1 

0 

0 

0 

0 

1 

Age 

M 

14 

0 

4 

0 

1 

0 

2 

0 

7 

0 

Unknown 

F 

15 

3 

1 

0 

3 

0 

3 

1 

8 

2 

Source:  Division  of  Cancer  Control, 


State  Board  of  Health,  Delaware 


Hvery  two  iiioiitlis  during  the  year  “The 
(’ancer  Bulletin,  Delaware  Bditioii”  has  been 
mailed  to  every  jiliysiciaii  on  our  mailing  list. 
“Tumor  Topics”  a resume  of  ('ancer  Bulletin 
Articles  prepared  in  hook  form  and  “dedi- 
cated to  the  premise  that  every  doctor's  of- 
fice should  he  a cancer  thdectitm  center”  was 
also  mailed  to  all  jiliysicians  and  dentists.  If 
we  have  omitted  any  physician  from  our  mail- 
ing list  we  would  appreciate  a cartl  from  him. 

A few  changes  have  t:iken  place  in  the  of- 
fice. In  August  194!),  Dr.  Siiies  resigned  as 
Director  to  accept  the  position  of  State  Health 
Officer  of  I'tah.  The  author  assumed  the  act- 
ing directorship  April  1,  BloO  and  shortly 
thereafter  the  office  was  moved  from  Marshall- 
ton  to  the  jire.sent  (piarlers  at  (lovernors  Ave- 
nue and  Division  Street  in  Dover. 

Follow  up  service  under  the  guidance  of 
our  special  nurse,  and  aided  hy  the  general 
nursing  staff  of  the  State  Pxiard  of  Health 
is  conducted  only  hy  the  consent  of,  and  in  co- 
opcration  with,  the  physician  responsible  for 
the  jiatient.  It  is  hoped  that  physicians 
will  nse  the  service  even  more  often  in  the 
flit  lire. 

During  the  coming  year  this  office  will  en- 
deavor to  he  of  more  service  to  the  practicing 
physician.  Ri'alizing  that  in  the  present  state 
of  medical  knowledge  the  successful  treatment 


of  cancer  rests  on  : 1.  early  case  finding,  2.  ac- 
curate diagnosis  and  3.  iirompt  treatment,  the 
following  constitutes  our  new  efforts  along 
these  lines:  1)  Mobile  C'ancer  Fnit,  2)  Pro- 
visions for  Pathological  Examination  of  Bi- 
o])sy  s[)eciniens,  3)  Procurement  of  film  on 
self  examination  of  breast. 

1)  Mobile  Cancer  Detection  Unit 

At  this  time  a Mobile  Detection  Unit  has 
been  secured  by  the  State  Board  of  Health. 
This  is  .so  constructed  that  it  can  also  be  useil 
as  a multiphasic  screening  unit  so  impular  in 
other  parts  of  the  country. 

The  primary  pni'iiose  of  this  Mobile  Unit 
is,  of  cour.se,  to  provide  facilities  for  cancer 
detection  where  facilities  are  not  now  readily 
available.  Of  even  more  im])ortaiice,  the  unit 
will  help  per.sons  to  e.stablish  the  practice  of 
regular  physical  examinations  by  their  iier- 
sonal  iihysician. 

The  examinees  will  presumably  be  healthy 
females  over  3.')  years  of  age.  The  clinical 
lecords  will  be  similar  to  those  now  used  by 
Detection  Centers  of  the  American  (.'ancer 
Society. 

The  examinations  will  be  a screening 
examination  of  the  five  accessible  sites  as  is 
usually  done  in  established  Detection  ('enters, 
ll  Skill,  2)  Buccal  cavity,  3)  Breasts.  4)  Pel- 
vis. and  f) ) Rectum,  ('ervical  smears  accord- 
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to  the  Pai)auieolaou  teelinie  will  be  col- 
lected. Any  i)ositive  or  suspicious  tiudiugs 
will  he  reported  iu  writing  to  the  patient’s 
private  ])hysieian. 

It  is  planned  to  have  this  unit  in  opei'ation 
by  the  time  this  goes  to  press. 

2)  Provisions  for  Patholog-ical  Examinations 
of  Biopsy  Specimens 

Ib'ovisions  are  under  way  to  set  up  a biopsy 
service.  Containers  will  be  sent  to  each 
practicing  physician.  These  containers  can 
be  mailed  to  the  Wilmington  Health  Unit 
where  they  will  in  turn  be  taken  to  one  of  the 
pathologists  tor  processing  and  microscoi)ic 
examination.  Those  patients  who  are  finan- 
cially able  will  pay, for  the  pathologist’s  serv- 
ice. For  the  patient  who  is  unable  to  pay, 
the  State  Board  of  Health  will  pick  up  the 
check.  In  any  case  the  mailing  containers 
will  be  furnished  by  the  State  Board  of  Health 
through  its  local  unit.  The  question  as  to 
whether  the  patient  can  or  cannot  pay  is 
decided  by  the  private  physician.  We  hope 
that  this  will  be  a worthwhile  project,  especial- 
ly to  those  physicians  far  away  from  patho- 
logical laboratories. 

It  is  hoped  that  in  the  future  microscopic 
examination  of  smears  stained  with  Papani- 
coloau  stain  may  be  included  in  this  project. 

Procurement  of  film; 

Breast  Self  Examination 

Since  nine  out  of  ten  breast  cancers  are 
discovered  by  the  women  themselves'^  it  seems 
advisable  to  instruct  women  in  regular  thor- 
ough self  breast  examinations.  The  consensus 
of  oi)inion  of  tho.se  viewing  this  new  film  is 
that  it  provides  the  women  of  this  country 
with  a method  by  which  they  can  minimize 
breast  cancer  as  one  of  their  personal  prob- 
lems.^ With  this  in  mind  the  film  was  ])ur- 
chased,  and  it  is  hoped  that  shortly  it  will  bo 
shown  to  each  Medical  Society  and  then  to 
the  public.  It  is  planned  to  add  more  material 
of  this  type  as  it  is  published. 
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CARDIOVASCULAR  DISEASE  PROGRAM 

Ueorue  F.  Campana,  M.  D.,  M.  P.  H.,* 
Dover,  Del. 

Cardiovascular  disease  tops  the  list  of  lead- 
ing causes  of  death  in  Delaware  as  in  every 
other  state  in  the  Union.  In  I94S  there  were 
1)37, (J79  persons  who  died  of  cardiovascular 
diseases  in  the  United  States.  This  figure 
reiiresents  44%  of  the  total  number  of  deaths 
in  that  year.  Correspondingly  in  Delaware 
there  were  1177  deaths  due  to  cardiovascular 
disea.ses  in  1948  or  34.1%  of  the  total  number 
of  deaths.  The  white  deaths  totalled  1008, 
(mortality  rate  of  402.5  [ler  100,000  iiopula- 
tion).  The  colored  deaths  totaled  109,  (mor- 
tality rate  of  437.5  per  100,000  population.) 
JMoi'bidity  rates  are  not  available  since  car- 
diovascular diseases  are  not  generally  I'e- 
ported.  There  are,  however,  an  estimat- 
ed 9,000,000  people  in  the  United  States 
affected  with  c a r d i o v a s c u 1 a r diseases. 
Special  studies  done  with  school  children 
indicate  that  one  ])er  cent  of  them  are 
suffering  from  heart  disease.  In  New 
York  City  studies  on  garment  workers  have 
uncovered  two  per  cent  with  heart  disease 
while  life  insurance  figures  reveal  that  ap- 
])i'oximately  2.0  to  2.5%  of  the  applicants  for 
life  insiirance  policies  are  rejected  because  of 
heart  disea.se. 

From  the  Public  Health  Re])ort  for  June 
30,  1950,  (Stati.stical  Study  of  Heart  Disease) 
there  was  found  an  as.sociation  of  heart  disease 
mortality  with  certain  ])eriods  of  life. 

Congenital  heart  disease  deaths  occur  main- 
ly under  five  years  of  age;  valvular  heart  dis- 
ease mortality  mainly  from  five  to  thirty-five 
years;  deaths  from  diseases  of  the  coronary  ar- 
teries from  thirty-five  to  sixty-five  years ; 
deaths  from  diseases  of  the  myocai'dium  after 
age  sixty-five.  Acute  rheumatic  fever  in 
second  position  from  five  to  nineteen  while 
deaths  from  acute  endocarditis  are  found 
in  young  adulthood  and  those  from  syphilitic 
heart  disease  in  middle  adult  ages. 

Although  the  moi'tality  due  to  cardiovas- 
cular disease  is  a])|ndling  it  should  be  stated 
that : 

1.  Most  of  the  deaths  occur  in  the  older  age 
groups.  Since  1900  the  life  expect;mcy  has 

^Director,  Division  of  Preventative  Diseases,  Delaware 
State  Board  of  Health. 
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been  extended  t'roin  an  average  of  approxi- 
mately fifty  to  seventy  years.  Therefore,  an 
inerea.se  of  heart  disease  deaths  is  a foredrawn 
conclusion  since  we  have  a greater  number  of 
older  people  where  deaths  due  to  heart  disease 
are  most  apt  to  occur. 

2.  The  recent  reclassification  of  the  inter- 
national lists  of  causes  of  deaths  has  placed 
deaths  under  heart  disease  which  formally 
wer-e  attributed  to  other  causes. 

3.  Better  knowledge  and  treatment  of  con- 
ditions in  early  life  have  made  many  i)eople 
live  to  a ripe  old  age  where  heart  disease  pre- 
dominates. 

4.  Regular  health  examinations  uncovering 
more  cardiac  conditions  through  the  utiliza- 
tion of  X-ray,  fiuoroscope,  electrocardiograph, 
“Flicker  Photometer"  and  other  laboratory 
aids. 

In  the  light  of  the  foregoing  statements  it 
may  be  concluded  that  the  increased  cardio- 
vascular mortality  may  be  apparent  rather 
than  real.  Nevertheless,  cardiovascular  dis- 
eases are  a major  problem  and  are  receiving 
increased  attention. 

On  June  16,  1948,  the  eightieth  Congress 
pas.sed  the  National  Heart  Act  and  a]>pi’o- 
priated  the  sum  of  $3,144,088  for  reseai’ch  in 
cardiovascular  diseases.  Soon  after  this  the 
Fnited  States  Public  Health  Service  set  up 
pilot  heart  disease  i)rograms  for  the  i)urpose 
of  determining  the  best  instruments  which 
might  be  used  to  detect  heart  disease  and  also 
the  most  suitable  administrative  procedures 
to  be  used  in  cardiac  detection  .programs 
These  studies  are  still  underway.  The  Heart 
Act  of  1948  together  with  the  increased  inter- 
e.st  .shown  by  the  F.S.P.H.  Service  in  the  pre- 
vention and  control  of  heart  diseases  have 
stimulated  the  states  to  intensified  action.  In 
Delaware  the  State  ^ledical  Association  has 
joined  forces  with  the  newly  established  State 
Health  Association  and  the  State  Board  of 
Health  in  a ])rogram  for  the  prevention  and 
detection  of  cardiovascular  diseases.  The 
fii-st  stej)  take)i  by  this  trio  was  a survey  to 
determine  the  extent  of  the  i)roblem  and  also 
to  find  out  what  facilities  there  were  to  cope 
with  heart  di.sea.se.  It  was  then  decided  to 
set  uj)  a progi-am  which  would  be  one  of  edu- 
cation, i)revention  and  case  finding. 

Education  of  the  ])ublic  will  be  the  func- 


tion of  the  entire  trio.  The  State  ^ledical  So- 
ciety through  its  county  societies  and  its  en- 
tile membei’ship  is  no  doubt  the  most  impor- 
tant figure  in  health  education  whether  it  be 
for  heart  disease  or  any  other  disease.  It  is 
only  the  physician  who  sees  the  patients  year 
in  and  year  out  who  can  warn  both  jiatient 
and  family  regarding  heart  disease.  The 
Heart  Committee  of  the  Delaware  iMedical  So- 
ciety has  also  launched  a program  of  educa- 
tion on  heart  disea.ses  for  the  profession.  An 
imstitute  on  heart  has  already  been  held  at 
which  no  less  a cardiologist  than  Dr.  White 
of  Boston  was  a speaker.  The  ^ledical  iirofes- 
sion  of  Delaware  is  keeping  abreast  of  the 
times  in  heart  disease.  Theirs  is  the  greatest 
share  in  the  State  Heart  Disease  control  pro- 
gram. The  State  Board  of  Health  can  only 
hope  to  supplement  their  labors  in  some  small 
measure. 

The  Delaware  Heart  A.ssociation,  too,  will 
continue  to  educate  the  public.  Its  funds 
have  been  used  to  some  extent  in  the  prepara- 
tion and  distribution  of  educational  materials. 
The  establishment  of  library  facilities  for 
physicians  is  contemplated.  The  State  Board 
of  Health  is  also  participating  in  the  educa- 
tional program.  A pamphlet,  “Know  Your 
Heart,"  has  been  prepared  for  distribution  by 
the  State  Board  of  Health  in  cooperation  with 
the  Heart  Committee  of  the  Delaware  5Iedi- 
cal  Society  and  the  Delaware  Heart  Associa- 
tion. A pamphlet  on  low  salt  diets  has  also 
been  prepared  by  the  State  Board  of  Health 
and  will  soon  be  ready  for  general  distribu- 
tion. The  director  of  the  jirogram  is  pre])ar- 
ing  an  in-service  training  coui*se  for  members 
of  the  nursing  and  medical  staff.  Talks,  news- 
I>aper  articles,  postei’s,  and  radio  will  play 
their  i>art  in  the  heart  disease  control  educa- 
tional program. 

The  prevention  i)art  of  the  program  is  again 
the  special  assignment  of  the  medical  profes- 
sion. The  medical  practitioner  diagno.ses  dis- 
eases. It  is  his  particular  job,  therefore,  to; 

1.  Detect,  prevent  and  control  com- 
municable and  infectious  disease.s,  ])lacing  ]>ar- 
ticular  em])hasis  on  those  leaving  cardiac  resi- 
duals, .such  as  syphilis  and  diphtheria. 

2.  Combat  focal  infections  in  teeth,  tonsils, 
.sinuses,  etc. 

3.  Combat  rheumatic  fever  and  chorea. 
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4.  Treat  both  obesity  ami  malnutrition. 

5.  Keep  close  watch  for  poisoning  by  such 
lieavy  metals  as  arsenic,  bismuth  and  mercury. 
Tliis  is  the  particular  responsibility  of  the  in- 
dustrial physician. 

G.  Control  diabetes  and  gout ; check  athletes 
carefully. 

7.  Check  carefully  the  iiregnant  women. 

8.  Keep  on  the  lookout  for  thyroid  con- 
ditions that  may  affect  the  heart. 

9.  Watch  for  mental  anxiety  and  all  other 
conditions,  use  of  drugs  included,  which  may 
lead  to  the  development  of  heart  conditions. 

10.  Prevent  measles  or  other  infectious  dis- 

eases during  first  three  months  of  iiregnancy. 
The  Board  of  Health  will  assist  in  the  preven- 
tive aspects  of  the  program  by  alerting  its 
clinic  physicians  and  nurses.  Physicians  in 
well  baby  conferences  and  schools  will  search 
out  any  conditions  which  may  be  the  forerun- 
ners of  heart  disease.  The  detection  of  heart 
disease  (case  finding)  as  before  is  the  special 
job  of  the  practicing  physician.  The  Board 
of  Health,  too,  will  launch  its  campaign  in  this 
regard.  It  will  attempt  to  uncover  cases:  1. 
in  school  examinations ; 2.  in  well  baby  confer- 
ences, prenatal  and  postnatal  clinics ; 3. 

through  its  nutritional  services;  4.  through 
its  vital  statistics  division  by  careful- 
ly checking  birth  certificates  for  possible 
congenital  heart  disease ; 5,  by  checking  and 
follow-up  of  infants  born  of  mothers  who  have 
contracted  measles  or  other  infectious  dis- 
eases during  the  first  three  months  of  preg- 
nancy ; 6.  through  its  mobile  tuberculosis  x- 
ray  services  (all  x-rays  will  be  re-read  by  a 
competent  roentgenologist  for  possible  heart 
disease ; ) 7.  through  the  mobile  cancer  unit 
examinations ; 8.  through  examination  for  dia- 
betes, etc. 

Whenever  possible  in  the  Board  of  Health 
clinics  and  on  mobile  units  the  public  health 
physician  will  attempt  to  uncover  any  dis- 
ease from  which  an  individual  may  be  suffer- 
ing. Multiphasic  examinations  will  be  empha- 
sized at  all  times. 

The  Board  of  Health  at  this  time  is  con- 
templating establishment  of  a heart  disease  de- 
tection clinic  most  probably  .somewJiere  in 
the  southern  part  of  the  state.  The  detection 
of  heart  disea.se  in  the  entire  population  be- 
ing a tremendous  job,  it  is  planned  in  the  be- 


ginning to  limit  examinations  to  the  age  group 
5-15.  This  age  group  wilt  be  broadened  if  cir- 
cumstances warrent.  Also,  cases  if  referred 
specifically  by  physicians,  no  matter  what  age, 
will  be  accepted  for  .study.  Board  of  Health 
facilities  already  existing  will  be  utilized. 
This  will  keep  the  clinic  overhead  down  to  a 
minimum.  A budget  of  perhaps  .$15,000  will 
be  needed  the  first  year.  It  is  hoped  to  em- 
ploy a cardiologist  on  a part-time  or  per  ses- 
sion basis.  Probably  a one-day  session  per 
month  will  suffice  at  the  beginning  of  the 
lU'ogram.  The  lu'ogram  as  outlined  has  been 
discussed  with  the  Heart  Committee  of  the 
Delaware  IMedical  Society.  The  aproval  of  the 
Committee  will  be  required  before  the  pro- 
gram is  actually  started.  Any  definite  or  sus- 
picious case  of  heart  disease  found,  whether 
in  the  cardiac  detection  clinic  or  other  Board 
of  Health  facility,  will  be  referred  to  their 
family  physician.  A follow-up  service  wdll 
be  available  to  the  physicians.  A specially 
trained  social  service  worker  will  be  employed. 
No  follow-up  of  a ])rivate  ease  will  be  under- 
taken unless  requested  by  the  family  phy- 
sician. Follow-up  will  be  effected  first  by 
mail  and  later  by  personal  visit.  Cases  need- 
ing special  care  will  be  referred  whenever  pos- 
sible to  the  proper  institution.  The  Governor 
Bacon  Health  Center  is  now  hou.sing  and  car- 
ing for  nine  rheumatic  heart  disease  patients. 
A service  such  as  this  might  be  extended  to 
include  not  only  a greater  number  of  rheumatic 
heart  disea.se  cases  but  also  other  ty])es  of 
heart  diseases.  There  are  some  who  even  advo- 
cate the  establishment  of  special  ho.spitals  for 
cardiac  disease  cases.  This  might  be  advisable 
it  a sufficient  number  of  cardiac  cases  were 
found  in  Delaware. 

The  answer  to  the  problem  of  cardiovascular 
diseases  in  Delaware  might  be  a hospital  for 
chronic  diseases.  Surely  a chronic  cardiac 
needs  ju.st  as  much  care  as  a chronic  mental 
disease  case  or  a tuberculosis  iiatient.  In  such 
au  institution  cases  would  receive  thorough 
study  and  proiier  medication,  and  care  could 
more  readily  be  given.  Rehabilitation  of  the 
])atient  would  begin  in  the  institution  and  be 
completed  in  the  home  if  and  when  discharged. 
His  mental  outlook  on  life  could  more  readily 
be  observed  and  remedies  applied.  In  ad- 
dition, his  home  suxToundings  could  be  better 
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studioil  :uul  his  econoiiiic  condition  ascertain- 
ed. Kverytliini>'  could  more  readily  be  done  to 
return  the  patient  to  a useful  and  ha])])y  life 
with  ultimate  savins’  of  large  sums  of  money 
both  to  the  individual  and  the  State. 


IS  CONGENITAL  SYPHILIS  A PROBLEM 
IN  DELAWARE? 

Winder  I..  Porter,  1\1.  D.,  P.  M.  II.,* 
Dover,  Del. 

Intense  efforts  to  reduce  the  incidence  of 
venei'eal  di.sease  have  been  conducted  in  Dela- 
ware for  a decade  and  a half.  The  last  five 
of  tlu'.se  years  liave  brought  continued  revolu- 
tion and  extreme  progre.ss  in  the  exi'cution 
of  the  treatnumt  phase  as  new  and  hettei'  forms 
of  i>enicillin  have  been  develojied.  Extension 
of  rapid  treatment  schemes  has  been  met  with 
continued  reduction  in  the  number  of  new 
cases  encountered  and  th(>  jiercentage  return 
in  case-finding  drives  lias  dwindled  materially. 

However,  the  number  of  new  cases  of  con- 
genital syjihilis  reported  has  hovered  near  the 
same  figure  for  fhe  past  several  years.  Thi.s 
jiarallels  the  reports  from  the  country  as  a 
whole  and  has  led  the  V.  S.  Public  Health 
Service  to  place  congenital  syiihilis  as  a target 
for  s|)ecial  action  to  the  extent  of  its  being  de- 
clai'cd  the  foremost  iiroblem  in  venereal  dis- 
ease control  today.  This  is  inconsistent  with 
the  demonstration  of  the  extrmne  effectiveness 
of  penicillin  in  jireventing  congenital  infection 
even  when  treatment  id'  the  mother  has  not 
been  administered  until  late  in  pregnancy. 
.\either  does  it  harmonize  with  the  iiersonal 
i-eactions  of  many  in  the  field  who  have  nof 
actually  analyzed  the  .stati.stii's  but  who  men- 
tally i-evicw  the  composition  of  their  ca.se  loads 
ov(‘i-  the  past  .several  years. 

I because  the  Division  of  l^reventable  Dis- 
eases of  the  Didaware  State  Board  of  Health 
also  feels  that  the  figures  do  nof  portray  the 
t nie  situation,  it  is  conducting  an  investiga- 
tion which  will  survey  all  ca.ses  of  congenital 
sy|)hilis  encountered  in  the  past  year  and  a 
half  ri'gardless  of  when  the  diagnosis  was 
made,  and  which  will  include  any  new  cases 
I'cported  henceforth.  (Jinics  and  jihysicians 
I'cpoi'ting  cases  will  be  asked  to  complete  a 
foiin  giving  the  age  of  the  jiatient,  the  dale 
of  the  diagnosis,  the  circumstances  which  led 
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to  his  di.scovery,  and  a brief  summation  of 
treatment  of  the  mother  pi'ior  to  birth  of  the 
chihl.  Concomitantly,  there  is  being  launched 
an  intensive  iirogram  aimed  at  discovery  of 
])ossible  unknown  cases,  with  chief  emphasis 
on  examination  of  all  children  born  to  mothers 
known  to  have  had  syphilis  pi'ior  to  tin*  birth 
of  the  particular  child  regardless  of  what  treat- 
ment the  mother  may  have  had,  and  the 
examination  of  siblings  of  all  cases  of  syphilis 
among  children  and  adolescents.  Even  with- 
out accumulaliou  of  sufficient  data  to  have 
statistical  value,  certain  oliservations  already 
justify  mention. 

( )f  eight  cases  of  congenital  syi>hilis  reiiorted 
in  the  current  case  load  at  one  clinic,  the 
yf)ungest  is  eight  years  old,  while  the  others 
range  up  to  34  years  of  age.  These  then 
rejire.sent  failures  of  ])revious  discovery  efforts 
and  rediscovery  of  ])reviously  known  cases, 
rather  than  failures  of  pre.sent  treatment 
methods. 

Congenital  syiJiilis  is  being  discovered  in 
|)atients  already  known  and  who  were  thought 
to  have  acipiired  .syphilis  until  failure  to  make 
the  expected  resiionse  1o  treatment  led  to 
critical  reexamination. 

There  is  a tendency  to  underestimate  the 
incidence  of  acipiired  .syiihilis  in  the  very 
young.  This  is  offset  to  some  extent  by  the 
tendency  to  considei'  most  infections  in  the 
mature  individual  as  acipiired. 

There  continues  to  be  confusion  in  the  inter- 
luetation  of  serologic  tests  in  the  infant  born 
of  a syphilitic  mother  where  there  is  jiassive 
transfer  of  reagin.  Diagnosis  of  infection  in 
the  child  is  often  made  prematurely  and  with- 
out warrant.  Likewise  there  is  failure  to  ap- 
|)i'('ciate  that  intercurrent  infection  and  the 
common  immunization  procedures  may  cause 
a temiiorary  exhibition  of  reagin. 

Di.scovery  of  infection  in  infants  is  hamper- 
ed by  the  reluctance*  of  lU'ivate  jiliysicians  to 
attempt  to  secure  blood  specimens  from  them. 
There  is  genuim*  need  for  the  development 
of  reliable  serologic  tests  whicb  do  not  re- 
(juire  large  volumes  of  blood. 

The  incidence  of  the  di.sease  in  infants  in 
Delaware  is  very  low  indeed.  We  cannot  be 
satisfied  with  this,  however,  as  the  apjiearance 
of  even  one  case  represents  a failure  and  not 
just  an  unfortunate  accident.  We  must  con- 
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tinue  to  develop  our  program  for  the  care  of 
the  expectant  mother  until  we  can  confidently 
say  ‘ ‘ It  can 't  happen  here.  ’ ’ While  continu- 
ing to  stress  the  value  of  a serologic  test  made 
at  the  first  examination  of  the  expectant  mo- 
ther,  we  must  also  urge  that  it  be  repeated 
late  in  pregnancy  lest  we  overlook  infection 
acquired  since  the  implantation  of  the  fetus. 
Likewise  we  must  be  mindful  that  however 
late  the  discovery  of  infection  in  the  mother, 
there  yet  may  be  time  to  administer  treatment 
enough  to  spare  the  child  or  to  cure  him  of  in- 
fection while  still  in  utero.  Such  a patient  is 
a medical  emergency  entitled  to  extreme  ar- 
rangements for  prompt  treatment. 

Just  as  long  as  cases  of  congenital  syphilis 
are  being  discovered,  we  must  intensify  our 
efforts  to  find  yet  another,  whether  he  be  the 
child  of  a patient  already  known,  or  whether 
he  be  found  by  school  surveys,  dental  examina- 
tion or  clinical  investigation.  Yes,  congenital 
syphilis  must  still  be  considered  a problem 
in  Delaware,  a problem  worthy  of  the  com- 
bined efforts  of  obstetrician,  pediatrician,  epi- 
demiologist, service  agencies  and  others.  All 
must  meet  the  challenge  to  eliminate  this  blot 
on  our  record,  which  need  no  longer  exist  if 
we  but  utilize  our  full  potential  in  the  attack. 


DIAGNOSIS:  CLEANER  WATER 
NEEDED 

A.  Joel  Kaplovsky,  Ph.D.,* 

Dover,  Del. 

During  the  past  few  years  much  time,  effort 
and  money  have  been  expended  towards  water 
pollution  abatement  throughout  the  entire 
country.  In  the  present  day  of  rapid  indus- 
trial development  it  has  become  more  appar- 
ent that  we  do  not  have  unlimited  resources 
and  the  preservation  of  our  most  important 
resource,  water,  has  become  a matter  of  para- 
mount importance. 

Disease  producing  organisms,  especially 
those  causing  diarrhea,  may  be  present  in 
sewage.  The  greate.st  problem  of  pollution  is 
its  effect  on  iniblic  water  supplies  by  over- 
loading the  treatment  devices  so  that  they 
pass  intestinal  organisms  and  by  producing 
intestinal  irritants  in  water  which  are  not 
removed  by  filtration.  Sewage  pollution  of 
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bathing  waters  and  shell-fish  areas  may  re- 
sult in  epidemics  of  typhoid  or  other  intestinal 
diseases.  Therefore,  proper  waste  treatment 
which  reduces  the  pollution  and  intestinal  or- 
ganisms aides  in  the  production  of  a safe 
drinking  water  at  a lower  cost,  prevents  con- 
tamination of  shell-fish,  and  permits  bathing 
and  water  sports. 

Sewage  and  industrial  wastes  discharged 
into  Streams  and  water  cour.ses  affect  the  com- 
fort of  the  people  by  producing  odors  and 
discoloration,  cause  nuisances  from  sludge 
and  interferes  with  bathing  facilities. 

The  economical  losses  resulting  from  iiollu- 
tion  should  not  be  overlooked.  The  discharge 
of  wastes  affects  industrial  supplies  by  chang- 
ing the  character  of  the  water.  Odors  and 
gases  from  sewage  affect  real  estate  by  caus- 
ing paints  to  blacken.  Wastes  cause  damage 
to  boats.  Pollution  of  shell-fish  beds  removes 
an  important  source  of  revenue  of  many 
people. 

The  state  of  Delaware  has  taken  the  im- 
portant major  steps  towairds  solving  its  varied 
problems  pertaining  to  the  pollution  of  its 
streams,  lakes  and  ponds. 

During  the  past  fiscal  year,  not  only  did 
the  legislature  pass  a Water  Pollution  Control 
Act  establishing  the  Water  Pollution  Commis- 
sion, but  also  an  entire  compliment  of  special- 
ists in  ])ollution  abatement  have  been  engaged. 
In  addition  a complete  and  modern  laboratory 
has  been  equipped  and  is  now  in  operation. 

The  ty])e  of  wastes  entering  the  waters  of 
our  State  are  notably  domestic,  poultry  [lack- 
ing, cannery  and  chemical  in  nature.  Al- 
though the  wastes  entering  the  streams  vary 
in  character,  the  effects  upon  the  waters,  gen- 
erally speaking,  are  similar. 

The  entire  problem  of  [lollution  abatement 
is  based  u[)on  determining  the  mo.st  eco- 
nomical usage  of  the  particular  waterway  in 
([uestion.  Priority  naturally  goes  to  domestic 
water  su])ply.  The  Utopian  concept  would  be 
to  [irevent  any  contamination  whatsoever  of 
our  waters  so  that  all  water  would  be  avail- 
able as  a source  of  water  su[)ply.  This  con- 
cept is  unjust,  uneconomical  and  unwi.se.  A 
community  has  various  interests  in  its  streams, 
ponds  and  lakes  other  than  a possible  source 
of  drinking  water.  Industry  needs  clean 
water;  bathing  needs  clean  water;  fisheries 
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need  dean  water;  navigation  depends  upon 
dean  waters,  and  odd  as  it  may  seem,  domestic 
and  industrial  waste  disposal  need  dean 
water  to  minimize  their  detrimental  effects 
upon  the  stream.  All  of  the  above  interests 
have  an  effect  on  the  most  economical  usage 
of  a tributary  .stream,  pond  or  lake. 

A stream  has  the  ability  of  self  purification, 
provided  i)ollution  is  not  excessive  as  to  inter- 
fere with  its  natural  functions.  Each  of  the 
interested  i)arties  of  a community  have  an  in- 
alienable right  to  part  of  its  tributary  stream. 
The  needs  of  these  parties  not  only  differ 
widely,  but  affect  each  other,  either  directly 
or  indirectly.  Conse<[uently,  a just  distribu- 
tion of  a stream  is  necessaiy.  It  is  the  prob- 
lem of  the  Water  Pollution  Commission  to 
make  this  just  disti-ibution. 

The  evaluation  of  a watei'  shed  as  to  it  most 
economical  usage  is  not  a simple  i)roblem. 
No  two  basins  are  alike  and  each  has  its 
specific  physical,  chemical  and  biological  char- 
acteristics which  mu.st  be  studied  .separately. 
The  W.iter  Pollution  Commission  has  begun 
a sui'V(‘y  of  the  Broadkill,  Mispillion  and  Ap- 
})0(piinimink  basins.  The  detailed  analyses 
being  accumulated  from  each  basin  i)ertain- 
ing  to  the  extent  of  existing  j)ollution  and 
ability  to  self-purify  will  help  establish  the 
base  line  from  which  an  estimate  can  be  made 
of  the  i)ollutional  load  a stream  can  absorb 
without  ill  effects.  From  the  maximum  per- 
missible load,  a minimum  .set  of  .standards  for 
the  specific  body  of  water  can  be  e.stablished. 
The  stivams  may  be  cla.ssitied  either  in  their 
entirety  oi-  by  various  zones  on  the  stream, 
consistent  with  the  highest  recognized  use  of 
such  watei’s  considering  the  best  interests  of 
all  the  peoi)le  of  the  State. 

After  having  established  the  standards  and 
the  zones  to  which  they  a])ply  the  second  i)hase 
of  the  Water  Pollution  Commission  program 
will  commence.  All  communities  and  private 
inlei'ests  will  be  re(iuired  to  comply  with  the 
standards  established  within  their  zone.  Per- 
sons responsible  for  i)ollution  in  exce.ss  of  their 
si)ecitic  set  of  standards  must  j)rovide  the 
nece.s.sary  means  of  purification  to  fulfill  their 
obligation. 

Waste  treatment  methods  will  be  similar 
in  many  in.stances  but  si)eeitie  problems  Avill 
be  eneountei-ed  and  the  technical  assistance 


of  the  Water  Pollution  Commission  will  be 
available. 

FOR  A CLEANER  ENVIRONMENT 

Do.xald  K.  JIakmeson,* 

Dover,  Del. 

The  evei-  increasing  population  of  the  world 
is  mute  evidence  that  man  has,  at  lea.st,  to  a 
certain  extent,  been  successful  in  the  control  of 
his  environment.  Environmental  sanitation 
has  contributed  greatly  to  the  reduction  in  the 
])revalence  of  the  water  and  food-borne  ill- 
ness. Hut  if  we  wish  to  maintain  these  rec- 
ords and,  if  ])Ossible,  to  establish  even  better 
ones,  we  must  be  always  on  the  alert  for  con- 
ditions which  might  favor  the  si>read  of  such 
illness.  Kecent  legislative  acts  and  regula- 
tions ado])ted  by  the  State  Board  of  Health 
will  a.ssist  in  the  campaign  to  prevent  disease. 
Among  the.se  are  the  Delaware  Water  Pollu- 
tion Control  Act,  an  act  regulating  the  i)ro- 
cessing  of  i)oultiy,  an  act  establishing  basic 
plumbing  i)rincij)les  in  Kent  County,  the  re- 
vision of  the  State  milk  regulations,  and  the 
adoption  of  I'egulations  governing  frozen  des- 
sei'ts. 

Everyone  is  interested  in  clean  waters  for 
the  state.  The  family  likes  it  for  an  enjoy- 
able outing  or  a vacation;  the  industry  needs 
it  for  increa.sed  production,  and  the  farmer 
wants  it  for  his  cattle  or  for  irrigation.  In 
1949,  the  state  legislature  pas.sed  an  act  whose 
])Ui‘i)o.se  is  “to  safeguard  the  (piality  of  state 
waters  against  i)ollution  by  (a)  preventing 
new  pollution  in  such  waters  and  (b)  controll- 
ing any  pollution  exi.sting  there  at  the  time  of 
adoi)tion  of  the  act.”  Although  the  act  es- 
tablisheil  a Water  Pollution  Commission,  the 
State  Board  of  Health  was  delegated  to  carry 
out  the  activities  which  would  be  nece.ssary. 
A description  of  the  progress  in  this  regard  is 
included  in  another  article  in  this  journal. 

In  Delaware  the  poultry  industry  has  grown 
until  it  is  a business  which  contributes  a major 
])ortioJi  of  the  farm  income  of  the  .state.  A 
I)ai4  of  this  growth  is  the  result  of  the  develop- 
ment of  i)roces.sing  plants  which  can  handle 
as  many  as  100  chickens  per  minute  during  a 
day's  operation.  The  killing,  picking,  clean- 
ing and  ])acking  of  this  great  number  of 
chickens  creates  many  ])roblems  of  proper 
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handling  of  the  chickens;  the  wastes  such  as 
blood,  feathers,  manure  and  diseased  birds ; 
and  the  provision  of  satisfactory  water  supply 
and  toilet  facilities.  In  order  to  assist  in  this 
sanitation  problem,  the  State  Legislature  pass- 
ed an  act  regulating  these  chicken  processing 
idants  and  the  State  Board  of  Health  adopted 
sanitary  regulations  there-under.  These  regu- 
lations were  received  with  varied  reactions  by 
the  chicken  processing  industry.  Although 
there  was  a general  feeling  for  the  need  ot 
such  measures,  some  of  the  plant  operators 
have  failed  thus  far  to  cooperate  readily.  At 
the  present  writing  the  Board  of  Health  has 
commenced  legal  action  towards  one  of  the 
plants  which  has  been  slow  to  react  to  recom- 
mendations for  improvement. 

The  Legislature  also  passed  an  act  which  re- 
([uired  that  the  State  Board  of  Health  j)re])are 
a plumbing  code  for  Kent  County  and  license 
all  plumbers  practicing  in  the  county.  The 
purpose  of  this  act  is  the  protection  of  drink- 
ing water  supplies  from  the  possibilities  of 
contamination  through  faulty  plumbing  fix- 
tures. As  disagreeable  as  it  may  seem,  faulty 
plumbing  can  allow  the  used  water  from  a 
lavatory,  tub  or  flush  foilet  to  be  drawn  into 
the  water  line  and  consumed  by  residents  of 
the  building  or  adjoining  buildings.  The 
Kent  County  Code  has  been  prepared  and 
went  into  effect  July  1,  1950.  More  than  sixty 
plumbers  have  received  registration  with  the 
State  Board  of  Health.  New  Castle  County 
has  a somewhat  similar  code  which  is  ad- 
ministered through  the  County  Engineer's  of- 
fice. There  is  no  code  for  Sussex  County. 

The  sanitary  control  of  dairy  products 
throughout  the  State  has  been  strengthened 
by  the  revision  of  the  milk  regulations  and  the 
adoption  of  regulations  affecting  frozen  des- 
serts. The  most  outstanding  addition  to  the 
milk  regulations  is  the  requirement  that  after 
November  1,  1950,  no  milk  may  be  sold  to  be 
consumed  raw  in  the  state  of  Delaware.  This 
is  certainly  a forward  step  towards  the  elimi- 
nation of  undulant  fever  and  bovine  tubercu- 
losis. 

The  frozen  dessert  regulations  regulate  the 
sale  of  ice  cream,  frozen  custards,  sherberts 
and  frozen  ice  confections.  Operators  of 


])lants  which  manufacture  or  sell  these  articles 
in  Delaware  must  obtain  a permit. 

Each  of  these  acts  or  regulations  resulted 
from  a need  for  better  control  of  the  activity 
in  question.  Now  that  we  have  them,  it  is 
our  responsibility  to  see  that  they  are  effective- 
ly used  so  that  tomorrow  Delaware  will  be  a 
better  x>lace  in  which  to  live. 


DIETARY  VERSUS  BLOOD 
CHOLESTEROL 

Mary  T.  Davenport,  M.  S.,** 

Dover,  Del. 

With  the  rapidly  growing  interest  in  de- 
generative diseases,  one  high  ])oint  of  interest 
is  in  dietary  cholesterol  and  any  possible  re- 
lationship it  may  have  to  blood  cholesterol 
and  the  development  of  arteriosclerosis.  More 
recently  some  weight  reduction  diets  have 
recommended  large  amounts  of  animal  pro- 
tein. This  animal  ])rotein  usually  carries 
Avith  it  a marked  amount  of  fat  and  conse- 
quently  cholesterol.  Some  doctors  have  rais- 
ed the  (piestion  of  whether  arteriosclerosis 
may  be  an  acute  disease  as  well  as  chronic. 

A review  of  some  current  literature  on  diet- 
ary versus  lilood  cholesterol  has  increased  our 
interest  and  points  to  the  need  of  more  re- 
search in  this  field.  Some  of  the  work  is  as 
follows. 

“Arteriosclerosis”  is  a term  used  to  des- 
cribe the  deposition  of  lipids,  including  choles- 
terol, in  the  arterial  walls  of  man,  and/or 
the  formation  of  calcium  de]>osits  and  other 
pathologic  changes  in  the  larger  and  smaller 
vessels  in  man.  Reasons  for  this  deposition 
are  unknown. 

Seegal  (1)  suggests  that  cholesterol  may  be 
important  in  this  condition,  since  it  occurs  in 
considerable  amounts  in  artiosclerotic  xihnpies. 

Faber  (2)  has  determined  the  cholesterol 
content  of  50  human  aortas.  There  was  a 
gradual  increase  with  age.  Aortas  from  ]>er- 
sons  with  hypertension  had  chole.sterol  con- 
tents far  above  normal.  Although  arterio- 
sclerosis can  be  produced  exiierimentally  in 
rodents,  by  feeding  a diet  high  in  cholesterol, 
neither  this  finding  nor  its  converse  has  been 
demonstrated  experimentally  in  man. 

The  effects  of  cholesterol  in  the  body  can 

•Material  presented  by  courtesy  of  Nutritional  Observa- 
tory, April,  1950. 

••Nutrition  Consultant,  Delaware  State  Board  of  Health. 
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be  invest if>a ted  eitlier  by  raising-  or  lowering 
its  eliolesterol  content.  Tlie  effects  of  feeding 
large  amounts  of  cholesterol  to  animals  have 
been  inve.stigated  in  cats,  rats,  guinea  pigs, 
rabbits,  cluckens,  and  a comi)arative  study  of 
rats,  guinea  pigs  and  rabbits.  Cook  aiul  i\lc- 
Cullagh  (3)  In  all  species,  but  es}>ecially  the 
rabbit,  the  blood  cholesterol  was  elevated.  The 
greater  jiart  of  the  absorbed  cholesterol  was 
localized  in  the  liver,  except  for  the  rabbit, 
in  which  there  was  a generalized  infiltration 
of  cholesterol  into  all  the  tis.sues  of  the  body. 
It  should  be  noted,  however,  that  a Go  kilo 
(143  lb.)  man  would  have  to  eat  54  eggs  a 
day  to  e(iual  the  amount  of  cholesterol  given 
to  the  rabbits  in  these  studies.  No  compar- 
able levels  of  cholesterol  have  been  given  to 
human  subjects.  Okey  (4)  was  able  to  show 
a slight  but  consi.stent  rise  in  the  i)o.stabsorp- 
tive  level  of  blood  cholesterol  in  women  eat- 
ing four  egg  yolks  daily  for  a month. 

There  is  a})parently  some  connection  be- 
tween the  synthesis  of  cholesterol  and  the  en- 
docrine glands.  Chaikoff  (5)  has  shown  that 
an  increase  in  the  blood  cholesterol  of  chickens, 
leading  eventually  to  an  arteriosclerosis  of 
the  aoi'ta,  can  be  produced  either  by  choles- 
terol feeding,  or  implantation  of  the  synthetic 
estrogen,  stilbe.strol.  The  feeding  of  desic- 
cated thyroid  with  chole.sterol  to  chickens  re- 
duces the  blood  cholesterol  values  and  inci- 
dence of  arterio.sclerosis  Dauber  et  al.  (G). 
Thiouracil,  which  decrea.ses  the  i)roduction  of 
thyroxin,  rai.ses  the  blood  cholesterol  level, 
eithei-  when  fed  alone,  or,  strikingly,  when  fed 
in  combination  with  chole.sterol.  Steiner  et  al. 

(7). 

It  will  be  seen  that  the  experimental  pro- 
duction of  elevated  levels  of  blood  cholesterol 
is  not  difficult.  The  converse  of  this  state- 
ment does  not  hold.  Since  cholesterol 
is  so  readily  synthesized,  controlling  the  in- 
take, of  cholesterol  may  have  very  little  ef- 
fect ui>on  cholesterol  metabolism  in  the  body. 
Hestricting  the  level  of  cholesterol  in  the  diet 
does  not  necessarily  lower  the  blood  eholes- 
terol  level.  Very  rigorous  low  fat  diets,  such 
as  the  Kempner  i-ice  diet,  may,  however,  ]>ro- 
duce  significant  decreases  in  blood  cholesterol. 

Summary 

Chole.stei-ol  is  an  ubi(juitous,  and  ])robably 
indis})ensable,  constituent  of  all  animal  cells. 


It  can  be  synthesized  in  the  liver  from  sim])ler 
molecules,  or  supi>lied  by  the  diet.  Elevated 
blood  chole.sterol  levels  tend  to  be  associated 
with  arterio.sclerosis  and  many  diff'ei-ent  tech- 
ni(pies  can  be  used  ex})erimentally  to  })roduce 
“arteriosclerosis"  by  raising  sueh  levels.  It 
is  very  difficult  to  ])roduce  a lowering  of 
cholesterol  by  dietary  restriction.  The  ele- 
vated blood  cholesterol  levels  typical  of  cer- 
tain diseases  may  be  caused  by  disorders  oi 
cholestei'ol  .synthesis  and  metabolism  rather 
than  by  excessive  dietary  intakes. 
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TRENDS  IN  INFANT  MORTALITY 

(’.  A.  IVIarshall,  B.  S.,* 

Dover,  Del. 

The  extraordinary  success  achieved  in  re- 
ducing the  mortality  in  the  hazardous  fir.st 
year  of  life  jirovides  one  of  the  most  commend- 
able chaiiters  in  the  history  of  the  American 
Public  Health  movement.  The  infant  mor- 
tality rate  in  the  United  States  is  32  and  in 
Delaware  2S,  which  is  about  a third  of  the  rate 
in  191G,  when  the  infant  mortality  rate  was 
101  deaths  per  lOOO  live  births  in  the  United 
States  and  131  for  Delaware.  Table  (1.) 
This  coirstitutes  a 10%  loss  of  life  during 
the  first  year  for  those  exposed  to  mortality 
risk  during  that  12-month  jieriod.  The  im- 
])rovement  in  infant  mortality  reflects  in  large 
measure  the  jirogress  made  in  the  control  of 
the  infections  in  early  life.  Since  191G  Dela- 
ware has  had  a 75%  decline  in  the  numbej- 
of  deaths  from  influenza  arid  pneumonia, 
among  infants;  there  has  been  for  diarrhea 
and  enteritis  a remarkable  reduction — nearly 
100%  from  the  159  deaths  under  1 year  of 
age  in  191G,  to  3 deaths  in  194S.  From  the 
))rinci])al  commnnicable  di.sea.ses  of  childhood 
the  mortality  in  infants  has  been  reduced  near- 
ly !)()%;  in  Delaware  during  this  35-year 
]>eriod. 

Uonsiderably  less  rapid  has  been  the  fall 
in  mortality  from  the  conditions  arising  in 
uterine  life  and  at  birth.  The  loss  of  life  from 
these,  which  include  jiremature  birth,  various 

•Statistician,  Delaware  State  Board  of  Health. 
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TABLE  I 

INFANT  MORTALITY  RATE  MORTALITY  FROM  PREMATURITY 

PER  1000  LIVE  BIRTHS  PER  1000  LIVE  BIRTHS 


Year 

United  States 

Delaware 

United  States 

Delaware 

Number 

Premature 

Delaware 

Mortality 

1916 

101.0 

131 

19.3 

23.2 

119 

1917 

93.8 

141 

19.1 

20.3 

101 

1918 

100.9 

151 

20.2 

30.6 

156 

1919 

86.6 

119 

19.2 

22.1 

108 

1920 

85.8 

122 

19.4 

24.2 

117 

1921 

75.6 

99 

17.9 

17.9 

91 

1922 

76.2 

101 

18.1 

19.1 

89 

1923 

77.1 

103 

17.8 

19.1 

87 

1924 

70.8 

91 

17.7 

19.3 

89 

1925 

71.7 

90 

17.2 

17.1 

80 

1926 

73.3 

92 

17.7 

19.7 

84 

1927 

64.6 

71 

16.8 

18.2 

78 

1928 

68.7 

78 

17.6 

19.3 

84 

1929 

67.6 

82 

17.5 

17.8 

77 

1930 

64.6 

78 

16.7 

17.3 

78 

1931 

61.6 

84 

16.0 

18.5 

78 

1932 

57.6 

67 

15.8 

18.3 

77 

1933 

58.1 

60 

15.8 

14.8 

59 

1934 

60.1 

60 

16.2 

15.5 

62 

1935 

55.7 

66 

15.4 

14.3 

58 

1936 

57.1 

65 

15.7 

15.9 

63 

1937 

54.4 

67 

15.3 

18.1 

79 

1938 

51.0 

53 

14.3 

13.7 

61 

1939 

48.0 

44 

14.2 

12.4 

55 

1940 

47.0 

50 

13.7 

15.4 

71 

1941 

45.3 

43 

13.3 

11.6 

59 

1942 

40.4 

46 

12.3 

12.7 

72 

1943 

40.4 

45 

11.8 

15.1 

95 

1944 

39.8 

48 

11.9 

16.1 

97 

1945 

38.3 

37 

11.6 

11.5 

69 

1946 

33.8 

29 

12.1 

11.5 

80 

1947 

.32.8 

30 

11.1 

13.1 

103 

1948 

32.0 

28 

11.1 

11.5 

85 

1949 

30 

congenital 

disabilities,  and  injuries  at  birth. 

lieing  placed 

on 

premature 

births  which  ac- 

has  been  reduced  some  30%  during 

the  period 

count  tor  about  one  third  of 

all  deaths  during 

under  consideration. 

tlie  first  year 

of 

life  and  for  aliout  one  half 

As  a result  of  these  achievements 

in  disease 

during  the  first 

month.  A 

great  many  com- 

control,  more  and  more  emphasis  should  be 
directed  at  the  hazards  encountered  before 
and  at  birth.  Deaths  from  these  causes  are 
largely  confined  to  the  neonatal  period.  At 
the  present  time  about  twice  as  many  babies 
die  during  the  first  month  as  during  the  re- 
maining eleven  months  of  life.  In  order  that 
we  may  further  reduce  loss  in  infancy,  great- 
er attention  must  be  focused  on  the  factors 
which  affect  the  unborn  child  and  to  the  im- 


munities are  conducting  extensive  programs 
in  the  care  of  the  premature  infant. 

AVith  the  increasing  intere.st  in  further  re- 
duction of  infant  mortality  through  the  study 
for  prevention  and  better  care  of  prematures 
the  As.sociation  of  Maternal  and  Child  Health 
and  Cripiiled  Children’s  Directors  have  gone 
on  record  at  their  annual  convention  as  hav- 
ing recommended  certain  definitions  and  mini- 


provement  in  (piality  of  obstetrical  service.  mum  .statistical  tabulations  necessary  for  the 

At  the  present  time  particular  emphasis  is  jiroper  future  study  of  the  premature  prob- 
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leni.  As  follows  this  Association  issuod  tlu* 
])roi)oseil  Tocommendations. 

Proposed  Kepommendatioxs  Of  Association 
Of  51  CH  And  CC  Directors  Regardino  Pre- 
AiATURE  Infant  51ortalita'  Statistics 

111  view  of  the  wide  differences  in  methods 
of  reportins*-  mortality  among  premature  in- 
fants and  in  view  of  the  impossiliility  of  mak- 
ing valid  comparisons  unless  there  is  some 
uniformity  in  reporting  methods,  the  Assoeia- 
tion  of  5Iaternal  and  Child  Health  and  Crip- 
jiled  Children's  Directors  recommends  the 
adoiition  of  the  following  uniform  iirocediires 
on  a nationwide  scale : 

1.  A iiremature  infant  should  he  defined 
for  the  jmrpose  of  statistical  evaluation  as  a 
live  born  infant  weighing  less  than  ‘ioOO  grams 
or  less  than  51/2  pounds  at  birth. 

2.  Health  departments  .should  calculate 
mortality  rates  for  all  premature  infants  in 
the  community.  Kither  of  the  following 
methods  is  satisfactory : 

a)  All  deaths  under  a siiecitic  age  in  given 
year  for  each  birth  weight  group,  relat- 
ed to:  all  live  births  in  given  year  for 
each  birth  weight  group. 

b)  All  deaths  under  a sjiecified  age  among 
infants  born  in  given  year  for  each  birth 
weight  group,  related  to:  all  live  births 
in  given  year  for  each  birth  weight 
group. 

3.  The  number  of  births  and  infant  deaths 
of  unknown  weight  should  be  rejiorted.  If 
gestation  is  available  it  should  be  used  to  esti- 
mate the  di.stribution  of  these  infaants  by 
weight,  on  the  basis  of  the  distribution  ot 
births  of  known  weight  by  ge.station  and 
weight. 

4.  Published  figures  should  include  both 
kinds  of  rates:  I)  rates  based  on  total  figures 
including  infants  of  e.stimated  weight  and  2) 
rates  based  on  infants  whose  weight  w'as  stated 
on  the  birth  certificate.  The  percentage  of  in- 
fants with  birth  weight  stated  should  be  in- 
cluded in  the  luibli.shed  figures. 

5.  5Iorfality  figures  for  all  infants  weigh- 
ing le.ss  than  2500  grams  should  be  jiresented 


in  500  gram  weight  grouiis  according  to  the 
following  scheme : 

Under  1000  grams 
1000-1499  grams 
1500-1999  grams 
2000-24!)9  grams 

().  In  comparing  mortality  figures,  con- 
siderafion  should  be  given  to  the  percentage  of 
non-white  babies  and  the  percentage  distribu- 
tion within  the  premature  grouj)  of  different 
weight  groups. 

7.  Uvery  effort  should  be  made  to  obtain 
accm-ate  reporting  of  birth  weight  on  birth 
certificates. 

S.  More  active  efforts  should  be  made  to  se- 
cure accurate  reporting  of  fetal  deaths  and 
live  liirths. 

9.  A standanlized  method  of  presenting 
mortality  statistics  among  iirematures  should 
be  determined  and  put  into  nationwide  use. 

The  Statistical  Section  of  the  American  As- 
sociation of  Registration  Executives  at  a na- 
tional meeting  in  April  agreed  to  the  nece.ssity 
of  having  staiulardized  methods  of  tabulating 
l)rematurely  data  by  all  states  as  well  as  with 
items  to  be  tabulated.  As  has  been  shown  on 
the  Delaware  Certiticate,  the  tabulation  of 
birth  is  thought  be.st  to  be  by  gestational  age 
as  well  as  in  grams  or  pounds  and  ounces. 
It  is  interesting  to  know  that  in  sjiite  of  the 
shortcomings  of  the  weight  system  it  is  much 
more  accurate  than  the  estimation  of  ge.station- 
al  age.  At  the  present  time  pregnancies  term- 
inating from  28  weeks  to  37  weeks  in  utero 
have  been  considered  ])remature.  The  28 
weeks  is  used  as  a lower  limit  since  it  is  the 
consensus  that  a fetus  of  le.ss  than  28  weeks 
gestation  has  not  develojied  sufficiently  for 
extrauterine  survival.  The  ujiper  limit,  the 
end  of  the  37th  week,  is  set  because  the  date  of 
beginning  of  pregnancy  cannot  be  estimated 
more  accurately  than  within  a 2 or  3 week 
jieriod,  and  therefore  an  infant  must  be  born 
more  than  2 weeks  before  term  (defined  as 
40  weeks)  to  be  considered  iiremature. 

However  many  birth  attendauts  are  record- 
ing 3()  weeks  gestation  as  full  term  births.  This 
error  ajiparently  arises  from  the  method  used 
by  some  attendants  in  converting  mouths  to 
weeks,  that  is  multi])lying  each  calendar  month 
by  4 to  obtain  weeks.  Talmlation  of  gesta- 
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tional  age  among  births  often  shows  an  abnor- 
mal number  stated  as  of  the  40  week  interval, 
wliich  error  arises  from  the  attendants  un- 
concern with  attempting  a more  accurate  esti- 
mate of  the  actual  gestational  age.  It  is 
known  that  recurrence  of  biological  variables 
approach  a central  measure  but  do  not  achieve 
it  exactly  in  such  high  percentages  of  cases 
as  the  40  weeks  reported.  There  is  a tendency 
for  frecjnencies  to  cluster  around  the  central 
or  most  often  repeated  value.  More  exact 
statement  of  gestational  age  is  encouraged 
since  our  future  tabulations  will  include  these 
together  with  weight  of  the  infant  in  the  met- 
ric equivalent,  such  data  being  gained  by  con- 
version from  present  avoirdupois  weight  sys- 
tem now  used.  Tabulations  will  be  available 
by  weight  in  both  systems.  We  have  accepted 
in  principal  the  definition  of  prematurity  as 
tliat  recommended  by  the  American  Academy 
of  Pediatries,  to  the  extent  that  our  data  will 
be  cross  tabulated  by  period  of  gestation  as 
well  as  by  weight.  Their  definition  regards, 
“a  premature  infant  as  one  who  weighs  2500 
grams  or  less  at  birth  regardless  of  the  period 
of  ge.station.”  This  definition  has  simplicity 
but  when  one  considers  the  wide  somatic  varia- 
tion which  the  human  species  can  take  without 
affecting  physiological  response  it  also  opens 


to  question  if  data  obtained  from  birth  weights 
would  be  of  greater  value  in  the  estimation  of 
prematurity  than  clinical  histories  of  gesta- 
tional age. 

Exception  to  the  2500  gram  (5  lb.  8 oz.)  or 
less  maximum  weight  for  prematures  is  shown 
in  the  following  study. 

“Anderson,  Brown,  and  Lyon^  suggest  that 
the  gestation  period  for  the  Negro  infant  may 
actually  be  shorter  than  for  a white  infant 
and  that  race  and  sex  should  be  considered 
in  the  definition  of  prematurity.  In  a later 
study  these  authors  presented  data  that  they 
consider  justification  for  lowering  from  2,500 
to  2,350  gm.  the  upper  limit  of  birth  weight 
tor  prematurity  among  Negro  infants  in  or- 
der “to  make  their  stage  of  maturity  more 
comi^arable  to  that  of  the  white  infants.” 
When  this  w'as  done  the  differences  in  the  inci- 
dence of  prematurity  betw'een  white  and  Negro 
mothei's  disappeared,  both  for  well  mothers 
and  for  those  who  had  some  complications  of 
pregnancy.  This  study  w’as  based  on  1,259 
live-born  premature  infants  (580  white  and 
679  Negro  infants  weighing  less  than  2,500 
gm.)  in  a series  of  13,526  consecutive  single 
births.  ’ ’ 

In  a review'  of  premature  births  for  Dela- 
w'are  in  1949  (Table  II)  there  is  shown  443 


TABLE  II 

NUMBER  OF  PREMATURE  BIRTHS  IN  DELAWARE  FOR  THE  CALENDAR  YEAR 
1949  using  less  than  37  weeks  GESTATION  AS  THE  CRITERION 


20  weeks  & under 

21  to  24  weeks  inc. 

2.0  to  28  weeks  inc. 

29  to  .31  w’eeks  inc. 

32  to  36  w'eeks  inc. 

Stated  only  as  premature 
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1 

28 


3 

18 

55 

48 
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8 

443 


415 


l)Er,A\VARE  State  ^Medical  Jourxae 


September,  1950 


TABLE  III 

DELAWARE  1949 

BIRTHS  WITH  FULL  TERM  GESTATION  (37  WEEKS  OR  OVER)  WEIGHING  LESS 


THAN  5'/2  pounds  or  2500  groms 


37  weeks 

38  weeks 

39  weeks 

40  weeks 

41  weeks 

42  weeks 

Total  with  stated  weight 

Not  stated 

TOTAL 


I I 


9 


N 

o 

m 


o 
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N 

o-* 
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in 

* 


1 2 

4 

1 13 

14 


2 2 33 

3 6 

2 5 39 
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•O  S 
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5 8 

7 11 


43 


57 


52 

1 

2 


68 

1 

2 


no 

Ttf 

IM 


147 

19 

166 


l)reinature  infants  28  of  which  had  no  weight 
shown.  Of  the  total  nninber  with  weight 
sliown  (415)  280  were  2500  grams  or  less, 
and  135  were  over  2500  grams.  By  gestational 
age  then  we  have  included  135  infants  which, 
would  have  been  omitted  by  weight  classifica- 
tion. From  this  table  it  is  indicated  that  birth 
attendants  have  in  a number  of  cases  used  3(5 
weeks  as  full  term  from  the  number  observed 
in  the  category  of  higher  weight  groups.  From 
Table  III  we  obsei’ve  that  there  would  be  147 
l)i'ematui’es  by  weight  classification  who  are 
not  so  classified  at  present  due  to  their  ges- 
tational age  being  in  excess  of  37  weeks.  In 
summaiy  for  1949  Delaware  had  415  ])rema- 
tures  of  known  gestational  age  and  by  that 
definition  which  is  recommended  by  the  Bu- 
reau of  Census,  the  ('hildi-en's  Bureau,  and 
the  American  Public  Health  Association.  By 
weight  of  (2500  grams)  5 lb.  8 oz.  or  less  we 
have  427  i>remature  infants  with  weight  stated 


on  birth  certificates.  There  .seems  to  be  a 
small  differential  between  415  by  the  ge.station- 
al  age  method  and  427  by  the  weight 
method.  The  weight  of  2500  grams  (5  lb.  8 
oz.)  or  le.ss  has  been  most  generally  u.sed  as  a 
criterion  for  prematuiity.  The  weight  is 
easily  taken  and  although  not  an  exact  indi- 
cator of  prematurity,  has  })rovided  a satisfac- 
tory criterion  of  the  need  for  special  care  as 
well  as  a uniform  basis  for  statistical  analysis. 

The  Division  of  Vital  Statistics  ])lans  to  fur- 
nish i)retabulated  data  on  prematures  to  the 
National  Office  of  Vital  Statistics  in  cooper- 
ation with  other  States.  Such  data  will  .show 
infant  specific  mortality  by  weight  classes  as 
1‘ecommended  by  IMaternal  and  Child  ^lealth 
Directors.  .Such  a i)rogram  has  objecti\ity — 
the  saving  of  more  prematui'e  babies. 

REFERENCE 

1.  Premature  Infants— A Manual  for  Physicians,  by  Ethel 
C.  Dunham.  M.  D..  page  13. 
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CLEFT  PALATE  AND  ALLIED  CONDI- 
TIONS IN  THE  STATE  OF  DELA- 
WARE FROM  1940  - 1950 

Marian  L.  Gilmore,  ]\1. 

Dover,  Del. 

From  a recent  .survey  of  the  iiiimiier  of  con- 
genital malformations  reported  on  the  birth 
certificates  in  the  .state  of  Delaware  over  a pe- 
riod of  ten  years  (1940-1950)  the  following 
data  is  presented: 


Congenital 

Number  of 

Malformations 

Births 

Year 

Rejiorted 

Reported 

1940 

0 

4608 

1941 

0 

5094 

1942 

3 

5665 

1943 

1 

6299 

1944 

2 

6037 

1945 

1 

6019 

1946 

8 

6959 

1947 

10 

7878 

1948 

12 

7405 

1949 

27 

7546 

10  3‘ears 

64 

63510 

Of  the  congenital  malformations  recorded, 
those  representing  a cleft  ])alate  or  an  allied 
condition  were  14  in  number.  These  were  dis- 
tributed in  the  following  categories  : 

Cleft  Palate  5 

Cleft  Lip  5 

Clept  Lip  and  Cleft  Palate  4 

14  Total 

Tho.se  cases  of  cleft  palate  and  related  anom- 
alies known  to  the  Delaware  State  Board  of 
Health  at  the  pre.sent  time  number  57  in  total, 
33  of  whom  were  born  between  1940  and  1950. 
The  distribution  of  these  33,  by  tyiies,  is : 

Cleft  palate  20 

Cleft  lip  3 

Cleft  i.alate  and  cleft  li]i  8 

Clef  palate  and  bifid  tongue  1 

Bifid  uvula  1 

Kecent  s^^iidies  of  the  incidence  of  cleft  pal- 
ate and  a?  ;ociated  malformations  indicate  that 
one  child  vvith  this  defect  (or  defects)  is  born 
in  every  700  live  births.  In  the  63,510  liirths 
reported  in  Delaware  from  1940  to  1950  there 
would  be  SO  children  who  had  a cleft  palate, 
cleft  lij),  a combination,  or  some  related  anom- 
aly. 

A new  ty[)e  of  birth  certificate  wpis  adopted 
by  the  State  Board  of  Health  in  1941.  On 
this  form  there  is  siiace  allocated  for  a descri[>- 
tion  of  any  malformation  which  the  physician 
detects  when  the  child  is  born.  It  is  obvious 
from  the  survey  that  there  should  be  more 
accurate  recording  in  the  future. 

‘'Coordinator,  Speech  and  Hearing  Services,  Delaware 
State  Board  of  Health. 


The  writer  is  particularly  intere.sted  in  these 
statistics  liecause  a very  high  iiercentage  of 
these  children  neetl  si)eech  therapy  and  a num- 
ber of  them  have  a hearing  loss  of  some  de- 
gree which  would  necessitate  work  through  the 
audiologist.  If  they  can  be  referred  for  these 
services  at  an  early  age  (at  2 years  or  shortly 
thereafter)  their  prospects  for  adecpiate  com- 
munication skills  are  much  better.  Left  with- 
out assistance,  they  might  lead  an  ordinary 
existence,  but  the  opportunities  for  a full  and 
liap|)y  life  would  be  limited. 

Accurate  recording  through  detection  at 
bii'th,  followed  by  an  early  referral  for  siieech 
and  hearing  therajiy  will  lead  to  more  siib.stan- 
tial  and  effective  functioning  of  the  Criiijded 
Children’s  Services  of  the  State  Board  of 
Health. 


STUTTERING  CAN  BE  A CRIPPLING 
CONDITION 

Ruth  Bi.attspieler,  i\l.  A.,'* 

Dover,  Del. 

It  is  unlikely  that  anyone  would  argue  that 
Billy,  a nine  year  old  with  cerebral  palsy,  does 
not  have  a cripiiling  condition.  He  has  been 
diagnosed  as  a shudder  athetoid.  His  arms  are 
constantly  in  motion;  his  gait  is  not  normal 
for  a child  his  age,  although  he  is  able  to  walk. 
In  addition,  he  has  hearing  and  speech  prob- 
lems. He  is  regarded  as  a child  with  problems 
re.sulting  from  [Jiysical  handicaps.  He  has 
disabilities. 

Halting  speech  repre.sents  a disability,  but 
it  is  not  usually  considered  a crippling  condi- 
tion in  itself.  Yet  the  luneteen  year  old  stut- 
terer, Larry,  with  mental  ability  which  rates 
him  cajiable  of  handling  college  work  and 
further  professional  training  works  as  a gar- 
age mechanic  because  ‘‘with  this  job  I don’t 
have  to  talk  with  ])eo])le.  ” His  .stuttering- 
blocks  last  as  long  as  thirty  seconds  before 
he  can  get  the  w'ord  out  that  he  is  trying  to 
say.  He  has  the  ability  to  handle  a job  with 
greater  challenge  than  that  of  the  gai'age  me- 
chanic; but  his  inability  to  talk  without  pro- 
longed blocks  and  word  re])etitions  and  his  re- 
action to  it  prevents  him  from  doing  any  kind 
of  activity  where  verbal  communication  of  the 
.standard  set  by  .society  is  of  great  imiiortance. 
lairry  .shuns  ])eople  because  he  dreads  the  ridi- 

'Speech  Therapist.  Delaware  State  Board  of  Health. 
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i-uk'  ol'tcMi  acc'Oided  tlie  stutteTcr.  He  is  al'niid 
he  will  stutter  when  he  talks,  and  that  is  one 
reason  that  the  severity  of  his  blocks  eontinne. 
Ills  arms  and  legs  are  not  erii)i)led,  and  he 
ean't  wear  a brace  to  correct  the  condition 
fi-om  which  his  problems  stem.  Yet  he  is  an 
individual  with  a handicaj).  and  in  one  sense 
t)f  the  word,  he  is  crippled. 

His  problem  is  not  just  a speech  i)roblem ; 
.stuttering  can  hardly  be  considered  a clinical 
entity.’  It  is  i)rimarily  a specific  language 
di.sorder  i Is  it  a .symptom  of  an  an.xiety  ? How 
is  it  afl'ecting  his  way  of  living”?  How  is  it 
intiuencing  his  school  achievement?  Clinical 
ex])erience  shows  that  jnany  .stutterers  suffer 
extreme  social  penalties,  some  of  which  are 
products  of  their  own  imagination.  ■'He  ex- 
jiects  from  all  listeners  the  unpleasant  re- 
si)on.ses  he  has  received  from  a few.'’-  Does 
it  interfere  with  his  earning  a living  of  the 
tyj)e  he  desires  and  is  otherwise  capable  of 
having?  The  speech  thera])ist  who  works  in 
conjunction  with  a i).sychologi.st  might  well  be 
able  to  help  Larry,  although  he  will  i)robably 
always  .stutter  to  .some  degree  ; perhaps  he  will 
need  psychiatric  help.  Although  no  (pialitied 
clinician  will  i)romi.se  to  “cure"  him,  it  is  pos- 
sible to  teach  some  .stutteivrs  to  use  a controll- 
ed kind  of  .stuttering.  The  attempt  is  made  to 
build  confidence  in  his  ability  to  handle  speak- 
ing situations  acceptably  even  as  a stutterer. 
He  learns  to  recoginze  some  of  his  speaking 
limitations  and  to  handle  them  as  well  as  he 
can. 

Larry  is  i-egarded  by  speech  ])athologi.sts  as 
an  actual  stutterer.  He  is  acutely  aware  of  a 
sjjeech  deviation  and  the  reactions  of  others 
toward  it.  His  silent  and  I'epetitive  blocks 
are  prolonged.  He  blinks  his  eyes  in  an  at- 
tem])t  to  force  through  a block  and  say  THAT 
word.  He  is  an  individual  with  many  prob- 
lems. (.'ould  his  si>eech  problem,  at  lea.st,  have 
been  prevented? 

Pi'evention  is  a basic  part  of  any  ])rogram 
in  ])ublic  health.  The  Delaware  State  Board 
of  Health  considers  the  possibility  for  ]>re- 
venting  stuttering  with  attention  to  the  fam- 
ily of  the  pre-school  child  whose  speech  ex- 
hibits characteristics  of  stuttei'ing.  The  par- 
ents of  the  child  beli(“ve  In*  stutters.  They  are 
the  ones  who  need  hel]). 


Before  we  di.scuss  ])reventive  measures  for 
stuttering,  consider  some  of  the  characteristics 
of  sjjeech  of  young  children.  From  the  age 
of  forty  weeks'^  when  some  infants  say, 
“mama",  "pai)a",  “nana",  “gaga",  and 
“dada",  until  he  is  five  or  six  and  much  of 
infantile  speech  has  <li.saj)peared,  the  average 
child  is  learning  to  talk.  Some  of  them  articu- 
late accurately  at  the  age  of  three.  For  others, 
sounds  are  not  completely  clear  until  six  years 
of  age.  Ages  two  to  six  repre.sent  the  i)eriod 
of  s])eech  develo])inent.  "At  this  age  level 
the  average  child  re})eats  forty  to  fifty  times 
every  thousand  words;  that  is,  he  repeats  a 
sound,  s-s-s-such  as  this,  or  a word,  such  such 
such  as  this,  or  a i^hra.se,  such  as  such  as  such 
as  this."-  He  is  attemj)ting  to  learn  a vocabu- 
lary and  to  acTjuire  skill  in  using  it.  Is  it 
sui'])rising,  then,  to  find  sound  repetitions,  pro- 
longation of  sounds,  inappropriate  pauses  and 
hesitations  under  ordinary  conditions  and 
])articularly  under  .stress? 

Examine  the  .so-called  normal  speech  of  any 
adult.  He,  too,  has  .sound  repetitions,  pro- 
longation of  sounds,  inappropriate  pauses  and 
hesitations  under  ordinary  conditions  and 
under  stress.  We  do  not  become  overly  con- 
cerned when  such  interruptions  occasionally 
occur  in  the  adult.  Why  should  we  place  un- 
necessary emphasis  on  .similar  speech  behavior 
in  children  who  have  yet  to  accpiire  a certain 
amount  of  lluency  in  their  speech?  (Jur  cor- 
rections, rei)rimands,  facial  and  verbal  expres- 
sions of  disapproval  made  in  response  to  their 
speech  can  produce  the  .strain,  embarrassment 
and  apprehensivene.ss  often  found  in  stutter- 
ers. 

A careful  study  of  case  histories  reveals  that 
many  adult  stutterers  showed  normal  charac- 
teristics of  speech  similar  to  those  just  de- 
scribed when  they  were  children.  Over- 
anxious j)a  rents  worried  over  the  child's 
“stuttering"  as  they  called  it.  They  told  him 
to  stop  stuttering,  to  hurry  and  .say  what  he 
had  to  say,  or  to  take  a deep  breath  and  then 
say  if.  All  these  suggestions  served  merely 
to  draw  the  child's  attention  to  his  si)eech. 

Wendell  Johnson,  Professor  of  Speech  Pa- 
thology at  the  University  of  Iowa,  has  been 
res])onsible  for  a great  deal  of  research  in  the 
field  of  stuttering.  To  i>arents  of  the  pre- 
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school  child,  he  has  suggested  that  the  follow- 
ing observations  be  made  :* 

1.  The  conditions  under  which  speech  inter- 
ruptions occur. 

2.  The  fact  that  most  of  his  speech  is  fluent 
and  always  has  been  so. 

3.  The  fact  that  he  is,  generally  speaking,  a 
comparatively  normal  child. 

4.  The  fact  that  other  youngsters  of  his  age 
are,  on  the  whole,  just  about  as  hesitant 
and  repetitious  in  speaking  as  he  is,  espe- 
cially under  certain  conditions;  such  as, 
when  he  is  ‘ ‘ excited  ” or  “ talking  over  his 
head.” 

5.  When  he  isn’t  speaking  altogether  fluent- 
ly, he  does  not  usually  “go  to  pieces”  or 
fail  completely. 

6.  Avoid  labeling  a child  a stutterer.  The 
way  you  classify  him  will  determine  very 
largely  the  way  you  react  to  him. 

IMost  speech  pathologists  recommend  that 
word  repetitions  lie  completely  ignored.  A 
careful  study  of  conditions  producing  speech 
interruptions  will  frequently  show  that  these 
unpleasant  situations  for  the  child  are  un- 
neces.sary  and  can  be  eliminated.  Van  RipeV 
believes  that  unsure,  hesitant  speech  can  be 
produced  in  adult  or  child  through  pressures 
in  the  social  situation.  The  individual  who 
doesn’t  recall  an  appropriate  or  desired  word 
or  who  doesn’t  know  it  will  supply  “uh”  and 
“ ah  ” as  he  tries  to  decide  how  else  to  express 
himself.  The  child  who  doesn't  ai'ticulate  well 
or  who  fears  that  he  can’t  say  a word  “proper- 
ly” will  often  stumble  verbally.  When  he 
believes  that  the  listener  is  not  paying  atten- 
tion to  what  he  says,  or  if  he  expects  to  have 
only  a short  time  in  which  to  tell  his  long  ex- 
citing story,  his  speech  rhythm  will  reveal  his 
distress.  If  he  expects  an  unpleasant  res]ionse 
to  his  remarks  (y-yes,  I-I-I-  uh-hit  her.),  he 
may  repeat  some  of  the  sounds.  Unnecessary 
insistence  that  the  child  speak  at  a particular 
time  or  the  feeling  created  by  others  within 
him  that  he  will  be  interrupted  can  result  in 
breaks  in  fluency. 

For  some  children  serious  repetitions  dis- 
appear when  parents  are  able  to  eliminate 
conditions  which  seem  to  promote  them.  For 
other  children  the  problem  is  more  complex. 

Philip  J.  GlasneU  of  the  Children’s  Psy- 


chiatric Sendee  in  the  Johns  Hopkins  Hospital 
has  stated  that  “many  children  under  five 
when  stuttering  do  not  exhibit  the  same  calm 
totally  unconcerned  attitude  characteristic  of 
normal  children  when  they  speak  with  usual 
childhood  repetition  and  speech  inaccuracies.” 

There  is  no  typical  stuttering  environment. 
That  which  produces  emotional  disturbances 
in  one  child  with  resulting  non-fluency  will 
have  little  effect  on  another  child  whose  s])eech 
is  regarded  as  normal.  “In  the  study  of  psy- 
chosomatic medicine  it  has  been  found  that 
emotional  tension  figuratively  results  in  ])hysi- 
ological  disturbances.  When  this  emotional 
tension  occurs  during  the  period  when  the 
child’s  speech  pattern  is  being  formed,  it  may 
well  result  in  a dislocation  of  the  speech  j)at- 
tern  to  be  diagnosed  as  stuttering.  However, 
why  some  children  react  to  emotional  x>i‘essures 
with  stuttering  while  others  react  with  other 
neurotic  .symptoms  is  not  definitely  known.”'’’ 

The  general  ])ractitioner  or  pediatrician  fre- 
(piently  becomes  aware  of  family  concern  over 
the  young  child’s  speech — whether  it  be  lack 
of  s]>eech  or  speech  that  does  not  meet  with 
the  ])arents’  exi>ectations.  The  demands  made 
by  his  practice,  however,  will  often  limit  a 
more  active  interest.  His  help  can  be  invalu- 
able as  one  of  a groiq)  who  works  with  the 
child.  The  general  practitioner  or  xmdiatri- 
cian  can  refer  the  iire-school  child  to  a speech 
thera])ist  from  the  State  Board  of  Health,  who 
will  see  the  child  and  i>arent  for  a preliminary 
interview.  Other  personnel  of  this  groitp 
might  well  include  a medical  social  consultant, 
a psychologist,  and  a xisychiatrist.  The  physi- 
cian is  able  to  take  care  of  the  child’s  general 
health,  observe  the  existing  speech  problem, 
and  refer  the  child  to  the  ]>roi)er  agency. 

Summary 

1.  Stuttering  is  a criiipling  condition  because 
of  its  possible  iisychological  imiflications. 

2.  The  possibility  that  stuttering  in  some 
children  can  be  prevented  is  well  worth 
consideration.  The  parent  will  need  coun- 
sel because  of  existing  home  conditions 
which  might  be  promoting  the  stuttering. 

3.  Word  repetitions  of  a certain  amount  are 
considered  iiart  of  normal  speech  develop- 
ment. 
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4.  'I'lio  i)liysici;m  is  lAMiiiested  to  ivl'er  the 
piT-school  eliihl  who  stutters  to  a ([Ualified 
speeeli  eliiiieiaii. 
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THE  SCOPE  OF  PHYSICAL  THERAPY  IN 
THE  CRIPPLED  CHILDREN'S  SERVICE 

.Mary  L.  McC'artiiv,  B.  S.,* 
and 

•Ieax  L.  Wilkv,  B.  S.,* 

Dover,  Del. 

Kver  siiiee  tlie  iiliysieal  Iherajiy  pro” ram 
was  created  in  1947  under  the  Dripiiled  Cliil- 
dren's  Service,  it  was  indicated  that  adilition- 
al  staff  would  be  necessary  to  carry  out  tlie 
riinctions  ol'  the  program.  Witli  the  employ- 
ment of  a second  jihysical  therapist  tluring 
the  year,  we  are  a steji  closer  to  the  realization 
of  the  aim  of  increasint>’  physical  therapy  ser- 
vices and  facilities  for  the  crippled  child  in 
I )elaware. 

I’roliahly  one  of  the  most  ini])ortant  func- 
tions of  the  |)hysical  therapist  is  to  s>ive  direct 
service  to  patients  for  whom  physical  theraiiy 
has  heen  pre.scrihed  by  the  ortho|)edist.  The 
therapist  may  he  instructed  to  test  and  grade 
muscle  ])ower,  to  provide  mu.scle  training,  to 
evaluate  functional  activities,  to  supervise  cor- 
rective exerci.ses,  to  perform  massage,  to  assist 
in  planning  for  the  construction  of  eipiipment 
for  home  u.se,  to  a])])ly  various  forms  of  heat 
and  to  explain  the  orthopedic  recommenda- 
lions  and  the  oh.jectives  of  the  treatment.  The 
jilan  for  treatment  includes: 
a.  actual  demonstration  of  the  procedures  to 
he  employed. 

I),  teaching  of  same  procedures  to  a respoii- 
sil)h“  family  niemher. 

c.  instructing  patients  in  suitable  ])lay  activi- 
ties to  he  carried  on  between  visits, 

d.  conferring  regularly  with  the  orthopedist 
who  made  the  relerral. 


•Registered  Physical  Therapists,  Delaware  State  Board 
of  Health. 


e.  ri'cognizing  other  facts  such  as  jihysical, 
emotional,  social  and  economic  jirohlems 
which  may  affect  the  family  health  of  each 
jiatieiit  and  consulting  with  the  juihlic 
health  nurse,  medical  social  consultant  and 
other  interested  pi'rsonnel  regarding  jilans 
for  the  jiatient's  care. 

A written  rejiort  of  the  treat iiumt  ju’oce- 
dures  is  included  in  the  patient's  fohhu-  and 
h(‘comes  a jiart  of  the  clinical  record.  It  is 
iniiiortant  that  jirogress  notes  he  kejit  iiji-to- 
dale  and  revi.sed  as  nece.ssary. 

In  tin*  jiast  year  the  physical  therapists  have 
visited  more  children  on  a more  frecpient  ba- 
sis, and  as  a result  are  of  the  opinion  that — 

1.  A better  relationship  is  estalilished  be- 
tween the  jiatient  and  the  therajiist. 

2.  A better  relationshij)  is  established  lie- 
twc'en  the  parents  and  the  therajii.st.  More 
ojijiort unit ies  are  jirovided  to  become  acipiaint- 
ed  with  the  parents,  and  to  instruct  them  in 
the  treatment  routines  to  be  carried  out  be- 
tween the  visits. 

d.  More  significant  re.sults  are  observed. 

All  jiatieiits  on  tlii'  physical  therajiy  regis- 
ter are  referred  by  the  orthopedic  consultants 
through  the  various  criiijiled  children's  clinics 
in  the  state.  (Vrebral  Palsy,  scoliosis,  Erb- 
Ducheiine  birth  Jialsy,  jies  jilanus,  jioor  jios- 
ture,  jioliomyelitis,  metatarsus  varus,  torticol- 
lis, and  deformities  resulting  from  in.juries  are 
some  of  the  tyjies  of  orthoiiedie  conditions 
treated  by  the  physical  therapists. 

In  order  to  carry  out  the  prescribed  j>hy- 
sical  therapy  treatments  the  therajiist  sujier- 
vises  the  jiatients  at  home  or  in  one  of  the 
treatment  centers  .set  uji  in: 

1.  Selected  schools  with  the  co-ojieration  of 
the  school  sujierintendents  and  school  nurses. 

2.  Clinics  in  selected  rural  areas. 

d.  ( >ut-|iatieid  clinic  of  the  Alfred  1. 
dll  Pont  In.stitute. 

4.  Covi'i'nor  Bacon  Health  Center. 

d.  School  for  the  I landica  jijied — sjion.sored 
by  the  Delaware  Societ.v  for  Crijijiled  ('hildren 
and  Adults. 

In  till'  futuie  it  is  hojied  that  there  can  be 
furthei'  develo|iment  of  this  service  in  the 
centers  ali'eady  functioning  and  in  other  cen- 
ters to  be  (‘stablished  as  the  needs  arise.  It  is 
hojied  that  through  the  further  correlation  of 
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this  service  with  other  services  indicated,  the 
ideal  concept  of  treating-  the  crippled  child 
as  a whole  will  Ijecoine  a reality. 


THE  PUBLIC  HEALTH  NURSE  AND  THE 
POLIOMYELITIS  PATIENT 

IMary  M.  Ki.aes,  E.  N.,  D.  S.,* 

Dover,  Del. 

J’lddic  health  nurses  visit  the  homes  ol  polio- 
myelitis patients  tor  various  reasons,  some- 
times even  before  the  diagnosis  lias  been  made. 
When  the  diagnosis  has  been  made,  the  public 
health  nurse  helps  the  family  of  the  patient 
to  understand  the  implications  of  the  disease 
so  that  they  will  not  be  panic  stricken. 

If  the  diagnosed  patient  stays  at  home  the 
liublic  health  nurse  gives  nursing  care  to  the 
patient  under  the  direction  of  the  patient’s 
I)hysician  and  teaches  the  parent  or  other 
adult  in  the  family  how  to  give  safe  nursing- 
care. 

If  the  iiatient  is  to  be  hospitalized  the 
public  health  nurse  may  be  called  upon  in  as- 
sisting to  find  transportation  for  the  patient, 
especially  if  the  patient  lives  in  a rural  area. 

Another  reason  tor  a public  health  nurse’s 
visit  to  the  home  of  a poliomyelitis  patient  is 
to  make  the  epidemiological  investigation  for 
the  health  department.  This  contact  with  the 
family  of  the  patient  gives  the  nui*se  an  addi- 
tional opportunity  for  teaching,  and  she  is  able 
to  acquaint  the  family  with  the  regulations  of 
the  state  or  city  health  department. 

When  the  acute  stage  of  the  disease  is  pa.ss- 
ed,  the  public  health  nurse  teaches  the  patient 
and  the  family  the  methods  of  caring  for  the 
convalescent  patient.  It  is  often  impossible 
for  the  nurse  to  visit  the  convalescent  i)atient 
frecpiently,  and  therefore,  she  must  teach  that 
part  of  the  patient’s  daily  nursing  care  which 
she  considers  the  most  important. 

What  does  the  nurse  teach  the  family  of  a 
poliomyelitis  patient?  There  are  many  areas 
in  which  teaching  is  indicated,  but  foremost, 
at  this  stage  she  needs  to  teach  about  rest, 
what  rest  is,  and  why  rest  is  so  important  for 
the  convalescent  ])oliomyelitis  patient. 

Tiiere  are  many  articles  in  the  home  which 
can  be  used  for  improvising  sickroom  e<iuip- 
ment,  and  the  family  is  usually  very  eager 

'Director,  Division  of  Public  Health  Nursing,  Delaware 
Slate  Board  of  Health. 


to  make  these  adaptations  of  home  equipment 
which  add  to  the  patient’s  comfort  and  help 
to  keep  him  hajipy  during  the  time  he  must 
stay  in  bed. 

As  a ])ublic  health  nurse  is  primarily  a 
teacher  of  health  she  will  include  in  her  nurs- 
ing care  consideration  of  the  general  health 
of  the  patient.  She  will  discuss  with  the 
mother  aud  jiatieut  the  im])ortance  of  well 
balanced  diet,  regularity  of  elimination, 
necessity  for  rest  jiei'iods  for  the  patients 
and  other  matters  concerning  the  health  of 
the  patient  and  the  family. 

AVhen  the  iioliomyelitis  patient  has  reached 
the  stage  where  the  maximum  recovery  of 
muscle  power  has  taken  iilace  the  imblic  health 
nurse  continues  to  have  an  important  function. 
i\Iuch  of  the  fine  work  which  hospitals,  doctors, 
nurses,  clinics,  or  nursing  care  at  home  have 
accomplished  while  the  patient  was  in  the 
acute  and  convalescent  stage  can  be  undone 
unless  the  patient  continues  to  have  regular 
medical  sirpervision  during  the  chronic  stage. 
The  public  health  nurse  in  her  visits  to  the 
home  emphasizes  and  explains  the  importance 
of  medical  supervision  to  check  posture,  gait, 
ad.justment  of  braces  to  prevent  further  de- 
formity. She  teaches  the  care  of  braces,  oil- 
ing, drying,  and  care  of  leather,  etc. 

Last,  but  not  least,  the  ])ublic  health  nurse 
must  assi.st  the  parents  to  understand  that  the 
patient  should  be  encouraged  to  develop  inde- 
[lendence.  She  realizes  that  parents,  in  their 
love  and  concern,  may  over-protect  the  patient 
and  thus  ])reveut  or  retard  the  development 
of  sel  f-reliance.  lie  should  be  given  a share 
of  the  household  chores  within  the  limits  of  his 
ability  to  carry  out.  This  gives  him  a sense 
of  his  own  worth  and  develops  inner  .security 
which  will  later  enable  him  to  take  advantage 
of  the  splendid  facilities  offered  by  the  Voca- 
tional Rehabilitation  Services  for  the  Handi- 
capped. There  is  a useful  place  in  the  world 
foi'  everyone,  and  to  be  really  happy  one  must 
be  useful. 

REFERENCE 

The  Nursing  Care  of  Patients  with  Infantile  Paralysis. 

New  York:  National  Foundation  for  Infantile  Paralysis. 
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PRESENT  OPPORTUNITIES  IN  THE  STATE 
OF  DELAWARE  FOR  THE  PRE-SCHOOL 
CHILD  WITH  A HEARING 
IMPAIRMENT 

Dorothy  ^Iorgan.  31.  A..* 

Dover,  Del. 

A pre-.sehool  ehild  with  a hearing  impair- 
ment t're(piently  pre.sent.s  nnmerons  problems 
to  his  family  as  well  as  his  neighborhood  en- 
vironment. 11  is  hearing  lo.ss  may  range  from 
mild  to  severe ; the  eaiise  of  his  loss  may  be 
known  or  unknown  ; his  develoi)inental  growth 
may  l.)e  slow,  normal,  or  i)recoeious ; he  may 
live  in  humble  or  comfortable  surroundings; 
yet  his  basic  problems  are  almost  identical. 
Ilis  hearing  impairment  has  hampered  his 
modes  of  communication  and  frecpiently  the 
develo])ment  of  his  communication  skills.  Tn- 
til  the  fact  of  his  hearing  impairment  is  de- 
termined, he  is  often  considered  to  be  a be- 
havior ])roblem  and/or  a slow  learning  child. 

To  establish  a ])oint  of  dei)arture  from  which 
we  may  ])lan  a i>rogram  to  initiate  or  improve 
his  communication  .skills,  following  his  refer- 
ral to  our  .services,  many  factors  of  his  de- 
velopment must  be  known  or  estimated. 

1.  The  child’s  ability  to  hear  sound — en- 
vironmental sounds  including  the  human 
voice. 

2.  The  child's  type  and  degree  of  hearing 
imi)airment. 

3.  The  medical  history  and  causal  factors 
of  the  child's  hearing  loss  and  his  general 
physical  condition. 

4.  I^o.s.sible  remedial  medical  measures  to 
in.sure  as  adequate  hearing  as  can  b('  expected. 

5.  The  attitude  of  the  i)arents,  the  family, 
the  neighborhood,  and  the  child  himself  re- 
garding his  hearing  lo.ss. 

6.  Past  and  pre.sent  habilitation  steps  at- 
tem])ted  for  the  child. 

Freciuently  some  of  these  six  needs  are  un- 
known to  the  family  or  the  individual  respon- 
sible for  the  child’s  welfare.  Immediate  steps 
mu.st  be  taken  to  see  that  they  are  completed 
as  adequately  as  possible.  31iddle  ear  infec- 
tions, enlai'ged  and  infected  tonsils  and  ade- 
noidal tissue,  and  cerumen  are  the  cau.sal  or 
contributing  factors  of  some  hearing  imj)air- 
ments.  When  these  ai‘e  medically  treated, 

•Audiologist.  Delaware  State  Board  of  Health. 


the  [iroblem  of  educating  the  child  may  be- 
come lesser  in  degree  or  eliminated. 

An  individualized  program  may  then  be 
established  on  an  experimental  basis  for  the 
child  with  iiermanent  damage.  Each  child  re- 
sponds to  different  stimuli  which  compose  a 
readiness  for  the  development  or  im])rovement 
of  his  communication  .skills'  program.  For  this 
reason, various  methods  must  be  tried.  It  is  the 
duty  of  the  ])arents  and  the  family  to  see  that 
the  suggested  methods  are  followed  through  at 
home.  Communication  skills  cannot  be  de- 
velo])ed  or  established  or  improved  through  a 
weekly  lesson  only. 

The  es.sential  jiart  of  this  experimental  pro- 
gram includes  the  development  of  a need 
by  the  child  to  communicate  orally.  If  the  child 
is  over  two  years  of  age,  usually  a form  of  sign 
language  has  been  developed  by  him  and  his 
family  to  make  his  wants  and  needs  known, 
lie  must,  then,  be  given  opportunities  to  form 
the  realization  that  communication  exists  in 
facial  expre.ssions  and  facial  movements  in 
addition  to  body  movements.^  The  length  of 
time  ueces.sary  for  this  realization  or  the  be- 
ginning of  speech  reading  depends  upon  the 
individual  child,  the  parental  cooperation,  and 
the  guidance  which  they  receive.  As  soon  as 
the  child  finds  this  mode  of  communication 
successful,  a i)rogram  to  establish  it  and  inte- 
grate it  into  every  activity  of  the  child  and 
family  may  be  begun.  31any  children  begin 
speech  reading  as  their  means  of  understand- 
ing others  before  it  is  found  that  they  have  a 
hearing  im])airment.  Some  are  so  ade])t  that 
it  is  difficult  to  realize  they  are  using  their 
eyes  in  addition  to  their  ears. 

When  the  child  has  begun  speech  reading, 
he  also  develops  a need  to  begin  or  improve 
his  own  speech  and  language.  If  the  child 
has  a severe  hearing  impairment,  learning  to 
talk  will  probably  be  a lifelong  program  to 
him  which  makes  it  most  imjFortant  that  he 
be  guided  as  ade(p;ately  as  possible  in  his  be- 
ginning years.  The  child  with  a moderate  or 
mild  hearing  impairment  may  need  help  until 
his  skills  are  developed,  for  he  will  be  more 
likely  1o  retain  his  speech  i)atterns  through 
the  use  of  his  own  hearing.  Speech  and 
language  is  such  a highly  complicated  skill 
that  most  children  with  severe  imi)airments 
need  constant  helj)  in  its  development. 
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Si)eedi  reading,  speech,  language,  and  ear 
training  are  the  four  main  aspects  of  a habili- 
tation  program  for  children  with  hearing  im- 
pairments. An  observer  would  find  it  difficult 
to  designate  which  skill  is  being  emphasized 
during  a child's  lesson.  After  a child  has 
realized  the  need  for  oral  communication,  all 
of  these  four  skills  unite.  Each  sentence  or 
phrase  that  is  spoken  involves  every  skill.  Ear 
training,  which  has  not  been  mentioned  here- 
tofore, is  fre<iuently  aided  with  amplification. 
Those  children  who  are  able  to  benefit  from 
hearing  aids  are  fitted  at  as  early  an  age  as 
possible.  This  means  that  the  parents  of  very 
young  children  (one  and  two  years  of  age) 
must  have  guidance  in  its  use  as  well  as  the 
children  themselves. 

Communication  skills  are  not  all  that  is 
necessary  for  the  pre-school  child  with  a 
hearing  impairment.  He  frecpiently  needs 
guidance  in  his  personality  development  for 
one's  success  in  getting  along  with  others  is 
greatly  dependent  upon  one's  ability  to  com- 
municate. Parents  are  usually  equally  con- 
cerned with  their  child's  behavior  and  his 
ability  to  talk  and  understand  the  speech  of 
others.  A carefully  guided  program  is  con- 
cerned with  the  child's  general  growth  and 
development  as  well  as  his  speech,  speech  read- 
ing, language,  and  ear  training.- 

To  explain  more  fully  this  program  which 
has  just  been  briefly  outlined,  three  children 
have  been  selected  to  serve  as  examples. 

1.  Paul,  five  years  of  age,  was  referred  by 
by  fhe  Public  Health  Nurse,  who  was  call- 
ed into  his  home  by  his  mother.  Upon 
examining  his  hearing  through  observation 
and  pure-tone  audiometry,  the  audiologist 
found  this  he  presented  a mild  hearing 
loss.  Paul's  speech  was  a jumble  of  sounds 
which  only  his  parents,  brothers,  and  sis- 
ters were  able  to  understand.  They  notic- 
ed that  he  either  did  not  answer  when 
spoken  to  or  asked  tor  repetitions.  The 
audiologist  suggested  he  have  a medical 
examination  to  determine  the  causal  fac- 
toi's  tor  his  hearing  loss  and  any  possible 
medical  treatment.  It  was  found  that  he 
had  a severe  growth  of  adenoidal  tissue 
and  infected  tonsils.  Shortly  after  these 
were  removed,  his  hearing  was  re-examin- 
ed. He  was  found  to  have  regained  nor- 


mal hearing.  He  is,  at  the  present  time, 
undergoing  a i)rogram  of  ear  training  and 
speech  therapy.  His  mother  observes  his 
weekly  lessons  and  is  given  suggestions  to 
carry  through  a program  at  home.  Paul 
is  a shy  child  who,  because  no  one  can  un- 
derstand him,  prefers  not  to  talk.  At  times 
he  repeats  sounds  in  an  effort  to  speak 
more  intelligibly.  His  mother  is  also  re- 
ceiving help  from  the  audiologist  to  en- 
courage a better  emotional  adjustment  tor 
Paul.  When  Paul  enters  school  next  fall, 
he  will  be  confronted  with  additional  prob- 
lems. Contact  with  the  school  personnel 
will  be  made  to  aid  their  understanding  of 
Paul’s  problems. 

2.  Alfred,  four  years  of  age,  was  referred  by 
a hearing  aid  representative,  who  had 
noticed  Alfred's  extreme  behavior  prob- 
lems when  he  sold  a desk  model  hearing 
aid  to  Alfred’s  parents  for  the  child’s  xise. 
When  Alfred  was  seen  by  the  audiologist, 
it  was  recommended  that  he  have  a more 
complete  evaluation  by  the  Hearing  and 
Speech  Center  at  Johns  Hopkins  Hospital 
in  Baltimore.  An  examination  by  an 
otologist  revealed  that  no  remedial 
measures  could  be  employed  to  improve 
Alfred's  hearing.  Alfred  was  seen  by  the 
audiologist  for  a short  period  in  order  to 
prepare  him  tor  the  testing  at  the  Hear- 
ing and  Speech  Center.  Because  Alfred 
learns  (juickly  and  definitely  has  some  resi- 
dual hearing,  it  was  possible  to  prepare 
him  for  s])eech  testing  in  addition  to  pure- 
tone  audiometry.  He  was  found  to  have 
a speech  reception  threshold  of  thirty-five 
to  forty  decibels.  His  hearing  loss  as 
shown  by  pure-tone  axidiometry  approaches 
normal  hearing  for  low  frecpxencies,  but 
for  frexpiencies  above  one  thousand  cycles, 
he  does  not  register  hearing  until  an  in- 
tensity of  fifty  and  sixty  decibels  is  intro- 
duced to  him.  A small  wearable  hearing 
aid  was  suggested  for  Alfred.  At  the 
present  time,  he  is  being  prepared  for  its 
use.  Until  he  adjusts  to  it  adequately,  the 
audiologi.st  has  planned  a more  specific 
program.  He  is  receiving  bi-weekly  les- 
sons in  the  place  of  his  weekly  les.sons. 
Alfred  is  also  receiving  help  from  the 
Mental  Hygiene  Clinic  which  is  attempting 
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to  improve  his  emotional  pi-oblems.  There 
are  two  more  years  ahead  l)efore  Alfred 
will  he  of  sehool  as>e.  It  is  hoped  that  he 
will  <iain  siiffieiently  intelligible  speeeh 
and  the  ability  to  eommunieate  with  others 
in  this  time,  enabling  him  to  be  edueated 
similarly  to  a hearing  child.  No  doubt  he 
will  eontiiuK*  to  j)i'esent  problems  at  home 
and  find  |)i'oblems  at  sehool.  Theiv  will 
be  no  need  to  send  Alfred  away  to  .school 
for  s])ccial  education  if  he  has  an  under- 
standing teaehei'  and  someone  trained  to 
work  with  his  s[)ecific  hearing  pi'oblems. 
It  will  take  more  than  two  years  to  habili- 
tate this  child  completely. 

3.  day,  three  years  of  age,  was  refenvd  to 
the  audiologist  by  one  of  the  s|)eech  thera- 
])ists.  day  had  had  a complete'  olological 
examination  which  revealed  that  he  had  a 
sevei'e  bilateral  nei've  deafness.  The 
cairsal  factor  was  unknown  and  it  was  be- 
lieved to  be  congenital  of  an  exogenous 
type,  day  bad  been  examined  at  the  Hear- 
ing and  S]>eech  (’enter  at  dohns  Hopkins 
Hospital  in  Baltimoi'e,  where  it  was  be- 
lieved that  he  had  little  or  no  residual 
hearing,  rnsnccessfnl  attempts  had  Ix'en 
made  to  enroll  him  in  a residential  school 
foi'  the  deaf,  day  communicated  with  his 
])arents  by  a sign  language  which  he  had 
made  up  himself.  Thus,  only  his  parent.s 
could  understand  his  wants  and  needs. 
He  i)resejited  many  problems  at  home  be- 
can.se  of  his  parents'  inability  to  compre- 
hend all  of  his  communicative  efforts,  lie 
hid  umh'i-  the  bed,  bit,  kicked,  threw  things 
within  reach,  and  attempt(*d  to  I'un  away. 
■\  ])i'ogram  was  ('stablished  for  day  which 
nec('.ssitat('d  a long  experimental  state.  Tt 
was  1hrc('  iiionths  Ix'l'ore  day  really  recog- 
niz(‘d  that  coiTimnnication  existed  in  facial 
expn'.ssion  and  facial  movcTnents.  day  be- 
gan to  improve  imnu'diately  in  his  self- 
lu'lps  and  ('motional  adjustments.  He  be- 
gan to  (h'velop  a few  words  which  were 
“boo,  no,  mama,  and  thumb.’’  He  is  now 
expanding  his  vocabulary  as  well  as  his 
ability  to  nmh'rstand  otln'i's.  He  con- 
tiniu's  to  use  his  signs  for  his  needs  and 
wants,  which  he  is  unable  to  expre.ss  vei'l)al- 
ly.  He  usually  mak('s  .sounds  while  he 
signs  now  showing  that  he  has  some  com- 


prehension of  continued  speecli  and 
language.  He  did  not  fully  accept  a heai'- 
ing  aid  when  it  was  introduced  .shortly 
after  his  first  attempts  at  speech.  For  a 
nionth  the  hearing  aid  was  not  brought  into 
his  h's.sons.  Soon  he  bc'gan  to  ask  for  it  by 
pointing  to  his  ears.  His  mother  noted 
that  he  was  becoming  aware  of  some  of 
the  gross  sounds  around  the  hon.se  ;ind 
farm.  An  appointment  has  been  made  at 
dohns  Hopkins  Hearing  and  Speech  (’enter 
for  additional  testing.  It  .seems  probable 
that  he  has  some  residual  hearing  which 
may  be  trained  and  used  as  an  aid  in  his 
s])e('ch  development  or  certainly  as  a warn- 
ing signal  in  his  ('iivironment.  With 
s])ecial  training  day  ought  to  be  able  to 
rc'inain  at  home  and  attend  a school  for 
hearing  children  if  that  .school  has  pro- 
visions for  extra  help  by  a trained  teacher 
for  aurally  handicajiped  children.  Because 
of  the  im])rovement  in  his  behavior  nj)  to 
this  time,  there  is  reason  to  believe  that  he 
will  have  compiered  many  of  his  pre.sent 
lU'oblems  by  the  time  he  is  of  sehool  age. 
day's  parents  have  done  an  excellent  job 
with  his  problems.  With  help  for  three 
more  years  day  and  his  jiarents  as  well  as 
his  community  ought  to  have  a greater  in- 
sight into  the  implications  of  a severe  hear- 
ing im|)airment. 

All  parents  of  preschool  children  with  hear- 
ing impairments  in  Delaware  have  the  o|)- 
portunity  foi-  an  individualized  ])rogram  for 
their  children.  lieferi'als  to  this  ])rogram  are 
accepted  from  anyone.  Becan.se  this  ])rogram 
is  just  a year  old,  there  may  be  a waiting- 
period  for  this  help  depending  n])on  the  opem- 
ings  in  the  county  wliei'C  the  child  resides. 
Sni)plementary  sngge.stions  are  given  at  the 
initial  interview  of  the  child  and  ])arents. 
Tlu'.se  may  include  attempts  to  begin  the 
experimental  i)rogram  which  will  later  be 
instituted  and  Or  the  suggestion  of  the  use  of 
coi'i'espondence  conr.sc's.  The  corresi)ondence 
courses  may  be  used  for  snpplenu'utary  sug- 
gestions only,  for  a highly  individualized  pro- 
gram through  the  mail  is  impossible. 

It  seems  i)robable  that  i)re-.school  education 
and  guidance  such  as  mentioned  above,  which 
is  available  through  the  Delaware  State  Board 
of  Health,  will  allow  I'ach  ('ducable  child 
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with  a hearing  impairment  to  initiate  the 
establishment  of  communication  skills  and  a 
happy  personality.  It  is  the  first  five  years 
of  a child’s  life  that  “are  the  most  funda- 
mental and  the  most  formative  . . 
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THE  MEDICAL  SOCIAL  WORKER  IN 
PUBLIC  HEALTH  PROGRAMS 

Betty  M.  White,  A.  B.,  M.  S.* 
and 

Helen  Cole,  A.  B.,  M.  S.,* 

Dover,  Del. 

One  of  the  important  concepts  of  modern 
medicine  is  its  focus  on  the  treatment  of  the 
total  person — not  just  on  his  physical  dis- 
ability. Physicians  have  found  that  medical 
treatment  which  does  not  take  into  considera- 
tion the  personal  or  family  difficulties,  the 
personality  and  problems  of  their  patients,  is 
not  the  most  effective.  Medical  social  workers 
are  being  used  increasingly  throughout  the 
country,  in  hosjiitals,  clinics,  medical  care 
programs,  and  Public  Health  Units  ad- 
ministered by  State  health  authorities  to  help 
the  patient  with  those  social  or  emotional  prob- 
lems which  stand  in  the  way  of  his  making  the 
most  constructive  use  of  the  services  available. 
It  is  possible  to  give  a patient  better  service 
when  medical  study  and  treatment  go  hand  in 
hand  with  the  treatment  of  unfavorable  social 
factors.  We  quote  from  the  recent  Statement 
of  Standards  by  the  American  Association  of 
jMedical  Social  Workers: 

“Social  casework  in  a hospital,  clinic,  or 
sanatorium  is  concerned  with  helping  the 
])atient  with  personal  or  environmental  dif- 
ficulties which  predispose  toward  illness  or 
interfere  with  obtaining  maximum  benefits 
from  medical  care.  This  service  depends 
upon  individualized  study  of  the  patient  so 
that  his  medical  situation  and  its  interrela- 
tionship with  his  personal  needs  and  prob- 
lems may  be  understood.  Sharing  of  infor- 
mation between  the  doctor  and  the  social 
worker  is  basic  to  their  individual  under- 

‘Medical  Social  Consultants,  Delaware  State  Board  of 
Health. 


standing  of  the  patient.  With  this  under- 
.standing  the  ca.seworker  helps  the  patient 
participate  in  a plan  consistent  with  the 
medical  recommendations  and  acceptable 
to  him.  ’’ 

The  Delaware  State  Board  of  Health  has 
two  medical  social  consultants  in  its  Division 
of  Maternal  and  Child  Health  and  Crippled 
Children ’s  Services.  Recently  Miss  Florence 
Gross  has  joined  the  staff  at  Brandywine  and 
Edgewood  Sanatoria  as  a medical  social  work- 
er. Patients  with  tuberculosis  requiring  long- 
time hospitalization  often  have  many  problems 
which  have  been  brought  about  by  the  neces- 
sary disruption  of  the  home  in  addition  to 
their  feelings  about  their  illnesses.  The  pa- 
tients, themselves,  may  be  put  in  the  position 
of  keeping  things  to  themselves  and  being 
brave  about  the  whole  matter  to  keep  up  for 
the  family  members,  when  actually  it  would 
be  best  for  the  medical  conditions  of  these 
]iatients  if  they  could  receive  relief  from  their 
feelings  and  help  in  adjusting  to  their  medical 
conditions.  Patients  leaving  the  sanatoria 
against  advice  is  a large  problem.  It  is  liojied 
that  this  problem,  among  others,  can  be  re- 
duced through  the  services  of  a medical  social 
worker  in  cooperation  with  the  doctors,  the 
nurses  and  the  other  hospital  personnel  in  be- 
half of  the  patients  and  their  families. 

Since  practically  all  of  the  work  of  the 
medical  social  consultants  in  Delaware  has 
been  confined  to  those  patients  being  served  by 
the  Division  of  Maternal  and  Child  Health 
and  Crii)})led  Children’s  Services,  we  will 
limit  our  discussion  to  the  handicapped  child 
(including  not  only  children  with  orthopedic 
conditions,  but  those  needing  plastic  surgery, 
such  as  harelip,  cleft  palate,  contractures  from 
burns  or  other  accidents  ; instead  of  conditions 
requiring  neurosurgery;  remediable  hard  of 
hearing;  birth  injuries  and  speech  defects). 
Many  of  the  problems  discussed  in  this  paper 
are  pertinent  to  children  with  other  handicaps 
(as  cardiacs,  asthmatics,  etc.).  The  physician  is 
often  the  first  to  recognize  an  environmental 
or  personality  problem  interfering  with  the 
child’s  rehabilitative  process.  This  problem 
may  be  an  attitude  on  the  })art  of  the  parents 
toward  their  handica])i)ed  child,  which  is  felt 
to  be  detrimental  to  his  progress — as  an  ex- 
tremely over-productive,  over-solicitous  atti- 


Delaware  8tate  Medical  Journal 


September,  lOJO 


tilde,  or  one  of  more  overt  rejection. 
After  some  discussion  on  the  part  of 
the  physician  with  the  parents,  if  he 
finds  the  situation  needs  further  study 
and  lielp,  he  may  refer  it  to  tlie  medical  social 
woi'ker.  So  much  is  done  by  the  thoughtful 
physician  to  help  alleviate  fears  and  anxieties 
on  the  part  of  jiarents,  such  as  giving  adecpiate 
explanation  of  causes  of  handicapping  con- 
ditions. It  is  a very  traumatic  experience  for 
any  i)aient  to  learn  their  child  is  ])ermanently 
handica])ped.  They  often  feel  this  to  be  an 
indication  of  an  inade(juacy  on  their  part. 
If  the  child  happens  to  have  been  from  an  un- 
wanted pregnancy,  the  parents  may  be  con- 
sumed with  a terrible  guilt,  which  may  pro])el 
them  to  constantly  try  to  make  iij)  to  the  child 
at  the  expense  of  their  own,  as  well  as  the 
child's  emotional  health.  Within  the.se  early 
beginnings  are  shai)ed  the  child’s  future  atti- 
tudes toward  his  handicap,  and  the  situation 
deserves  careful  evaluation  by  the  physician 
and  medical  social  worker.  Casework  may  be 
the  medium  through  which  the  parents  can 
gain  insight  into,  and  an  understanding  of, 
their  i)roblems  and  how  they  relate  to  the 
child's  future  adjustment,  rsychiatric  help 
may  be  needed. 

The  patients’  and  parents’  failui’e  to  carry 
out  medical  recommendations  is  sometimes  a 
])i'oblem  that  i)hysicians  and  medical  social 
workers  may  work  on  together.  Sometimes 
this  may  indicate  only  a need  for  a better  un- 
derstanding of  the  medical  j)icture,  or  there 
may  be  other  factors — the  jiatient  may  resent 
suggestions  for  long  time  care  which  would 
se])arate  him  from  his  family  or  normal  activi- 
ties ; he  may  hate  to  give  up  his  ap])arent  inde- 
pendence to  accept  semi-de])endence  as  in  a 
hospital ; or  the  parents  may  not  be  able  to  ac- 
cept separation  from  their  child;  or  follow  out 
any  ])rescription  which  may  seem  painful  to 
the  child;  and  this  list  could  go  on  and  on. 
The  extent  of  a child’s  disability  is  not  always 
determined  by  the  disability  itself,  but  by  the 
child’s  attitude  towai'd  it.  The  attitude  often 
i-efiects  that  of  his  i>arents  toward  a handicap. 

Where  there  is  considerable  familial  strife, 
the  various  problems  of  the  crippled  child  can 
be  batted  around  both  dangerously  and  inde- 
finitely. In  such  in.stances,  it  would  .seem  valid 
to  evaluate  the  familial  difficulties  in  a way 


which  would  offer  clarification  to  those  in- 
volved, though  the  problems  themselves  re- 
mained; then  the  parents  might  be  better  able 
to  concentrate  on  the  problems  of  the  crip- 
pled child. 

In  the  medical  care  of  a child,  it  is  .so  im- 
])oitant  to  know  what  the  illness  means  to  the 
child  as  well  as  to  the  i)arents.  Perhaps  the 
child  feels  he  is  being  punished  for  some 
wrong  doing,  or  that  his  parents  want  him 
out  of  the  way.  lie  may  also  suffer  from  in- 
feriority feelings — that  he  is  just  a weakling; 
he  won't  grow  up  to  be  big  and  strong  as  his 
neighbor's  boys  did;  ]>eople  will  call  him  a 
sis.sy ; he  won't  be  able  to  keei>  iij)  in  school 
with  the  other  children. 

Some  of  the  various  problems  the  cripi)led 
child  and  his  family  may  be  facing  are  in- 
ability of  the  child,  family,  or  both,  to  accept 
his  handicap  in  a way  that  will  allow  him  to 
live  as  full  a life  as  possible;  the  child's  in- 
ability to  find  an  adecpiate  place  in  the  family 
grouj);  the  child's  lack  of  education  which 
may  reduce  his  o])portunity  for  self-support 
later  in  life ; non-acceptance  by  the  com- 
munity because  he  is  different;  financial  drain 
on  the  family  which  may  cause  the  child  to 
feel  a burden;  the  child's  lack  of  mobility 
which  might  cause  life  to  be  boring.  Whether 
the  child  was  crip])led  iirior  to,  or  at,  birth, 
or  later  develo])ed  the  handicap,  is  imi)ortant 
to  know  for  herein  one  .sometimes  finds  ])art 
of  the  clue  as  to  the  kind  of  adjustment  or 
lack  of  adjustment,  that  is  being  made. 

One  of  the  })rinciples  which  casework 
operates  on  is  that  of  resi)ect  for  the  indi- 
vidual and  his  right  to  make  his  own  decisions. 
Sometimes  medical  recommendations  will  be 
followed  more  jiromptly,  willingly  and  sound- 
ly, when  the  ])atient  and  the  family  are  al- 
lowed to  accept  the  necessary  responsibility 
rather  than  when  someone  else  attem})ts  to 
a.ssume  it  for  them.  Other  times,  a patient 
and  his  family  are  unable  to  move  along  with- 
out a gi'eat  deal  of  supportive  treatment. 
Usually,  except  for  the  very  young  patient, 
it  is  well  for  the  child  to  ])articipate  in  the 
planning,  on  his  own  level,  of  course. 

Urom  the  ])oint  of  view  of  the  patient  and 
his  family,  there  can  be  much  confusion  and 
indefinitene.ss  about  medical  conditions  in 
terms  of  the  ]>resent  and  what  the  future  may 
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hold.  One  potent  factor,  however,  which  the 
doctor,  and  he  alone,  has  to  work  with  is  the 
doctor-patient  relationship,  which  can  be  so 
meaningful — and  primarily  for  the  patient, 
whom  we  all  want  to  serve  to  the  best  of  our 
capacities. 

The  successful  treatment  of  the  handi- 
capped children  in  the  State  of  Delaw'are  de- 
pends on  tw'O  main  factors:  (1)  the  coopera- 
tive endeavors  of  members  of  the  various  pro- 
fessional, as  well  as  lay,  groups,  under  the 
leadership  of  the  doctors,  in  behalf  of  the  pa- 
tients and  their  families;  (2)  the  ability  of  the 
patients  and  their  families  to  follow  the  medi- 
cal recommendations,  which  take  into  account, 
social  and  emotional  factors. 

^Ye,  too,  are  interested  in  the  total  person. 
We  are  happy  that  our  team  includes,  in  ad- 
dition to  the  doctors  and  the  public  health 
nurses,  physical  therapists,  speech  therapists, 
audiologist,  nutritionist  and  oral  hygienist, 
with  whom  we  work,  to  help  give  the  patients 
and  their  families  the  total  service  their  health 
needs  require. 

Operating  chiefly  through  the  county  health 
units,  we  stand  ready  to  serve. 


PROGRAMS  OF  DENTAL  CARE  FOR 
CHILDREN 

IMargaret  H.  Jeffreys,*^ 

Dover,  Del. 

During  the  past  decade  American  people 
have  become  increasingly  aware  of  the  neces- 
sity for  good  dental  health.  Recognition  of 
this  important  fact  is  due  in  part  to  the  find- 
ings released  by  the  armed  forces  following 
the  examination  of  selective  servicemen  in 
World  War  II,  wide-spread  advertising  of 
dentifrices  and  other  dental  preparations,  and 
the  use  of  popular  magazines,  the  radio,  and 
more  recently,  television  as  a medium  for 
health  education.  More  effective  than  any 
or  all  of  these  facets  for  disseminating  infor- 
mation and  swaying  public  opinion,  however, 
has  been  the  encouragement  offered  by  the 
dental  jirofession  since  the  introduction  of 
fluorides  and  their  faith  in  what  these  pre- 
ventives can  accomplish. 

But,  while  the  public  is  now  aware  of  the 
need  for  dental  attention  and  have  evidenced 

•Director,  Division  of  Oral  Hygiene,  Delaware  State 
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concern  regarding  their  ability  to  obtain  it, 
few  persons  are  in  a position  to  visualize  the 
magnitude  of  the  problem  which  confronts 
those  who  must  provide  care.  Fewer  still 
have  looked  far  into  the  future  and  pondered 
the  question  of  what  may  or  will  be  done  as  a 
result  of  the  increased  years  of  life  expectancy. 
O’Rourke  gives  all  of  us  something  to  think 
about  when  he  says,  “A  child  of  today  with 
average  life  expectancy  will  need  his  dentition 
forty-two  years  longer  than  the  average  child 
of  the  16th  century ; twenty-seven  years  longer 
than  those  born  at  the  time  of  the  American 
Revolution ; and  seventeen  years  longer  than 
those  born  at  the  beginning  of  the  20th  cen- 
tury. ’ 

But,  without  giving  any  thought  to  the  fu- 
ture, and  considering  only  the  situation  as  it 
exists  today,  we  are  faced  with  a problem  of 
enormous  magnitude.  In  the  past,  less  than 
35  per  cent  of  the  population  of  this  country 
has  had  adequate  dental  care.  A survey  made 
in  the  schools  of  this  state  in  recent  months  re- 
vealed that  less  than  fifty  per  cent  of  our 
own  children  had  visited  the  dentist  even  once 
between  January  1,  1949  and  January  1,  1950. 
Dental  examination  of  preschool  and  school 
children  reveal  an  accumulation  of  unmet 
needs. 

With  the  present  shortage  of  dental  per- 
sonnel and  the  lack  of  facilities  for  training 
the  vast  number  necessary  to  meet  the  demand, 
the  chances  of  providing  care  for  all  who  need 
it  are  hopeless.  The  Council  on  Dental  Health 
of  the  American  Dental  Association  together 
with  individuals  and  groups  of  individuals 
who  have  devoted  much  time  and  thought  to 
finding  a solution  to  the  problem  suggest, 
among  other  possibilities,  1)  adecjuate  dental 
service  for  children  and  (2)  the  prevention  of 
dental  diseases  through  the  application  of  pre- 
ventive techniciues  as  soon  as  they  are  demon- 
strated to  be  scientifically  valid. ^ 

Here  in  Delaware,  we  are  attempting  a so- 
lution to  our  problems.  As  we  stated  last 
yeaF  ours  was  one  of  the  first  states  to  set 
up  a program  to  provide  tojiical  application 
of  fluoride  for  school  children  in  the  lower 
economic  groups.  That  program  is  still  in  ef- 
fect and  to  date,  some  ten  thousand  children 
have  received  the  complete  series  of  the  pre- 
scribed four  treatments. 
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While  the  progTam  of  the  Oral  Hygiene  Di- 
vision of  the  State  Board  of  Health  is  designed 
to  promote  those  services  necessary  to  the  pre- 
vention of  dental  disease,  namely,  routine 
dental  examination,  prophylaxis,  dental  health 
education,  and  now  the  topical  application 
of  sodium  fluoride,  the  staff  has  not  been  un- 
mindful of  the  crying  need  for  corrective  den- 
tal service,  and  through  the  years  its  mem- 
bers have  worked  diligently  to  stimulate  in- 
terest among  children  and  parents  to  obtain 
such  services  from  dentists  in  private  i)ractice. 
These  efforts  have  not  been  in  vain. 

Fifteen  years  ago,  in  the  early  days  of  this 
Division,  interest  centered  i)rimarily  in  the 
one-room  schools.  Working  with  the  teachers 
and  members  of  the  local  Parent-Teacher  As- 
sociation, it  was  not  unusual  to  have  five  or 
six  such  .schools  rei>ort  annually  that  all  chil- 
dren had  returned  their  “corrective  advice’' 
cards  signed  by  the  dentist,  indicating  that  all 
necessary  dental  work  had  been  done.  Later, 
similar  efforts  were  made  in  the  larger  con- 
.solidated  schools  and  what  are  now  knowm  as 
“continuing  programs’’  were  establi.shed. 

These  continuing  i)rograms,  such  as  are  now 
functioning  in  some  fifteen  or  more  schools 
throughout  the  state  were  instituted  in  the 
first  grade.  Each  year  thereafter  until  ready 
to  enter  junior  high  school,  these  same  children 
receive  dental  care,  the  majority  of  them  from 
their  own  family  dentist.  For  those  children 
whose  parents  are  not  able  to  assume  full  res- 
ponsibility tor  payment  of  services,  or  can 
only  pay  in  ]>art,  special  provision  is  made. 
The  local  dentist  or  dentists,  as  the  case  may 
be,  since  in  communities  where  there  is  more 
than  one  dentist,  the  services  of  as  many  as 
will  participate  are  used,  take  care  of  these 
children  in  their  own  offices  and  are  paid  out 
of  a special  fund. 

Such  programs  are  termed  “continuous” 
because  the  pu])ils  receive  dental  care  annual- 
ly throughout  their  elementary  school  life.  It 
may  be  noted  however,  that  the  program  is  not 
limited  to  just  one  group  of  children.  Once 
established,  the  new  first  grade  is  included 
each  year  and  these  children  follow  through 
the  same  routine  as  the  others. 

While  the  number  of  children  imder  dental 
supervision  naturally  increases  each  year  with 
the  inclusion  of  the  new  first  grade,  several 


studies  have  indicated  that  the  actual  amount 
of  dental  work  to  be  done,  along  with  the  cost 
of  the  services  rendered,  is  ultimately  reduced. 
In  1946,  the  findings  of  one  school  in  the  lower 
part  of  Delaware,  where  such  a program  had 
been  functioning  for  six  years,  were  compared 
with  those  of  several  other  schools  in  which  no 
program  had  been  established.  In  the  school 
where  the  children  had  received  regirlar  den- 
tal care,  examination  of  all  children  in  the 
elementary  grades  revealed  an  average  of  .16 
carious  permanent  teeth  per  child.  Only 
third  grade  children  w’ere  examined  in  the 
other  schools  and  they  averaged  2.5  carious 
permanent  teeth. 

It  is  not  conceivable  that  a program  of  this 
nature,  which  includes  all  children  regardless 
of  economic  status,  can  function  without  fi- 
nancial sui)port,  and  this  responsibility  is 
usually  assumed  by  the  Parent-Teacher  Asso- 
ciation or  some  other  community  group  or 
groui)s.  During  the  past  year  a limited 
amount  of  funds  were  available  from  the  State 
Board  of  Health  and  were  used  in  part  to  as- 
sist community  groups  desirous  of  establish- 
ing such  ])rograms,  but  unable  to  raise  enough 
money  to  defray  the  entire  cost. 

During  the  past  two  years  some  questions 
have  been  raised  concerning  the  desirability 
of  the  dental  interneship  required  in  Dela- 
ware. In  the  opinion  of  the  State  Board  of 
Health,  our  ability  to  obtain  the  services  of 
such  i)ersons  has  been  most  op})ortune.  This 
is  especially  true  insofar  as  the  colored  chil- 
dren in  our  population  are  concerned  since 
prior  to  the  employment  of  the  first  colored 
dental  interne  in  1948,  corrective  dental  serv- 
ice for  tho.se  outside  of  Wilmington  was  almost 
im})o.s.sible  of  attainment. 

In  New  Castle  county  where  such  services 
have  been  available  for  the  past  two  years, 
continuing  dental  ])rograms  such  as  have  been 
described  have  been  functioning  in  all  the 
colored  schools.  This  fall  we  hope  to  be  able 
to  extend  the  i>rogram  into  Kent  and  Sussex 
counties  and  continue  there  the  i)i‘ogram  which 
was  di.scontinued  a year  ago  due  to  lack  of 
personnel. 

Studies  have  been  made  from  time  to  time 
to  determine  the  value  of  continuing  dental 
programs.  Beyond  any  doubt  the  results 
excel  those  attained  in  the  average  dental 
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iliiiic  srt  Up  lor  piiltlic  wcl I'ait*.  .MuivctviT 
llicv  lia\f  coiisitlcraMf  «Mlucatioiial  value,  lu 
the  (i^^t  plaec,  tliey  an-  associated  with  dental 
liealtli  edlieation.  iueorporated  as  part  ol'  the 
>eliool  pro<rraiii;  and  the  ehildreii.  suit.jeeted 
to  the  iulluenee  of  early  and  periialie  dental 
eaie.  ae<|uire  a hahit  which  is  not  usually  for- 
<;otten  when  they  reach  adulthood.  I’areiits 
loo.  learn  through  the  experiences  (»f  their  chil- 
dren and  realize*  that  with  continuity  of  d(*ntal 
care  an  aei'Umulat ion  of  (h*ntal  defects  is  iin- 
possihh*  and  that  optimum  elental  In*  dth 
thiou^hout  life  is  reatlily  possible  of  attain- 
ment . 

Despite  the  elVolts  which  have  heeii  made 
in  the  interest  <»f  hetter  ih*ntal  health,  it  is 
fully  realizeil  that  very  little  has  heen  ae<*om- 
plished  thus  far.  The  |»rohlem  is  so  enormous, 
and  includes  solar*>(*a  pi*reentaii<*  of  the  popu- 
lation that  hopi's  of  findine  a solution  are  al- 
most futile.  It  is  possible.  Imwcver.  that  the 
siiuirestions  madi*  for  dental  services  for  chil- 
dren will  prttve  si«ridfieant.  and  for  them  at 
least,  something:  may  he  done. 

The  pai  tiei|>ation  of  community  croups  in 
all  activities  relating:  to  health  and  wt-lfare  is 
now  ri*eo<!nized  as  highly  desirahle  since  their 
interest  is  sijrnifieant  of  irrowth  in  understand- 
ing and  know  led*!:e  of  the  prol)lems  w«*  arc*  fae- 
iii".  With  prof(*ssional  h*adc*rshii)  and  *ruid- 
aiiec*  much  that  is  worthwhile*  may  he*  aehic*vt*d. 
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USEFUL  LOCAL  AND  GENERAL  HEMO- 
STATICS IN  THE  MANAGEMENT 
OF  ABNORMAL  BLEEDING* 
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There*  are  f<*w  men  in  the  practice*  of  m<*di- 
<*ine  w ho  have*  not.  at  one  1 iim*  or  another,  been 
faced  with  tin*  problem  of  a patient  ha\in*> 
what  s(*eins  to  be  intraet.ible  bh*edin”:.  .\fter 
tryinir  tin*  usual  devices  with  only  temporary 
siK-eess.  the  physician  begins  soom*r  oi*  latc*r  to 

-wonder  as  to  the  funilaim*ntal  cause  for  the 



•Read  before  the  Medical  Society  of  Delaware.  Wil- 
mington, October  11.  1949. 

••Division  of  Hematolog> . Department  of  Medicine. 
JelTer.-son  Medical  College  and  Hospital. 


ecMitinuc'd  bh*(*din<;.  Our  undc*rstandin<;  of  the 
natural  mc*ehauism  for  tin*  am*st  of  bh*t*diii<' 
is  c*\pandin!'.  It  mi*rht  be*  of  intc*rc*.st  to  re- 
vic*w  ln*re  bric*fly  and  informally  some*  modern 
eonec*pts  of  this  im*ehanism  and  the  field  of 
usc*fii!i  <*>s  of  the  more*  commonly  c*mployc*d 
tools  int(*nd(*d  to  iulluc*nec*  it. 

.\ftc*r  the*  skin  is  cut,  it  bh*c*ds  for  a <*c*rlaiu 
h*n<.>th  of  time*  and  the*u  stops.  In  the*  short 
time*  that  it  has  take*n  for  the*  ble*e*diu<'  to  stoj), 
;■  nuinl  e*r  of  fae*tors  have*  e*ome*  inte»  play  to 
make*  sure*  that  the*  bh*e*ilin‘»:  does  not  •ro  on. 
It  is  a elisturbinti  fact,  t he*re*fore*,  to  be*  eon- 
fidute*d  with  a he*morrha‘re*  that  <>:oe*s  on  for 
hours  or  days  from  what  some*time*.s  looks  like* 
a trivial  wound.  There*  the*  hemostatie* 
mechanism  has  faih*d.  Why  ? 

'The*  arre*st  of  hle*e*din<r  involve*s  |trine*ipally 
the*  ope*ralion  of  thre*e*  type*s  of  fae*tors.  The*re* 
are*  fae*teus  which  ope*rate*  on  the*  blood  ve*s.se*l 
lietm  theoutsieh*  ( e*.\travase*ula r factors  i,  those* 
that  re*sid(*  in  the*  wall  of  the*  ve*sse*l  it.se*lf  (vas- 
e*idar  fae-torsi  and  those*  that  re*siele*  in  the* 
blood  i intra vase-ular  fae*tors)'.  .Vature*  lias  <*n- 
dowe*d  e*ire*ulatin<r  blood  with  what  rniolit  be* 
i*alh*d  duality  of  be*havior.  in  that  it  e*an  main- 
tain itself  fluid  so  it  e*an  flow  swiftly,  but  it 
also  can  "e*l,  when  it  is  ne*e*e*.ssary  to  ke*e*p  from 
flowing  e*xee*ssive*ly.  It  is  through  the  well 
time*d  and  e*oordinate*el  ope*ration  of  the*se*  fac- 
tors, that  bh*e*din<r  only  tioe*s  .so  far  and  no 
larthe*r.  In  orde*r  to  e*orre*e*t  e*.\e*essive*  ble*eel- 
iny.  it  is  use*ful  the*re*fore*  to  find  in  whie*h  one* 
ol  the*.e*  srioups  is  the  de*fe*e*t.  Le*t  me*  •'i\e*  you 
an  e*\aiii|»le.  'Take*  the*  |ie*rson  who  has  a pro- 
loiii,o*d  hle*e*dinj;  time*,  or  une-ontrollable  hem- 
orrhage be*eause*  of  thromboe*yto|>enia.  The* 
bh*e*dinfi:  in  this  disorde*r  ori<rinate*s  from  small 
ve*ssels.  the*  e*a pil la rie*s.  the*  ve*nuh*s  and  the* 
\e*ins;  se*ldom  from  the*  ar1e*rioles  ami  the* 
arte‘rie*s.  'The  te*ason  for  that  is  that  plate-lets 
are  eone-erm-d  chiefly  with  arre-stinii  bh*e*eline 
ifom  tiny  ve*s.sels  ( <*a  pil  la  rie*s.  \e‘iiule*si  and 
Irom  the*  lar*>e*r  ve*ins.  1'hat  is  why  multiple*, 
se*atle*reel  small  he*morrha<>:e*s  in  the*  skin  ami 
in  the*  mue*ous  me*mbr.im*s  re*sult  fremi  throm- 
beie*yteepe*nia.  rnfeirtunate*ly  eh*fe*e*ts  in  the* 
walls  eel  the*  \e*sse*ls  t he*in'e*!  \ e*s.  in  eelir  e*X- 
pe*rie*m*e*.  eiutnumbe*r  by  far.  ele*fe*e*ts  in  the* 
bleeeiel.  .\ml  since*  eiUf  k lietw  le*e li:e*  is  still  me*aj:e*r 
e*eine*e*rnino  the*  meeeh*  of  eipe*iatiem  of  Ve*sse*ls 
in  e-emt leil line  he*metrrhaee*s-  just  what  fore*e*s 
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make  them  et)iitra<-t,  twist  and  retraet.  and 
thereby  reduee  and  eventually  stanch  blood 
flow — we  are  often  helpless  in  attemptinsr  to 
overcome  the  resultinfi  disorders. 

There  are  several  tools  at  our  disposal  to 
correct  defects  in  the  mechanism  of  hemostasis. 
They  can  be  divided,  <renerally  speakin<r,  into 
two  categories:  a)  systemic  and  b)  local  hemo- 
static afjents.  Systemic  hemostatic  afients  are 
intended.  K<*ii<‘i'idly.  to  sii|)ply  deficiencies  oi' 
correct  e.xce.sses  that  exist  in  certain  patients. 
Perhaps  one  of  the  commonest  deficiencies  in 
the  blood  factors  that  eiiter  into  the  mechanism 
of  hemostasis,  is  in  prothi-ombin.  We  are  for- 
tunate that  most  hyi)oi»rothrombinemias  are 
amenable  to  vitamin  K thera|)y,  whether  the 
hypo|)rothrombinemia  is  due  to  lack  of  vitamin 
K in  the  diet  (seldom  the  cause).  i)oor  absorj)- 
tion  from  the  intestine  or,  almost  as  fre- 
quently, from  various  <;rades  of  inability  of 
the  liver  to  produce  prothrombin.  The  ca- 
pacity of  the  liver  for  prothrombin  formation 
varies  from  one  |)erson  to  another;  patients 
who  display  no  change  in  their  low  prothrom- 
bin levels  after  takin"  2 to  5 mj^ms.  of  vitamin 
K daily,  may  do  so  if  the  dose  is  raised  to  oO 
to  100  mfjms.  In  some  instances  of  hypopro- 
thrombinemia,  after  dicoumarol  therapy, 
doses  as  hi*;h  as  1000  ni};m.s.  intravenously  have 
been  re(|uired  to  raise  the  prothrombin. 

Ascorbic  acid  is  another  dru<i  useful  in  the 
control  of  bleedi)i<;.  We  make  it  a i>ractice  to 
f;ive  100  to  200  m^nis.  of  this  vitamin  daily,  by 
mouth  when  we  are  fairly  sure  that  there  is 
flood  absor|)tion  of  the  drug  (otherwise, 
parenterally)  in  patients  having  exces- 
sive hemorrhage  even  though  we  know 
that  the  primary  cause  of  the  hemorrhage  is 
not  a deficiency  of  vitamin  (\  When  the 
bleeding  has  been  severe  or  the  destructioi\ 
of  ves.sels  widespread,  the  demand  by  the  tis- 
sues for  this  vitamin  increases,  and  it  is  im- 
portant to  make  sure  that  a deficiency  is  not 
contributing  to  aggravate  the  hemorrhage. 
Ijikewlse,  in  hemorrhage  due  primarily  to 
caiwes  other  than  hyi)oprothrombinemia,  it 
is  wise  to  make  sure  that  the  patient  has  ade- 
(|uate  supplements  of  vitamin  K,  because  it 
has  been  our  experience  that  .sooner  or  later 
he  is  de|)leted  of  it.  We  have  ob.served  hemo- 
philics who  have  been  bleeding  from  a t(K)th 
s(K-ket  for  a week  or  longer  develop  low  pro- 


thrombin levels;  the  hemorrhage  is  thereby 
rendered  even  more  ilifficult  to  control,  be- 
cau.se  another  defect  is  superimposed  on  the 
one  they  already  have.  The  usual  dosage  of 
menadione  employed  is  2 mgm.s.  a tlay,  by 
mouth  or  parenterally,  in  adults  and  children. 
Most  infants  with  hemorrhagic  di.sease  and  hy- 
poprothrombinemia  react  promptly  to  1 or  2 
mgm.s.  of  vitamin  K hypodermically,  on  the 
first  and  second  days  of  life.  After  the  first 
four  or  five  days,  when  they  begin  to  have  and 
retain  nourishment,  they  no  longer  need  the 
vitamin. 

Another  u.se  for  the  systemic  coagulants,  as 
we  might  call  them,  is  in  oveicoming  an  excess 
of  anticoagulants  in  the  bh>oil.  Theie  is  much 
hc|)arin  being  u.sed  these  days  and  sometimes 
heparin  admini.stration  runs  out  of  control 
and  Inunaturia  or  internal  bleeding  may  de- 
velop.  The  simjjle.st  thing  to  do  under  these 
circumstances  is  just  to  .stop  the  heparin.  1 
doTi't  remember  any  occasion  when  such  a 
complication  developed,  that  we  didn’t  bi'ing 
it  promptly  under  control  by  simply  .sto|)ping 
the  hei)arin,  i f the  heparin  is  being  given  intra- 
venously, the  method  that  we  still  think  is 
best.  A different  situation  arises  when  the 
heparin  is  being  given  intramu.scularly,  as  is 
the  fashion  nowadays.  There,  one  is  depositing 
a large  amount  of  the  drug  into  the  tissues, 
and  while  there,  the  heparin  is,  we  might  say, 
invulnerable  to  any  anti-heparin  substances 
that  we  might  inject  intravenouslj'.  If  one 
must  stop  the  action  of  intravenous  heparin  at 
once,  one  may  u.se  [)rotamine  sulfate,  which  is 
one  of  the  basic  |)roteins,  binding  heparin  in 
a ratio  ol  2 to  1,  and  nullifying  its  anticoagu- 
lant properties  in  a matter  of  minutes.  The 
injection  of  i)rotamine  may  be  given  in  a one 
per  cent  .solution,  one  mgm  of  protamine  per 
Kg.  of  body  weight,  mixed  in  200  or  dOO  cc. 
of  physiological  salt  solution,  injected  over  a 
period  of  at  least  10  minutes. 

The  situation  in  regard  to  the  need  for  anti- 
hei)arin  drugs  has  changed  a little  since  the  in- 
troduction of  slowly  absoi’bed  heparins  to  be 
injected  intra-muscularly.  A patient  may 
have  received  a large  dose  of  hei)arin  intra- 
muscularly, and  then  bi'gin  to  have  bleeding 
from  the  genitourinary  or  the  gastrointestinal 
tracts  and  the  physician  must  hurry  and  tr\ 
to  stop  the  action  of  the  injected  heparin.  I'n- 
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«lrf  tlicsf  circmnstimcfs,  one  iiuiy  lx*  lorc- 
Cil  !(I  use  (»I1(‘  of  tile  aiit i-lu-|t;i rill  tlrufis  (ino- 
taiiiiiicl  wIicM,  (itliciwisc.  tlicn*  iiii<rlif  1m*  mu 
iifcd  I'or  it. 

\V(*  have  already  relerred  to  the  use  ul' 
vitamin  K in  hleediny:  si'cundary  tu  ilieuuniarul 
tliera|iy.  Here  lar<ie  duses  ul'  vitamin  K must 
he  used  lueferahly  intra veiiuusly,  and  if  a 
laMirahle  result  is  iiut  uhviuiis  witliiii  three  ur 
luur  huiirs,  the  duse  (0(1-100  m«>iiis)  must  he 
repeated.  I'll I'urt uiiately  the  pruthrumhin  of- 
ten dues  nut  rise  fur  some  time  in  sjiite  of  fre- 
quent in  j(*et  inns ; it  may  take  as  lunii'  as  a 
wi'eli  tudu.su.  If  the  patient  is  suseepi ihle  tu 
dii-uumarul,  as  sume  jiatieiits  with  |»uur  hepatic 
lunetiun  are,  it  may  take  even  lunger  and, 
meanwhile.  IiIimmI  must  he  eiven  tu  supply  jiru- 
Ihrumhiii  and  maintain  an  adequate  eiieiilat- 
ini*  hluud  \oluine.  Dr.  Link,  the  aeri<-iiltural 
chemist,  who  is  respunsihle  lor  intruduein<f  di- 
euumarul.  has  hruu"ht  out  experimental  evi- 
dence tu  hack  his  assertion  that  excessive 
hleedinii  is  rare  in  the  severe  hypupruthruiii- 
hineinia  from  dieuiimarul,  provided  aseurhie 
acid  (100-200  mi>ins.  dail\  | is  ei\en  aluii*; 
w ith  the  dieuuniarul. 

.\nuther  measure  that  wi*  have  found  of 
help  in  the  euntrul  of  exeessiw*  hleediii”  in 
menstruating  wdineii  with  h*nkeiiiia  and 
thruinhueytupeiiia  is  testosterone.  i>iven  in 
doses  of  10  mollis,  tu  as  hi(rh  as  uO  mmns.  a 
day.  Testosterone  has  pruhahly  added  six 
or  eiyht  months  tu  the  life  ex|M*etaiiey  of 
these  patients  who  otherwise  would  have  died 
earlier  of  uneunt  rullahle  hemurrhajie.  1’he 
action  of  testosterone  does  not  make  itselt  lelt 
until  approximately  two  weeks  after  it  is 
started.  The  iiia.seulini/in”'  effects,  in  our 
hands  at  least,  on  tin*  few  pati(*nts  that  we 
have  tried,  have  not  been  conspicuous;  a lit- 
tle hoarseness  of  the  voice,  atrojihy  of  the 
breast,  perhaps  ••■rowth  of  hair  on  the  uiqier 
lip,  hut  certainly  they  have  not  been  disfi<jur- 
in<>'.  The  undesirahle  efteets  have  been  more 
than  outweifrlied  by  the  benefits  from  the 
druff. 

One  word  should  be  said  re<jrardin<'  the  use 
of  |trotamine  and  toluidin  blue  in  the  control 
of  hetnorrba^ie  manifestations  in  leukemia. 
In  our  bands  wo  have  not  had  any  success 
with  the  use  of  either  one  of  these  dru<is  lor 
this  purpose.  There  is  fairly  fjood  assurance 


thal  this  type  of  blecdiiif;  is  j)rincij)ally  due 
to  these  defects:  1 ) a thrombocytopenia  which 
is  present  in  about  7b  per  cent  of  the  i)atients 
with  acute  leukemia  and  liemorrha}j;ic  mani- 
festations. 2)  liypoprothrombincmia,  es- 
pecially in  the  later  staJ^e  when  there  is  leuke- 
mic infiltration  id'  the  liver.  ehanj^es  in 
the  \ossel  walls  (seeondar.v  to  thrombosis  ol 
va.sa  vasoruiii).  These  defects  when  super- 
imposed, as  they  otten  are,  make  it  ver.v  diffi- 
cult to  control  the  hemorrha<iie  manifestations. 

We  have  not  found  evidence  that  there  is 
ail  inereasi*  of  hejiarin  in  the  blotul  of  these 
patients.  For  that  matter,  we  have  not  been 
satisfied  that  heparin  exi.sts  in  normal  blood. 
'I’liere  has  been  some  misunderstanding  re- 
earding  the  original  work  that  was  done  on 
this  point.  .Most  people  that  have  heard  about 
the  use  (d'  anti-heparin  substances  in  the  con- 
trol of  bleeding  in  leukemia  and  thrombocy- 
topenia, are  under  the  impression  that  lieparin 
had  actually  b(*eu  demonstraled  in  the  blood 
of  the.se  patients.  That  is  not  so.  The  work 
that  was  originally  brought  out'-  indicated 
that  tin*  1)1o(m1  of  these  jiatients  had  an  in- 
creased susceptibility  to  heparin  when  com- 
pared to  normal  blood;  that  is,  when  their 
blood  was  taken  and  a given  amount  of  hepar- 
in added  to  it,  that  amount  of  heparin  had  a 
greater  effi'ct  on  the  leukemic  blood  than  on 
normal  IiIcmmI.  That  is  different  from  saying 
that  he|)arin  was  aetuall.v  found  in  increased 
amounts  in  leukemic  blood.  A simjile  ex- 
planation can  be  given  to  account  for  the  dif- 
ference in  the  response  to  heparin  between 
normal  and  leukemic  blood.  Since  platelets 
are  tin*  natural  antagonists  to  hejiarin,  when 
there  is  a thrombocytoiieiiia,  it  takes  much  less 
heparin  to  iiroduce  a given  anticoagulant  ef- 
fect than  when  platelets  are  jilentiful. 

There  are  many  othei*  drugs,  of  course, 
that  have  a systemic  liemo.static  effect.  One 
of  them  is  epinephrine,  in  small  doses  (10  to 
100  micrograms  subcutaneously  for  an  adult 
weighing  (iO  kilos).  Doses  of  this  order,  sub- 
cutaneously, have  a hemostatic  effect,  jiar- 
tieularly  in  the  small  cajiillaries,  without  an 
a|)preciable  vasojiressive  influence.  You  are 
all  familiar,  of  course,  with  the  local  effect 
of  epinephrine.  It  is  .still  one  of  our  best 
hemostatic  agents  for  local  use. 

.\nd  now  we  come  to  whole  blood,  iilasmn 
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ami  plasma  I'lact  ions.  Krcsli  wlioic  blood  I'c- 
maiiis  one  of  oui'  most  (‘flVcl ivc  hemostatic 
ajteiits.  By  I'l’csli  is  meant  blood  no  older 
than  24  hours.  It  is  a little  disai)pointin<i’  to 
see  a 1 hi-ond)oeyto|)etne  patient  who  is  hle(‘d- 
in>f  actively  and  reeeivinj>;  blood  that  is  sev- 
eral days  old.  It  is  ti'iie  that  ohl  blood  is 
i|ilite  suitable  to  be  y;iven  to  patimits  who 
only  ne(‘d  l)lood  replacement,  who  are  losing 
blood  I'rom  lesions  sneb  as  a pe|)tie  nb-i'r. 
Since  the  object  then  is  to  raise  blood  volume 
and  maintain  the  eirenlation.  it  doesn't  mat- 
ter mneh  wh(‘ther  the  blood  is  a few  days  old. 
But  when  a patient  has  an  impaii'ed  hemo- 
static ineehaiiism  (especially  a th romlxieyto- 
peiiia)  then  the  ti'ansfused  blood  shoidd  l)c  as 
elo'C  to  the  state  of  blood  in  the  donoi'  s vcdns 
as  po.ssible.  It  is  difVienlt.  of  eonrse.  to  liave 
all  blood  fi'esh.  but  the  importance  of  havinu 
it  for  this  type*  of  patient  has  not  been  stnvss- 
c(l  snffieiently. 

One  of  the  plasma  fractions,  Cohn's  frac- 
tion I.  is  useful  in  eonti-ol  of  the  l)leeilino 
e|tisodes  in  hemophilia.  Its  poteni-y  is.  how- 
ever, difl'ienlt  to  standai'dize.  The  fraction 
also  loses  potency  very  lapidly  sometimes,  so 
that  no  mannfaetnrer  is  williii”-  to  place  an 
e.xpiration  date  on  these  preparations.  The 
fraction  may  be  efTeeti\c  today  in  rira  and  ?/( 
rill'll  but  in  two  or  three  weeks  it  may  be  al- 
most ineit.  So  one  cannot  depend  on  it.  ( )n 
the  other  hand,  fresh  normal  plasma  frozen 
within  24  hours  after  if  is  separated  from  the 
blood  is  very  nseftd  for  this  pnipose.  It 
maintains  its  potency  for  imniths  after  it  is 
froz.eii  and  kept  frozen.  It  should  l>e  thawed 
rniiiilhl  just  befoi'e  use. 

Atnonii'  tim  useful  hemostatic  ayeiits  for 
local  application  is  thrombin.  'I'he  prepara- 
tions of  tbrombin  now  available  are  potent  ami 
stable.  'I’lie  synthetic  stnietnral  dressings 
ma<le  from  "^elatine  and  o.xieellnlose  ai-e  \cr_\ 
helpful  in  eheekin^^  bleedini>.  partieiilarly  that 
of  the  “((oziny:  type"  of  from  the  lininu  of 
deep  seaterl  ea\ities  dinieult  to  reach  with 
sutures.  ( )nee  applied  to  the  wonmi.  tlm 
dressing:  forms  a seafidid  on  which  fibrin  and 
platelets  become  anehol'ial.  .Since  it  does  not 
have  to  bi-  |•emoved.  it  is  <>iailnally  incorporat- 
ed into  tbe  bealiti”  surface. 

( )ne  woial  about  thiannboplastin  prepara- 
tions. In  our  experience,  the  |(H-al  use  ol 


thrond)oplastin  as  a hemostatic  aji'cnt  has  bt'cn 
disappointiu}>-.  This  is  partly  because  most 
thi'oinboplastin  picpa  rations  lo.se  potene.v 
“iadiia I ly  on  stamlinji'  and  partly  because 
thi'oinboplastin  acts  on  the  first  phase  ol  eo- 
ajiulation  and  reipiires  an  adeipiate  content 
of  prothrombin  in  the  blood  to  be  effective. 
So  that  in  a patient  with  hypoprothrombi- 
iiemia,  the  application  of  even  a potent  throm- 
boplastin locally  would  not  be  of  mneh  bene- 
fit. When  a local  hemostatic  a<i'ent  is  indi 
eated,  then  thrombin  shonhl  be  used  because 
it  is  |)oteiit.  dnrabh*  ami  i‘ffeetive,  pai'tieiilaily 
in  bleedinu  from  capillaries  and  lai'ge.  raw. 
•rranniat ing  surfaces. 
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I fiscrssio.x 

Dr.  Iv  L.  SrAMit.Mdii  (Lewes);  Dr.  Toean- 
tins  deserves  a great  deal  of  |)i'aise  for  his  ex- 
eelleiit  presentat  ion. 

■\s  surgeons,  we  are  interested  in  I as 

a hemostatic  agmit  to  snp|)ly  (h'fieieneies  in 
the  patient's  eirenlation.  Thirty  years  or 
more  ago  a transinsion  was  an  op(‘rati\'(‘  |)ro- 
eednre.  Now  it  is  part  of  the  pre-operative 
ami  post-operati\'e  care  of  e\'cry  patient  un- 
dergoing major  surgery. 

I he  a\ailability  ol  blood  makes  haz.irdoiis 
operations  less  so.  You  know  that  blood  can 
be  transfii'ed  at  a faster  rate  than  it  can  be 
lost  at  operation. 

A method,  originating  in  Brnnseh wig  s 
elinie.  forces  blood  info  the  reei|)ieiit  at  a 
rate  ol  ,)()()  ee  s in  1 to  4 minutes. 

In  oiir  enthusiasm  for  things  hemostatic, 
let  ns  remember  the  warnings  of  the  speaki'r 
as  to  the  reactions  and  limitations.  Kxeess- 
i\e  transinsion  may  gi\e  rise  to  anuria  and 
'ii’emia.  Deea|isiilat  ion  of  one  kidne\‘  has 
been  1'epoiti‘d  to  be  Pillowed  by  immediate  di- 
uresis. daniidiee.  following  the  use  of  pooled 
|»iasina.  has  been  in\ cst igated  ;ind  controlled. 

L\  ery  siirgeoii  is  interested  in  gel  foam  or 
oxidize.l  eelinhee.  In  these  substances  we 
have  products  of  unusual  hemostatic  el'I'eel 
in  stopping  eapilhiry  oozing  and  hemorrhage 
.it  .1  time  when  ligatures  and  siitiiri's  are  im- 
practical. 

•till'  enthusiasm  lor  gel  foam  has  been  some- 
what dimmed  in  genito  nrina r\-  siirgerv.  We 
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li:i\  c ust‘(l  it  ill  till-  |)ldst;it  i(‘  bed  :i  I'tci’  sii|ii':i- 
l»iiliic  |>rostjitcctumv.  \Vc  no  lunjicr  use  it  t*x- 
(•('|)t  ill  severe  liemuiTliiij'v.  oiir  iVeliiie;  lieiiiy 
tliiit  urine  tines  iint  tie  in  ;iny  tnn  wt'II  with 
;i ny t li i ntf,  wlietlier  iilisnrhiihlt*  nr  nnii-iihsnrh- 
ii  hie. 

We  reen^nize  the  im|init;inee  nf  tin*  Use 
nf  \ it;imin  K in  |ire-nper:it  i ve  |ire|i;iriitinii  nf 
|i;itieiits  wlin  ;i re  to  Inive  ijiill  hhnltler  sur“'ery. 

AiiJiin,  let  us  tlniiih  Dr.  'rneiintins  I'nr  his 
liiylily  ;iutlinrit:it ive  |)reseiit;itinn. 

Di{.  .1.  !•'.  Ih  .\i;s  ( Wiliniii}>tnn  ) ; There  is 
niily  niie  type  nf  hleetliny-  which  I think 
w;is  niiiitted  niid  tlnit  is  the  piitieiit  who 
lijis  |iersisteiit  hleedin<>',  p;i it ieiihi riy  uterine 
hleetlinti.  I'nr  wlliell  lln  ejiUse  Cilli  h(‘ 
fniliid  Incidly,  exee|it  pnssihly  ii  mild  eer- 
\ieitis.  Such  piitieiits  limy  hleed  eniitiniinusly 
jilthniiuh  lin  hlnnil  dysphisiii  can  he  rniiiid.  d'lie 
niily  positive  tindine  is  capillary  I'lap^Mlity  as 
shnwn  hy  a jinsitive  tnurniipiel  test. 

I recall  only  three  eases,  the  first  nf  which 
was  sniiie  hall'  dozen  years  a*>'o,  anil  that  pa- 
tient very  nearly  hied  to  death  I'rniii  severe 
and  intraetahle  heiiinrrhaee.  Alter  total  h\- 
stereetniiiy  she  hletl  I'rnm  the  va”inal  vault 
ill  spite  ol'  repeatetl  paekiii”',  suture  lit>ature, 

I ulituratioii.  etc.  The  other  two  eases  res[)()iid- 
etl  wry  well  to  treatment  with  i-utiii.  I would 
appreciate  heariiiti'  Dr.  Toeaiitins'  comments 
on  the  list'  ol'  rutin  to  control  hleei|in<>:  in  such 
eases. 

Dk.  S.  W.  I{i;.\.\ik  ( Wilmin<iton ) : I wttuld 
like  to  just  ask  one  tpiestion.  In  the  use  ol’ 
testosterone  ill  these  eases  ol  leukemia  with 
the  vatiiiial  hleedint>:  that  upsets  the  applecart 
tor  a short  time  have  larttf  iloses  and  inereas- 
inuly  lar”(‘  iloses  ol'  the  estro<i'eii.  st ilhesterol, 
heeii  U.sed  ! 

,\t  the  present  time  we  have  heen  iisintr 
stilhestefol  to  ohiiterate  the  menstrual  eyele 
lor  a lon<r  period  ot  time  in  eases  ot  endome- 
triosis. and  these  eases,  ot  course,  have  their 
symptoms  heeause  ot  the  pressure  ot  the  en- 
dometrial cysts.  We  helieve,  in  the  short  time 
we  have  heen  usiny:  this  and  other  men 
have  heen  re|»ortin<r  this — we  have  had  de- 
crease in  size  ot  these  small  endotnetrial 
nodules. 

We  have  at  the  present  time  a nuiidtei-  of 
e;oes  who  have  had  amenorrhea  tor  as  loipj:  as 
eiirlit.  ten  and  thirteen  months.  The  use  of 


st  ilhesterol.  jiiviii”-  as  mueh  as  lot)  milli<rrams 
per  day.  I think,  would  he  perhaps  the  answer 
to  these  leiikemie  hleedint's. 

I am  also  inteiested  in  the  lar'^e  doses  ot 
\itamin  K heiipj  used  tor  dieumarol.  With 
the  use  ot  dieumarol  post-operat i\ ely,  which 
we  use  e\ery  oiiee  in  a while,  when  prothrom- 
hiii  time  uets  down  around  liO  and  starts 
Uoin;*'  lower,  vitamin  K has  heen  ot  no  help, 
perhaps  heeause  we  haven't  heen  'jivin<r  hii! 
eiiou.'ih  doses.  ISiit  the  use  ot  I resh  w hole 
hlood,  e\en  1(10  ee..  has  helped  us  out  a "leat 
deal.  So  we  no  longer  use  any  vitamin  K 
hut  i>i\e  the  whole  hlood  and  it  straiiiliteim 
the  sit  Hat  ion  out. 

Di{.  L.  I>.  l''l,^.\N  ( Wilmiiuitoii ) : In  treat 
ill"  metastatic  eareinoma  ot  the  hreast  with 
lai'"e  doses  ot  testosterone,  it  has  heen  shown 
that  a surprisingly  lariie  proportion  ilevelo|> 
polyeytheriiia  vera  ; whereas  the  remainiii"'  are 
not  helped  in  their  anemia.  In  iisiii":  testo- 
sterone for  the  hleediii"  associated  with  leu- 
kemia and  other  dvsplasias  \oii  have  suitytrst- 
ed.  has  there  heen  any  evideiiee  ot  this  type 
of  react  ion  ? 

Di;.  Tih'a  .\Tl.\s : We  have  had  .some  ex- 
perieiiee  with  tlie  use  ot  stilhesterol  in  at- 
teiiiptiii'*'  to  control  extra  uterine  hleediii". 
The  ease  that  eomes  to  mind,  heeause  it  hap- 
pens to  he  the  one  we  I'oIIowihI  lon"est.  was  a 
"iri  ehronieally  anemic  who  had  intraetahle 
epistaxis  which  usually  came  at  the  time  ot 
menstruation.  She  had  had  many  nasal 
operations  and  cauterizations,  some  of  which 
were  followed  hy  •rranulation  tissue,  and  more 
hleedin<r.  We  "ave  her  stilhesterol  under  the 
ifuidanee  of  an  endocrinologist,  and  she  had  an 
excellent  result.  She  stopjied  hleediii"  from  the 
no.se.  and,  of  course,  had  no  menstrual  pei  iods. 
The  dru"  was  <jiven  tor  ahout  a year  with  the 
idea  ot  favoriii"  (>|dthelialization  ot  the  nasal 
mucous  inetnhraiie  and  permittin<:  healin':  to 
|iroj:ress  to  the  point  that,  hy  the  time  we 
stopjied  the  stilhesterol,  which  .sooner  or  later 
we  had  to  do  heeause  the  <.:irl  was  only  21 
years  old.  she  would  have  no  hleediii".  One 
difficulty  with  stilhesterol  therajiy  in  lileedimj: 
is  that  one  has  to  stoji  it  some  time.  When 
that  is  done,  the  jiatient  usually  starts  hleed- 
in,!;. 

We  have  hot  jiaid  mueh  attention  to  the 
maseul in izili"  efi'eets  of  testostei’one.  lieeause 
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(»r  tli«-  olivious  uiAri'iicy  lor  its  usr  in  our  pa- 
linits  aiul  tlif  lact  tliat  in  our  rxpcrirnce  we 
liave  hccu  al»le  to  tret  judiupter  |•(•slllts  with 
tfstostcKiue  therapy  than  we  liavt*  witli  stil- 
liesteiol.  The  su^'e:estiou  that  stilhesterol  he 
UM'd  ill  eiulometriosis  seems  appropriate  he- 
eaii^e  we  all  know  how  rerraetory  that  dis- 
order  is  to  treatment;  the  diminution  in  size 
ol  nodules  with  stilhesterol  doses  is  inter- 
estiiiirand  a development  worth  I'ollowin". 

The  ii'e  of  whole  hlood  in  what  mi,i>ht  he 
railed  the  vitamin  K relraetory  hypojiro- 
t hromhimnnia  ol  dieoumarol  therapy,  is,  of 
eoiirse.  definitely  indicated  and  is  one  of  our 
mainst;iys.  It  is  not  neee-;s.iry  tliat  tiie  hlood 
he  fresh  for  this  pait.eiilar  |)urpose.  It  has 
heeii  siiowii  that  prothroiiihin  in  “hank  hlood" 
lemains  intact  for  as  lon*r  as  three  weeks  and 
that  plasma  even  of  that  duration,  is  usi'fni 
for  eomhattin^  hypoprothromhinemia  follow- 
ing dieoumarol  intoxication. 

We  were  interested  to  hear  eoneeriiiiit'  the 
polyeytluMnie  efi’eet  of  testosterone.  We  must 
rememher  that  this  hormone  is  a potent  pro- 
tein anaholie  a<>:ent.  (’ome  to  think  of  it, 
we  had  the  feelin*i  all  alony'  that  these  len- 
kemie  ami  thromhoeytopenie  jiatients  reeeiv- 
iiiy:  testosterone  were  doili^r  a little  hetter, 
that  is.  they  weie  re<|nirin*i:  i*ven  less  hlood 
than  they  ordinarily  woidd  have  reipiirecl, 
makin*;  allowance  foi'  the  fact  that  they  were 
not  havin}>:  their  menstrual  peii(tds.  It  is 
• plite  possible  that  theie  are  othei’  effects  of 
testosterone  that  escape  us. 


TREATMENT  OF  ACUTE  POLIOMYELITIS 

With  Emphosis  on  Muscle  Relaxation 
and  Nutrition 
Preliminory  Report 

d.  IfoiNKs,  .M.  I).,* 
Wilminsiton,  Del. 

It  is  prop(»sed  that  poliomyelitis  is  essential- 
ly a medical  judhlem.  Competent  and  aile- 
(piate  medical  manaiieinent  is  a prerecpiisite 
to  obtain  results  therapeutically  profitable  to 
the  patient.  This  medical  mana'.n'ment  must 
he  aur'ineiited  by  eonseieiit ions  nursine;  care 
and  intellirjent  use  ol  physiotherapy  direct- 
ed to  the  patlndo^dr-  physiolo<:y  in  the  muscles. 

The  treatment  outlined  in  this  I’eport  is  cm- 

•AtlondiiiK  Chief.  Comnuiniriihle  Divr.TM-v.  Dons  Me- 
morial Unit.  WilniInKloM  Gem  nil  llospilal 


|iloyed  at  the  Doi  is  Memorial  I'nit  of  the  Wil- 
mineton  Ceneral  Hospital.  It  is  hoped  that 
otliers  may  wish  to  try  this  method,  esjieeially 
the  pidiiiam  relatin'^'  to  curare  and  nutrition. 

The  si^ns,  .symptoms,  general  medical  and 
nursing  eaie,  and  lalioratory  findings  liave 
heen  thoron<*:hly  dealt  with  in  numerous  puhli- 
eations  to  which  the  reader  may  refer. 

I-'or  treatment  jiurposes,  all  the  patimits  are 
elassilied  as  hulhar  or  spinal  tyjies.  Tin*  for- 
mer receive  a specialized  medical  and  niirsiim 
management  which  includes  the  u.se  of  oxy<i(‘ii 
tent,  postural  draina”'e,  and  parenteral  feed- 
iii”.  The  use  of  the  i(‘spiratoi'  oi'  tracheotomy 
are  seldom  found  n(‘cessary,  and  hot  jiaeks 
are  used  only  oeeasionally. 

'rile  protein  re(|uirements  are  taken  earc>  of 
by  siipplyiii”'  a liijili  jirotein  intake 
|ia reiitera I ly  or  orally.  This  diet  is  snpjile- 
meiited  by  a milk  lUeparation  eontaininii  a 
protein  powder**  and  a sjieeial  yeast.  In  ad 
dition,  nneleie  acid  powdtU'  is  jjivmi  liy  mouth. 

The  “Metaholie  I fi.sturhanees  and  Their 
Management  in  I’oliomyelitis”  will  he  dis- 
cussed ill  a latei-  publication  by  tin*  author, 
ill  eollahoration  with  Co-'l'ni,  Peterson  and 
Kaka  vas. 

Ciirare,  ( d-tnhoeura rine  chloride  so- 

lution, “ Intoeosti  in,"  K.  R.  .Sipiibh  & Sons. 

1 e.e.  ecpials  d nifis.  or  20  units)  is  used  as 
the  main  modality  in  relaxin<>  museh*s.  It  is 
administiM'ed  as  soon  as  the  diae'iiosis  is  made. 
The  initial  do.si*  is  0.4.)  units  |h‘1'  kilo  body 
wei<rht,  <riven  at  S;00a.  m.,  1 :00  p.  m.  and  1 :00 
:*•  HI-  If  iio  unnsnal  i-(‘aetions  are  noted  the 
dose  is  raised  to  0.!)  units  per  kilo  hod> 
weii>'ht  on  the  lollowiiiff  day.  'I’his  constitutes 
the  averarre  dos(“  needed  for  the  majoritv  of 
eases.  In  patients  with  severe  mnsele  rioidit,\ 
it  may  he  increased  to  1..")  units  per  kilo  hod.\ 
weight,  which  is  the  maximum  dose  ever  used 
by  Us.  \\  ithin  om-  hour  a Itei’  the  eiirari'  is  in- 
jected the  physical  therapists -do  the  miiseh' 
st  retehino  and  muscle  reeducation  and  instriiet 
the  patimit  how  to  carry  out  exercises  duriint 
the  day.  'I'lie  teehniipies  we  employ  are  those 
deseriheil  by  Ran.saliofl,  and  the  excu'eises  des- 
serihed  and  illustrated  by  Hillio  and  Loewini- 
dahl”’.  When  i'(da.\ation  has  been  achieved 

Provimalt,  the  special  yeast,  and  the  nucleic  acifl 
• which  IS  undepoly nieri/.ed  and  made  from  non-aulolizi'fl 
yeast  I were  marie  by  Standard  Brands,  Inc.  and  made 
available  by  Humanic  Brands. 
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(complete  range  of  motion  of  all  joints)  the 
curare  is  discontinued  and  prostigmine  is 
instituted-^  in  order  to  increase  the  muscle 
strength.  IMyasthenia  gravis  is  the  only  dis- 
ease for  which  curare  is  contraindicated. 

Personal  assistance  and  walking  aids  are 
used  in  order  to  facilitate  early  ambulation. 
The  patient  is  discharged  when  he  is  ambula- 
tory and  relaxed,  and  returns  to  the  outpatient 
department  for  further  muscle  training, 
stretching,  and  functional  rehabilitation. 
Summary 

A total  of  276  patients  representing  35  bul- 
bar, 112  paralytic,  and  129  non-paralytic,  were 
treated  by  the  method  outlined  in  this  report. 
That  the  procedure  of  management  was  ade- 
quate and  therapeutically  profitable  to  most 
of  the  patients  is  manifested  in  the  results : (1) 
full  recovery  in  222;  (2)  some  muscle  atrophy 
hut  no  handicap  15  ; (3)  ambulatory  with  some 
residual  handicapping  paralysis  30 ; (4)  some 
handicapping  paralysis  but  able  to  walk  with 
braces  4;  (5)  handicapping  paralysis  but  walk 
with  braces  and  sticks  2;  (6)  3 died.  In 
groups  3,  4 and  5 more  improvement  is  expect- 
ed, as  in  our  experience  we  have  noted  that 
improvement  continues  for  four  years. 

In  addition  the  following  observations  were 
made : 

1.  Safe  and  rapid  relaxation  of  miiscle 
rigidity. 

2.  Shorter  hospitalization  period. 

3.  The  use  of  hot  packs  were  reduced  to  a 
minor  role  by  the  effectiveness  of  curare. 

4.  Eestoration  of  body  nutrition  and  weight 
loss  are  accelerated  with  proteins. 

5.  Elimination  of  mi^scle  pain,  tenderness 
and  rigidity. 

6.  Prevention  of  contractures  and  ankylosis 
of  joints. 

7.  Good  physical  condition  for  any  future 
corrective  operations. 

8.  Earlier  rehabilitation  to  former  business 
or  school  life  and  satisfactory  social  ad- 
justment. 

Comment 

No  claim  is  made  that  curare  prevents  or 
cures  paralysis.  It  only  relaxes  the  patient 
for  muscle  stretching  and  intensive  exercises 
which  ax’e  necessary  for  the  restoration  of  the 
normal  physiology  to  the  muscles. 
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AMERICAN  COLLEGE  OF  SURGEONS 

Dr.  Paul  K.  Hawley,  Director  of  the 
American  College  of  Surgeons,  aiiuouiices 
that  color  television,  clinics,  postgraduate 
courses,  forums,  symposia,  panel  discussions, 
official  meetings,  films,  hospital  conferences 
and  exhibits  will  vie  for  the  attention  of  the 
several  thousand  surgeons  and  hospital  rep- 
resentatives who  will  attend  the  thirty-sixth 
Clinical  Congress  of  the  College  in  Boston, 
October  23  to  27.  Headquarters  will  be  at  the 
Hotel  Statler.  Meetings  will  be  held  there 
and  at  the  Copley-Plaza  Hotel,  (Mechanics 
Hall,  Symphony  Hall,  and  the  New  England 
(Mutual  Hall.  Dr.  Thomas  H.  Lanman  is  chair- 
man of  the  Boston  Committee  on  Arrange- 
ments. 

The  national  emergency  will  effect  the  char- 
acter of  the  discussions  at  many  of  the  ses- 
sions, and  every  effort  is  being  made  to  have 
the  Clinical  Congress  contribute  its  share  to 
promoting  the  medical  aspects  of  civilian  de- 
fense and  of  care  of  the  military  forces,  ac- 
cording to  Dr.  Hawley. 

A new  and  exceptionally  interesting  feature 
of  the  ])rogram  will  be  the  holding  of  a series 
of  postgraduate  courses  from  ^londay  through 
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Friday  moniin^s  at  tlu>  Huston  ('ity,  Potur 
Bout  I)ii«!iain.  ( 'hiklreii 's,  iMassacluisetts  (ieii- 
cral,  and  Massachnsults  Menioi'ial  hospitals. 
'I'lio  subjects,  to  1)0  pi-e.siMited  at  each  hosi)ital 
on  different  days,  will  be  as  follows:  Nutri- 
tion, Vaseulai-  Diseases,  Fi'aetnres  of  the 
Sknll  and  Spine,  Fraetnres  of  the  Long 
Bones,  and  Pre-  and  Postoperative  eaie. 

Twenty-bve  Boston  and  vicinity  hospitals 
will  eondnet  elinies  for  the  visiting  snrg(‘ons 
every  moridng  and  afternoon  (hiring  the  Fon- 
gre.ss.  Surgical  ])rocedures  at  Massachusetts 
Deneial  llosiiital  will  be  televised  in  color 
to  ^lechanics  Hall  every  morning  except  Mon- 
day and  every  afternoon  excipit  Friday. 
Smith,  Kline  and  French  Laboratories  of 
Jbiiladelphia  will  furnish  the  television. 

Thirteen  Forums  on  Fundamental  Surgical 
Pi-ohlems  in  which  the  latest  research  bnd- 
ings  will  he  presented,  mainly  by  the  younger 
surgeons,  will  he  held  Monday  through  Fri- 
day. 

Sym|)osia  on  Spoits  Injuries,  Cancer, 
Trauma,  and  Cradnate  Training  in  Surgery, 
are  planned  — also  a Clinico-pathological 
Conference. 

Tuesday,  Wednesday,  and  Thursday  eve- 
nings, OctolHU'  24-2(i,  will  be  devoted  to 
scientific  sessions  in  general  surgery,  o])btbal- 
mology,  and  otorhinolaryngology.  Afternoon 
])anel  discussions  will  also  be  held  in  these 
fields.  On  Friday  afternoon  there  will  be  six 
surgical  specialty  jiaiiel  discussions. 

('onferences  for  hospital  iiersonnel  will  be 
held  tbrougbout  the  week  under  the  direction 
of  Dr.  Malcolm  T.  IMacEacbern,  Directoi' 
Fmei’itus  of  the  (College. 

Dr.  Arthui'  W.  Allen  of  Boston  is  chair- 
man of  the  Itoard  of  Regents  of  the  Ameri- 
can College  of  Surgeons,  which  has  a fellow- 
ship of  16,b00  surgeons  in  the  Fnited  Stat(\s, 
Canada  and  othei’  countiues.  The  President 
is  Dr.  Frederick  A.  Culler  of  Ann  Arbor. 
The  Pr(‘sident-el(‘ct,  who  will  he  installed  at 
the  Ib'esidential  Meeting  on  .Monday  evening, 
October  2b,  is  Dr.  Henry  W.  Cave  of  New 
’t'ork.  The  subject  of  Dr.  Culler's  Presidential 
.\ddress  will  he  “For  the  Benebt  of  the 
Patients.  '■ 

Sevei-al  hundi’i'd  initiates  will  he  ivciuved 
into  the  fellowship  at  the  Convocation  on 


the  final  evening,  Friday,  when  the  Fellow- 
ship Address  will  be  given  by  the  Director, 
Dr.  Hawley,  whose  subject  will  be  “(^uo 
Vadimus?" 

Other  main  addresses  will  be  the  Fifth 
.Martin  .Memorial  Lecture  at  the  Presidential 
.Meeting  by  I’l'ofe.s.sor  Sir  (ieoffrey  Jefferson 
of  ^Manchester,  England,  on  the  subject,  “The 
Italance  of  Life  and  Death  in  Intracranial 
Lesions,"  and  the  Fracture  Oration  on  Wed- 
nesday evening  by  Dr.  J.  Huber  Wagner  of 
Pittsburgh. 


The  care,  the  study  and  the  teaching  of 
tuberculous  disease  today  should  be  the  re- 
sponsibility of  the  broadly  traiii(*d  medical  in- 
ti'rnist-inve.stigator  in  close  a.s.sociation  with 
the  highly  jirobcient,  experienced  chest  surg- 
eon as  i>art  of  the  larger  i)rohlem  of  the  better 
understanding  and  control  of  all  cardio-pul- 
monary  disea.ses  involving  the  cbe.st.  Such  an 
all-inclusive  chest  service  should  be  an  in- 
tegral pai't  of  every  large  general  hospital 
and  medical  teaching  center,  in  the  be.st  in- 
terests of  i>atients,  jibysicians,  undergraduate 
medical  students  and  resident  staff.  This 
nuTins  medical  center  .segregation  in  the  fu- 
ture. rather  than  sanatorium  isolation  as  in 
th(‘  ])ast.  with  the  tuberculous  patient  receiv- 
ing e(pial  acceptance  and  complete  attention, 
including  |)rompt  recognition  and  specibc 
ti'catment  of  bis  nontnbci'culous  complications 
which  ofttimes  threaten  his  existence  more 
seriously  than  does  the  tuberculosis,  itself. 
< )hio  Pub.  Health,  .May,  ItloO,  Charles  A. 
1 )oan,  IM.D. 


.Ma.ss  mobile  unit  .x-ray  surveys  have  im- 
posed a new  dual  obligation  upon  the  general 
])ractitionei'.  Determination  of  the  activity 
or  status  of  the  frankly  tuberculous  le.sion,  and 
differentiation  of  iiulmonary  tuberculosis  from 
other  intrathoracic  di.sease  found  in  mobile 
x-iay  surveys  are  now  almost  invariably  re- 
si)onsil)iliti('s  of  the  family  doctor.  Coupled 
with  these  dutii's,  there  still  remains  the  neces- 
sity for  early,  accurate  diagnosis  of  tubercu- 
losis of  any  case  seen  in  jiractice.  Edwin  J. 
Simons,  .M.D.  and  Edwin  (i.  Knight,  .M.D., 
Joui'iial-Lancet,  .\]>ril,  IfloO. 
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State  Board  of  IIealtfi 
Once  more,  for  the  twenty-first  year,  this  is- 
sue of  The  .Journal  presents  the  activities  of 
the  Delaware  State  Board  of  Health.  TJiis 
feature  of  The  -Journal  is  one  uot  emulated 
by  many  of  the  other  state  medical  journals, 
but  we  find  it  iirofitable  to  jniblish  this  issue, 
because  we  believe  it  benefits  the  department, 
the  lu'ofe.ssion  and  the  public.  This  year  it 
contains  more  articles  than  heretofore,  several 
of  them  of  unusual  interest  and  value. 

The  -Journal  is  happy  to  extend  to  Dr. 
Floyd  1.  Hudson,  the  Executive  Secretary  of 
the  Board,  and  to  all  of  his  collaborators,  its 
thanks  for  the  excellent  material  which  they 
have  contributed. 

Program  For  1950  Session 
This  issue  also  contains  the  official  program 
tor  the  161st  Annual  Se.ssion  ot  the  IMedieal 
Society  of  Delaware.  The  program  is  more 
comjdete  at  this  early  date  than  it  has  been 
for  several  years.  The  list  of  exhibitors  with 


de.scriptions  of  their  exhibits  is  also  complete, 
and  re|)iesents  the  largest  exhibit  we  have  ever 
held  outside  of  Wilmington. 

Notice  of  the  Annual  Session  has  been  print- 
ed on  the  front  cover  of  The  -Journal  in  both 
the  August  and  September  issues,  so  no  one 
can  plead  ignorance  of  the  exact  dates.  We 
hope  for  a full  and  actively  participating  at- 
tendance. Jjet'sgo 

Register  And  Thicn  — Vote 

This  is  to  remind  those  physicians  who  have 
not  yet  registered  to  vote  at  the  November 
election  to  do  so  on  October  21st,  which  is 
the  last  registration  day.  We  have  been  in' 
formed  that  several  physicians  who  registered 
did  not  vote  at  the  last  election,  and  that  sev- 
eral didn  't  even  take  the  trouble  to  register. 
Ill  the.se  times,  how  any  educated  man,  such  as 
a doctor  of  necessity  must  be,  could  allow  his 
franchi.se  to  go  by  default,  is  beyond  under- 
standing. It  is  the  duty  of  every  citizen,  re- 
gardless of  party  aft'iliation  or  partisan  jioli- 
tics  to  do  his  duty  as  an  American  citizen.  Bo 
again  we  say,  register  on  October  21st  and 
vote  on  November  7th.  If  our  creeping  so- 
cialism is  to  lie  sto])[)ed,  it  should  be  stopjied 
by  ballots  instead  of  bullets. 

Warning  To  Nurses 

A radio  dispatch  on  August  If),  1950,  cpiotes 
Shirley  Temple  as  saying  she  is  “going  iu 
training  to  become  a nurse,”  adding  “I  want 
to  be  able  to  sujiport  myself  when  1 am 
through  with  the  movies.”  Poor  Shirley 
doesn’t  know  she  is  eating  her  white  bread 
now,  the  million  dollar  kind,  and  she  had  bet- 
ter save  a crust  (a  hundred  grand)  or  two 
against  the  day  when  she  is  “through  with  the 
movies.”  Poor  Shirley  doesn't  know  that 
when  a temperamental  ( ?)  artist  is  “through” 
with  her  art,  as  a rule  she  is  “through,” 
lieriod.  Caveat  einjitor ! 

Iu  our  humble  opinion  the  nurses  of  today 
need  not  worry  about  this  competition  ot  to- 
morrow. 


AMA  dues  next  year  (1951)  are  $25  includ- 
ing THE  JOURNAL;  Fellowship  dues  $2; 
total  $27,  or  $10  less  than  in  1950 ! 
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MONDAY,  OCTOBER  2,  1950 

People's  Church  Community  Hali 


6 :30  P.  i\I. — ^Meeting  of  the  Council 


S :30  P.  31. — 31eeting  of  the 
House  of  Delegates 

TUESDAY,  OCTOBER  3,  1950 

People's  Church  Community  Hall 

General  31eeting 

9:30  A.  31. — Invocation 

Rev.  William  F.  Edge 

Pastor,  People’s  Congregational 
Church,  Dover. 

9:40  A.  31. — Address  of  Welcome 

Hon.  William  J.  Story 

31ayor  of  Dover 

10  :00  A.  31. — Report  of  House  of  Delegates 

Andrew  M.  Gehret,  M.  D.,  Wilm. 

Secretary,  3Ied.  Soc.  of  Del. 

10 :15  A.  31 — Combined  Radical  Resection  of 
Hypopharynx,  Ijarynx  and  Cervical 
Nodes,  with  Esophagoplasty 

John  F.  Hynes,  M.  D.,  Wilmington 

Oncologist,  3Iemorial  Hospital 

Heretofore  carcinoma  of  the  extrinsic  larynx 
and/or  hypopharynx  have  been  considered  in- 
operable. Laryngectomy  has  been  recommended 
only  for  carcinoma  confined  to  the  intrinsic  larynx. 
The  end  result  of  radiotherapy  for  “inoperable” 
lesions  has  been  poor.  A technique  for  en  bloc 
resection  of  cancers  involving  larynx,  pharynx, 
base  of  tongue  or  cervical  esophagus  combined 
with  unilateral  neck  dissection  and  esophagoplasty 
in  stages  is  described,  with  case  reports.  The 
swallowing  functions  can  be  restored. 

Discu.s,sion : Drs.  W.  31.  Pierson  and  H.  S. 
Rafal. 

11 :00  A.  31. — Visit  the  Exhibits 

11 :30  A.  31. — Antibiotic  Therapy 

David  A.  Cooper,  M.  D.,  Phila. 

Associate  Professor  of  3Iediciue,  Uni- 
versity of  Pennsylvania. 

Generous  discussion  of  the  present  status  of  the 
various  antibiotics  and  the  management  of  infec- 
tious diseases. 

Discussion:  Drs.  Tj.  D.  Phillips  and  G.  A. 
Beatty. 

12:10  P.  31. — Announcements 
12:20  P.  31. — Ad.iournment 


12 :30  P.  31. — Luncheon 

People’s  Church — Banquet  Hall 
3Iembers  and  Guests. 

Guests  of  the  3Iedical  Society  of  Delaware. 


2 :00  P.  31. — The  Treatment  of  Anxiety 

States 

Joseph  Hughes,  M.  D.,  Phila. 

Profes.sor  of  Psychiatry,  Woman’s  3Ied- 
ical  College  of  Pennsylvania. 

The  etiology  of  anxiety  and  its  role  in  the  pro- 
duction of  psychosomatic  symptoms  wnll  be  dis- 
cussed. The  reactions  of  patients  in  terms  of 
symptoms  and  the  relation  of  symptom  formation 
to  conflictual  problems  will  be  outlined.  The 
techniques  for  dealing  with  patient  problems  will 
also  be  discussed. 

Discussion : Drs.  A.  L.  Ingram,  Jr.,  and 

31.  A.  Tarumianz. 

2 :40  P.  31. — Coronary  Artery  Disease 

William  D.  Stroud,  M.  D.,  Phila. 

Profes.sor  of  Cardiology,  University  of 
Pennsylvania  Graduate  School  of 
3Iedicine. 

Most  cases  of  early  coronar3"  disease  can  only 
be  diagnosed  from  a careful  historjn  The  family 
history"  is  most  essential.  If  an  acute  occlusion 
is  suspected,  the  patient  should  be  treated  for  this 
condition  in  spite  of  a normal  electrocardiogram. 
Of  course  the  electrocardiogram  usually  becomes 
diagnostic  within  a few  days,  or  at  least  within 
two  or  three  weeks.  The  treatment  of  coronar\" 
insufficiency  (angina  of  effort)  with  nitroglj'cerin, 
the  xanthines,  papaverin  hvdrochloride,  and  al- 
cohol will  be  discussed.  The  treatment  of  acute 
coronary  occlusion  with  m\mcardial  infarction 
will  also  be  outlined. 

Discussion : Drs.  E.  R.  3Iiller  and  J.  R. 
Durham. 

3:20  P.  31. — V^isit  the  Exhibits 

3:50  P.  31. — Anticoagulant  Ther.vpy  in 

Acute  3Iyocardid  Infarction,  3^enous 
Thrombosis  and  Pulmonary  Embol- 
ism 

Joseph  B.  Vander  Veer,  M.  D., 
Philadelphia 

Head  of  Cardiovascular  Department, 
Pennsylvania  Hospital. 

The  clinical  use  of  anticoagulant  therap\"  in  hos- 
pital practice  has  established  its  value  in  reducing 
thromboembolic  complications  and  mortaliW  in 
acute  myocardial  infarction.  Heparin  ana  dicu- 
marol  therap\'  are  now  the  treatment  of  choice  in 
venous  thrombosis.  The  occurrence  of  pulmonarv’ 
embolism  or  even  its  probable  diagnosis  is  an 
indication  for  immediate  anticoagulant  therap,v. 
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Discussion : Drs.  R.  A.  Mino  and  A.  H. 

Clagett,  Jr. 

4 :30  P.  M. — Neuropsychiatric  Emergencies 

Joseph  C.  Yaskin,  M.  D.,  Phila. 

Professor  and  Chairman,  Department 
of  Neurology,  University  of  Pennsyl- 
vania Graduate  School  of  Medicine. 

As  a branch  of  internal  medicine,  neuropsychi- 
atry includes  a number  of  conditions  that  should 
be  diagnosed  promptly  for  purposes  of  treatment. 
Chief  among  these  are  some  infections  of  the 
nervous  system,  trauma,  deficiency  states,  depres- 
sions, etc.  The  subject  will  be  discussed  from 
the  standpoint  of  syndromes  with  the  view  of 
facilitating  prompt  diagnosis  and  treatment. 

Discussion : Drs.  H.  S.  Howard  and  M.  A. 
Tarumianz. 

5 :10  P.  M. — Announcements 

5 :15  P.  M. — Adjournment 


Maple  Dale  Country  Club 
G:45  P.  M. — Reception 

7 :30  P.  M. — Annual  Banquet  of  the  Med- 
ical Society  of  Delaware 

Members  and  Auxiliary  are  invited  to  sub- 
scribe. Tickets  from  Dr.  Joseph  S.  McDaniel, 
229  S.  State  Street,  Dover. 

Dress  : Optional 

Social  hour  to  follow. 


WEDNESDAY,  OCTOBER  4,  1950 

People’s  Church  Community  Hall 

General  Meeting 

9:15  A.  M. — Color  Movie:  Arthritis  and 
Rheumatism  Foundation,  New  York. 

Incidence,  Economics,  Facilities  for  Care,  etc., 
of  Arthritis.  Case  Histories  of  Cortisone  and 
ACTH  Treatments.  Evaluation  of  Methods  of 
Treatment. 

9 :40  A.  M. — The  Use  of  Fat  in  a Weight 
Reducing  Diet 

Alfred  W.  Pennington,  M.  D.,  Wilm. 

Medical  Division,  duPont  Company 

Summary  of  animal  experimentation  on  dietary 
fats.  Relation  of  dietary  fats  to  arteriosclerosis 
and  gall  bladder  disease.  Detailed  description  of 
diet  used  for  obesity,  and  of  the  handling  of  prac- 
tical problems  which  arise  in  its  administration. 


Discussion : Drs.  J.  R.  Durham  and  E.  R. 
Miller. 

10 :20  A.  M. — The  Surgical  Treatment  of 
Ulcerative  Colitis 

L.  Kraeer  Ferguson,  M.  D.,  Phila. 

Professor  of  Surgery,  Woman’s  Med- 
ical College  of  Pennsylvania  and  Uni- 
versity of  Pennsylvania  Graduate 
School  of  Medicine. 

Surgery  has  a definite  place  in  the  treatment  of 
ulcerative  colitis.  This  is  indicated  chiefly  in  the 
treatment  of  the  complications  of  ulcerative  co- 
litis, namely,  hemorrhage,  obstruction,  perforation, 
stricture  formation,  polyposis,  carcinomatous  de- 
generation and  especially  in  the  group  of  cases 
which  might  be  termed  intractable  to  medical  care. 
Surgery  in  these  patients  permits  a return  to 
normal  life  with  complete  rehabilitation  of  the 
patients.  Although  the  operations  may  be  ex- 
tensive, they  can  be  performed  with  a low  mor- 
tality. The  type  of  surgery  performed  and  the 
results  in  more  than  fifty  cases  will  be  discussed. 

Discussion:  Drs.  O.  A.  James  and  L.  J. 

Jones. 

11 :00  A.  M. — Visit  the  Exhibits 

11 :30  A.  M. — Presidential  Address 

L.  L.  Fitchett,  M.  D.,  Milford. 

12 :00  M — Election  op  President-elect 
(Sussex) 

12 :10  P.  M. — Announcements 
12 :15  P.  M. — Adjournment 


12:30  P.  M. — Luncheon 

People’s  Church — Banquet  Hall 

Members  and  Guests 

Guests  of  the  Kent  County  Medical  Society. 

2:00  P.  M. — Tuberculosis  in  Small  Com- 
munities 

Rufus  S.  Reeves,  M.  D.,  Phila. 

Director  of  Public  Health,  City  of 
Philadelphia. 

Public  health  aspect  of  tuberculosis.  Responsi- 
bility of  authorities.  Special  tuberculosis  prob- 
lems in  rural  areas  are:  housing,  nutrition,  in- 

come, education,  lack  of  health  services.  In  set- 
ting up  program  one  must  add:  mass  chest  x-ray, 
make  available  services  of  experts  and  general 
practioners  at  local  health  centers,  public  health 
nursing,  beds,  rehabilitation. 
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Discussion:  Drs.  G.  A.  Beatty  and  F.  1. 

Hudson. 


2:40  P.  i\I. — Rehabilitation  Foli.owing 

Acute  ^Myocardial  Infarction 

William  G.  Leaman,  Jr.,  M.  D., 

Professor  and  Head  of  Department  of 
^Medicine,  Woman’s  iMedical  College 
of  Pennsylvania. 

Acute  myocardial  infarction  is  no  longer  a cause 
for  despair  and  hopelessness.  Over  60  per  cent  of 
these  patients  are  able  to  return  to  work  follow- 
ing recovery  from  their  acute  attack  if  rational, 
physiologic  treatment  is  employed.  The  manage- 
ment of  the  residual  symptoms  during  the  post- 
infarction period  and  the  various  factors  which 
contribute  to  a more  favorable  prognosis  will  be 
discussed. 

Discussion:  Drs.  C.  J.  Prickett  and  A.  II. 
Clagett,  Jr. 

3:20  P.  IM. — Visit  the  Exhibits 

3:50  P.  IM. — The  Biology  of  Aging 

Edward  L.  Bortz,  M.  D.,  Phila. 

Associate  Professor  of  JMedicine,  Uni- 
versity of  Pennsylvania,  Graduate 
School  of  Medicine. 

Human  life  follows  a definite  biological  pattern. 
Few  individuals  attain  their  oi)timum  life  span. 
Premature  human  deterioration  too  frequently  re- 
sults from  conditions  which  may  he  prevented  or 
dela3md.  Biological  potentials  of  human  life  need 
to  be  emphasized.  Expansion  of  the  mature  years 
is  a major  goal  of  science  today. 

Discu.ssion  : Drs.  L.  C.  McGee  and  L.  B. 

FI  inn. 

4:30  P.  M.  -Present  Concept  of  Gi-aucoma 

Alvin  W.  Howland,  M.  D.,  Phila. 

Associate  in  Ophthalmology,  University 
of  Pennsylvania  Graduate  School  of 
Medicine. 

Comparative  analysis  of  glaucoma  and  other 
causes  of  blindness.  Symptoms  and  types  of  glau- 
coma. Goniotomy  in  congenital  type.  Treatment, 
both  medical  and  surgical,  will  be  discussed. 

Discussion:  Drs.  .1.  E.  Marvil  and  W.  0. 

T.aMotte,  Jr. 

5:10  P.  M. — Announcements 

5:15  P.  IM. — Adjournment 


IN  MEMORIAM 


A.  Parker  Hitchens,  Philadelphia 
December  19,  1949 

Louis  S.  Parsons,  Wilmington 
February  15,  1950 

Stanley  Worden,  Dover 
April  11,  1950 

WiLiJAM  Tojilinson,  Seafoi’d 
May  31,  1950 

Samuel  C.  Rujiford,  Wilmington 
June  29,  1950 

Cari,  B.  Scui.l,  Jr.,  Dover 
July  25,  1950 

John  W.  Bai.lard,  New  Castle 
August  18,  1950 

Harry  G.  Buckmaster,  Wilmington 
September  7,  1950 


WOMAN’S  AUXILIARY 
to  the 

MEDICAL  SOCIETY  OF  DELAWARE 
TUESDAY,  OCTOBER  3,  1950 

President,  IMrs.  J.  Leland  Fox,  Seaford 
President-elect,  IMrs.  Jos.  1M.  ^Iessick,  Wilm. 
Pecordinii  Sec’ if,  IMrs.  A.  IM.  Gehret,  Wilm. 
Vorrcsf).  Sec’ If,  1\Irs.  C.  IM.  IMoyer,  Laurel 
Treiis.,  Mrs.  S.  W.  Rennie,  Wilm. 

People’s  Church  Comaiunity’  Hall 
10:30  A.  IM. — Registration  and  Luncheon 
Tickets 
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10:45  A.  M. — Business  Meeting 

1.  Call  to  Order. 

2.  Pledge  of  Loyalty. 

3.  Minutes  of  Last  Meeting. 

4.  Reports. 

5.  Unfinished  Business. 

6.  New  Business. 

12:15  P.  M. — Adjournment. 


12  :30  P.  M. — Luncheon 
Guest  Speakers : 

Lawrence  L.  Fitchett,  M.  D.,  Milford, 

President,  Medical  Society  of  Delaware. 

Joseph  M.  Messick,  M.  D.,  Wilmington, 
Chairman,  Advisory  Committee,  Wo- 
man’s Auxiliary. 

Mrs.  Helen  MeDougall,  Wilmington, 
Hospital  and  Physicians’  Relations  Of- 
ficer, Group  Hospital  Service,  Wilming- 
ton. 


2 :30  P.  M. — Business  Meeting 

1.  Unfinished  Business. 

2.  Election  of  Officers. 

3.  Installation  of  Officers. 

4.  Social  Hour. 

4:30  P.  M. — Adjournment 

Until  5 :30  P.  M. — Visit  the  Exhibits. 

Maple  Dale  Country  Club 
6 :45  P.  M. — Reception 
7 :30  P.  jM. — Annual  Banquet  of  the  Med- 
ical Society  of  Delaware 
^lembers  and  Auxiliary  are  invited  to  sub- 
scribe. Tickets  from  Dr.  Joseph  S.  McDaniel, 
229  S.  State  Street,  Dover. 

Dress  : Optional 

Social  hour  to  follow. 


TECHNICAL  EXHIBITS 

Booths  Nos,  1,  2 and  3 

E.  I.  DUPONT  DENeMOURS  & COMPANY 
DuPont  Building 
Wilmington,  Del. 

DuPont  Contributions  to  Medicine. 

W.  S.  Armstrong,  Jr. 

Booth  No.  4 

George  D.  Hanby  Co.,  Inc. 

919  Market  Street, 

805  Shipley  Street, 

Wilmington,  Del. 

The  exhibit  will  feature  some  of  the  latest  types  of 
conventional  filing  equipment  by  the  Art  Metal  Construc- 
tion Co.,  the  Post  Index  and  Magnadex  systems  of  visible 
filing,  steel  office  furniture  by  Art  Metal  Construction  Co., 


and  All  Steel  Equipment  Co.  Several  pieces  of  waiting 
room  equipment  in  aluminum  and  wood  will  also  be  feat- 
ured, as  well  as  specialized  lighting  equipment  by  Dazor. 

J.  R.  Truitt  E.  A.  Keeling,  Jr. 


Booth  No.  5 

Acousticon-Neumeyer  Co. 

832  Market  Street 
Wilmington,  Del. 

Acousticon  Since  1902 

World’s  First  Electrical  Hearing  Aid  is  announcing  an 
entirely  new  scientific  and  concealed  method  of  regaining 
your  hearing.  A miniature  masterpiece:  50  years  ahead. 

The  Super  X-Ear 

A revolutionary  achievement  that  acts  like  a human  ear 
to  bring  you  a new  concept  of  hearing  enjoyment.  So 
tiny  you  can  wear  it  as  a brooch,  tie  clasp,  or  lapel  button. 

H.  E.  Neumeyer 


Booths  Nos.  6 and  7 

American  Cancer  Society 
Delaware  Division 
1324  Market  Street, 

Wilmington,  Del. 

Transparencies  and  illuminated  exhibits  on  cancer  re- 
search and  gross  pathology.  Continuous  motion  pictures 
on  early  diagnosis  of  cancer. 

Mrs.  Nancy  Ivern  Mrs.  Betty  Zannoni 
Miss  Marcellina  Masella,  R.  N. 

Mrs.  Barbara  Manley,  R.  N. 

Dr.  John  F.  King 

Booth  No.  8 

General  Limb  and  Brace  Co. 

1916  Market  Street, 

Wilmington,  Del. 

Manufacturers  and  professional  fitters  of  prosthetic, 
orthopedic  and  surgical  appliances. 

Patrick  Morgan  John  Hoi,zem 


Booth  No.  9 

Universal  Products  Corporation 

Norristown,  Pa. 

Of  special  interest  is  the  new  “Surgeon’s  Fingalyte.’’  You 
have  often  wished  to  have  a light  at  the  end  of  your  finger 
tip.  “Fingalyte”  is  just  that. 

Low  wattage,  and  cool  for  trans-illumination.  Attaches 
to  inside  of  vaginal  speculum  or  proctoscope.  Headlight 
weighs  only  two  ounces.  All  contained  in  a small  case. 
The  “Surgeon’s  X-L-Lyte”  will  also  be  demonstrated.  This 
instrument  has  been  in  service  for  20  years  and  over  75,000 
in  use.  See  it! 

Charles  II.  Wolff 


Booth  No.  10 

Chari.es  Lentz  & Sons 
33  South  17th  Street, 
Philadelphia,  Pa. 

Our  Exhibit  will  show  a complete  line  of  stainless  steel 
instruments,  physicians’  bags,  electrical  diagnostic  instru- 
ments, physiotherapy  equipment  manufactured  by  the 
Burdick  Corporation,  as  well  as,  the  Burdick  EKG  pre- 
cision direct  recording  electrocardiograph  apparatus. 

LeVan  Reber,  Jr. 
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Booth  No.  11 

Philip  ]\1orris  & Co.  Ltd.,  Txc. 

100  Park  Avenue, 

New  York,  N.  Y. 

Philip  Morris  and  Company  will  show  the  results  of  re- 
search on  the  irritant  effects  of  cigarette  smoke.  These 
results  show  conclusively  that  Philip  Morris  are  less  irri- 
tating than  other  cigarettes.  An  interesting  demonstration 
will  be  made  on  smokers  at  the  exhibit  which  will  show 
the  difference  in  cigarettes. 

Fred  Zei.ler 


Booth  No.  12 

Doiio  Chemical  Corporation 
100  Yarick  Street, 

Yew  York,  N.  Y. 

The  Doho  Chemical  Corporation  and  its  subsidiary, 
Mallon  Chemical  Corporation,  makers  of  Auralgan,  O-tos- 
mo-san  and  Rectalgan,  are  proud  to  announce  their  new 
nasal  decongestant,  Rhinalgan  — a balanced  formulation 
of  two  active  chemic  compounds  that  gives  prolonged 
vasoconstriction.  Used  as  a spray,  in  our  patented  Dohony 
Spray-O-Mizer  (combination  dropper  and  spray).  Pleasant 
tasting,  with  no  systemic  effect  (presser  or  respiratory), 
and  can  be  safely  used  for  infants  and  children.  Our  rep- 
resentatives will  be  happy  to  explain  the  merits  of 
Rhinalgan  and  distribute  samples  of  this  innovation. 

John  R.  Shaw 


Booth  No.  13 

John  G.  ^Merkel  & Sons 

1208  X.  King  Street, 

Wilmington,  Del. 

We  wish  to  express  appreciation  to  our  friends  in  Dela- 
ware who  have  supported  us  in  our  second  year  in  busi- 
ness. We  hope  to  give  Delaware  one  of  the  best  Physician 
Supply  Companies  on  the  East  Coast. 

John  G.  Merkel,  Jr.  John  G.  Merkel,  3rd. 
L.  E.  McCandless  E.  J.  France 


Booth  No.  14 

Eli  Lilly  and  Company 

Indianapolis,  Ind. 

Your  Lilly  medical  service  representative  cordially  in- 
vites you  to  visit  the  Lilly  exhibit  located  in  Booth  No.  11. 
The  display  for  1950  features  a presentation  on  the  inci- 
dence and  potential  number  of  diabetics  in  America.  The 
attending  representatives  will  be  pleased  indeed  to  assist 
visiting  physicians  in  every  way  possible. 

J.  A.  Loughrey  R.  II.  Miller 


Booth  No.  15 

1)p:laware  Anti-Tuberculosis  Society 
1308  Delaware  Avenue, 
Wilmington,  Del. 
and 

Delaware  State  Bo.vrd  of  Health 

Dover,  Del. 

The  Story  of  Tuberculosis  in  Delaware. 

J.  I).  XiLE.s,  Jr.  G.  Taggart  Evans 


Booth  No.  IG 

Stethetron  Sales  Company 

Wenonah,  X.  J. 

stethetron  Sales  Company  demonstrate  Council  accepted 
electronic  stethoscopes!  Employ  electronics  to  amplify  the 
faintest  cardiac  murmur,  fetal  heart  sound,  or  respiratory 
rale.  Pocket  size  unit  compensates  for  office  noise  level 
and  likely  hearing  deficiencies  at  high  and  low  frequen- 
cies. You  are  invited  to  determine  whether  we  can  im- 
prove your  auscultation. 

L.  H.  Lasell 


Booth  No.  n 

IMead  Johnson  & Company 

Evansville,  Ind. 

Dextri-Maltose,  Oleum  Percomorphum,  Pablum,  Pabena, 
Olac  and  other  Mead  products  used  in  infant  nutrition  will 
be  on  display  at  the  Mead  Johnson  exhibit  at  your  Medical 
Society  of  Delaware.  Protenum,  a new  high  protein  prod- 
uct, will  be  displayed.  Also,  Lonalac,  for  low  sodium  diets. 
Our  representatives  at  the  exhibit  will  be  glad  to  discuss 
with  you  the  new  improvements  of  Amigen  and  Amisets. 

George  B.  Ealer  George  McLay 


Booth  No.  18 

Delaware  Chapter  American  Red  Cross 
911  Delaware  Avenue, 
Wilmington,  Del. 

The  exhibit  will  concern  the  health  services  of  the  Red 
Cross  as  promoted  by  the  Delaware  Chapter  of  the  Amer- 
ican Red  Cross.  It  will  feature  the  Safety  Services  and  the 
Nursing  Services. 

i\lRS.  Ethel  J.  ]\Iyers 

Mrs.  Edith  R.  Kendall  A.  W.  Rand 


Booth  No.  19 

F.  S.  Vitamin  Corporation 

250  E.  43rd  Street, 

Xew  York,  X.  Y. 

Exhibit  demonstrates  the  greatest  vitamin  technicological 
advance  of  the  present  decade  — “oil-in-water”  multi- 
vitamin solutions.  Includes  Vi-Syneral  Injectable  which 
makes  available  for  the  first  time  in  pharmaceutical  history 
an  aqueous  parenteral  multivitamin  solution  ready  for 
immediate  injection.  Also,  the  original  oral  aqueous  multi- 
vitamin formula,  Vi-Syneral  Vitamin  Drops  . . . since  1943. 

Charles  Gro\tc 


Booth  No.  20 

Burroughs  Wellcome  &,  Co.  (U.S.A.)  Inc. 

1 Scarsdale  Road, 

Tuckahoe,  N.  Y. 

‘B.  W.  & Co.’  will  feature  a completely  new  type  anti, 
histaminic,  ‘Perazil’  brand  Chlorcyclizine  Hydrochloride. 
•Perazil’  differs  chemically  in  that  it  is  a piperazine,  rather 
than  a conventional  ethylenediamine  compound,  and  a 
single  dose  provides  12  to  24  hour  action.  We  will  also 
feature  'Wellcome'  brand  Globin  Insulin,  the  accepted  in- 
termediate-acting insulin;  and  Digoxin,  for  safe  predictable 
digitalization. 

K.  P.  IIOAG 


E.  M.  Bennis 
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Booth  No.  21 


Endo  Products  Corporation 
8440  101st  Street, 
Richmond  Hill,  N.  Y. 


Vifort,  aqueous  (non-alcoholic)  dispersion  of  both  the 
“oil-soluble”  and  water-soluble  vitamins,  in  small  particle 
size,  is  one  of  Knlo’s  features.  Mesopin  offers  homatropine 
methyl  bromide  (with  or  without  phenobarbital)  to  relieve 
gastro-intestinal  spasm  while  minimizing  side-effects. 
Norodin  presents  d-methamphetamine  hydrochloride,  psy- 
chomotor stimulant  and  antidepressant  with  prompter  on- 
set, longer  action  and  fewer  side-effects. 

J.  L.  Jackson  M.  C.  Daniels 

J.  B.  Morrow 


Booth  No.  22 


Gov.  Bacon  Health  Center 
Delaware  City,  Del. 

A visualization  of  the  contributions  of  the  Governor 
Bacon  Health  Center  toward  the  integration  of  the  family 
unit  as  the  basic  strength  of  our  American  culture,  mani- 
fested through  a preventive  psychiatric  program  which 
emphasizes  the  value  of  the  individual  to  the  group,  and 
the  value  of  the  group  to  the  individual. 

Mrs.  Alyce  Kunz  Mrs.  Irene  Nowland 


Booth  No.  23 


Walden  Industries,  Inc. 

74  West  52nd  Street, 

New  York,  N.  Y. 

“QUICK-CLIX”  is  an  unusually  compact  clinical  photo- 
graphic unit  combining  camera  mount,  lights  and  handy 
finger  tip  control.  Designed  for  use  with  a single  lens 
reflex  camera,  “QUICK-CLIX”  allows  you  to  see  what 
you  want  and  photograph  exactly  what  you  see.  Ideal  for 
close-up  photography  (as  close  as  two  inches),  “QUICK- 
CLIX”  is  perfect  for  color  and  black  and  white  clinical 
photography. 

Dr.  H.  W.  Walden  Leonard  Flomenhaft 


Booth  No.  24 

Dei.aware  League  for  Planned  Parenthood 

110  E.  16th  Street, 

Wilmington,  Del. 

The  Delaware  League  for  Planned  Parenthood  is  a char- 
itable organization  which  maintains  statewide  clinics  sup- 
plying medically  supervised  information,  equipment  and 
treatment  to  aid  parents  in  planning  their  families  and 
spacing  their  children.  Control  of  conception  and  treat- 
ment of  infertility  promote  the  health  and  welfare  of 
parent,  child,  and  the  community. 


Mrs.  Benjamin  F.  Burton,  Jr. 
Mrs.  a.  Randolph  Holladay 
Mrs.  Robert  N.  Downs  III 
Mrs.  S.  Samuel  Arsht 
Mrs.  Daniel  0.  Hastings,  Jr. 


Booth  No.  25 

Similae  Division 

I\I.  & R.  Dietic  Laboratories,  Inc. 
Columbus,  Ohio 

Our  representatives  for  Similae  and  Cerevlm  will  ap- 
preciate the  opportunity  to  discuss  with  you  the  merits 
and  use  of  our  products  in  the  care  of  infant  and  child 
nutrition. 

D.  F.  SCHLOSSER 

Booth  No.  26 

Ray-Mor  Baking  Company 

Olive  Street, 

Salisbury,  Md. 

“Sweetheart”  Baking  Products. 

They’re  good — you’ll  like  them. 

Try  them  with  our  compliments. 

H.  Jack  Rayner  Stanley  Jones 

Hobart  Webster 

Booth  No.  27 

Pepsi-Cola  Bottling  Company 
Box  869 
Salisbury,  Md. 

Pepsi-Cola:  a pure  food  product. 

Dispensed  with  our  compliments. 

William  E.  Morgan  Charles  Bloodsworth 
Max  Kahn 


Little  attention  is  paid  to  health,  and  it  is 
often  considered  in  the  negative  sense  of  ab- 
sence of  disease.  It  is  challenging  to  current 
thought  to  iioint  out  that  health  and  disease 
are  not  static  entities  but  are  jihases  of  life 
. . . . Health,  in  a positive  sense,  consists 
in  the  ca])acity  of  the  organism  to  maintain 
a balance  in  which  it  may  be  reasonably  free 
of  undue  pain,  discomfort,  disability,  or  limi- 
tation of  action  including  social  capacity.  John 
Romano,  M.D.,  J.A.M.A.,  June  3,  1950. 


The  final  diagnosis  in  pulmonary  tubercu- 
losis rests  upon  the  demonstration  of  the 
tubercle  bacillus  ju.st  as  that  of  carcinoma  of 
the  lungs  depends  upon  histologic  jiroof.  A 
reasonable  certainty  of  jiredicted  diagnosis 
can  be  obtained  in  about  four  fifths  of  the 
cases  with  only  the  usual  x-ray  examination 
such  as  po.steroanterior,  obli(|ue  or  lateral 
films.  Merrill  C.  Sosman,  M.D.,  New  England 
J.  Med.,  June  1,  1950. 
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OBITUARIES 

Tahl  B.  Scru..  .)k.,  M.  D. 

Dr.  Carl  B.  Scull,  .)r.,  pre.sideiit  of  the  IMeili- 
cal  Society  of  Delaware  died  of  a heart  at- 
tack on  July  25,  1950  at  his  home  iu  Dover  at 
the  age  of  47. 

Dr.  Scull,  foi'iner  court-a])i)oiiited  Kent 
Couuty  ])hysiciau,  suffered  a slight  heart  at- 
tack the  i)revious  night. 

Dr.  Scull  was  a native  of  Delaware,  having 
been  horn  at  Wyoming,  Nov.  4,  1902,  a son  of 
Carl  B.,  Sr.,  and  Kehecca  Ennis  Scull.  He 
was  a graduate  of  the  University  of  Pennsyl- 
vania, A.  B.,  1924,  and  its  iVledical  School  in 
1928.  He  served  a year's  interneship  at  Al- 
legheny Ceneral  Hospital,  Pittsburgh,  Pa. 

lie  .served  with  the  Delaware  National 
Cuard  during  the  years  1930"39,  and  with  the 
Army  from  1942  to  1946,  i)articii>ating  in  cam- 
paigns in  Africa  and  Italy. 

lie  was  a member  of  the  Kent  County  Draft 
Board  in  1941,  a)id  again  in  1948  and  1949. 
Active  for  .some  years  in  the  IMedical  Society, 
of  Delaware,  he  became  its  president  in 
January,  succeeding  Dr.  51.  A.  Tarumianz.  He 
also  held  membershi])  in  the  Kent  County 
.Medical  Society  and  American  51edical  .Asso- 
ciation. lie  was  a member  of  the  Dover 
School  Board  and  the  5Ia])le  Dale  Country 
Club.  He  was  a Presbyterian  and  a Mason. 

Dr.  Scull  is  survived  by  his  wife,  the  former 
Sara  Karstetter  whom  he  married  in  1929,  and 
two  daughters,  Rebecca  Louise,  16,  and  .Amelia 
.Ann,  18.  The  lattci-,  who  entered  AA^heaton  Col- 
lege at  .Norton,  .Alass.,  last  fall,  was  touring 
Euro|)c  with  a gi’oup  of  other  students. 

The  decca.sed  also  leaves  two  sisters:  .Airs. 
Call  E.  Chatto,  AA'yoming,  and  .Airs.  Louise 
Fitzgerald,  Philadel jihia 

Funeral  services,  attended  by  a large  dele- 
gation of  members  of  the  Kent  County  .Aledical 
.Society  and  several  officers  of  the  .Aledical  So- 


ciety of  Delaware,  were  held  in  the  Dover 
Pre.sbyterian  Crurch  on  July  28th.  Burial 
was  made  iu  the  Protestant  Epi.scojial  Ceme- 
tery, Dover. 

Dr.  Scull  was  the  second  luesident  of  the 
.Aledical  Society  of  Delaware  to  die  in  office 
since  Dr.  James  Tilton,  the  first  president  of 
the  organization,  who  died  in  1822.  Dr.  Til' 
ton  served  as  jiresident  of  the  5Iedical  Society 
from  1789  to  1822.  The  first  president  to  die 
in  office  after  Dr.  Tilton's  death  was  Dr. 
Henry  F.  Askew,  of  AA'ilmington  who  was 
president  from  1851  to  1855,  and  again  in 
1875-76,  who  died  in  51arch  1876,  though  his 
teiTu  of  office  did  not  ex]ure  until  June,  1876. 
Dr.  Askew  was  vice-president  of  the  A. 51. A. 
in  1859,  and  president  in  1867,  the  only 
Delaware  doctor  to  achieve  this  national  honor. 


AATu.iam  Tomlinson,  51.  D. 

Dr.  AAdlliam  Tomlinson,  80,  for  45  years  a 
jiracticing  physician  died  at  his  home,  Seaford, 
on  51ay  31,  1950.  He  had  retired  four  years 
ago. 

Dr.  Tomlinson  received  his  degree  of  51.1). 
from  the  5Iedico-Chirurgical  College  of 
Philadeljihia  in  1902.  He  was  a member  of 
the  A'alley  51edical  Association,  the  Su.ssex 
County  5Iedical  Society,  the  .Allegheny  Coun- 
ty 5Iedical  As.sociation,  AA^oodmen  of  America, 
Indeiiendent  Order  of  Odd  Fellow.s,  and  was 
formerly  a trustee  of  5lc5Iaster's  51ethodist 
Church  at  Turtle  Creek. 

Dr.  Tomlin.son  is  survived  by  his  wife,  5Iary 
Brown  Tomlin.son,  two  sons,  AAdlliam,  of  Sea- 
ford,  and  Nathaniel  Tomlinson  of  Turtle 
Creek,  and  four  grandchildren.  Services  were 
held  at  Seaford  on  June  3rd,  with  burial  iu 
the  Seaford  (Annetery. 


John  AA".  B.\ll.\rd,  51.  1). 

Dr.  John  AA^.  Ballard,  of  New  Castle  died 
on  .August  18,  B)5(),  at  the  age  of  62.  He  had 
suffered  a heart  attack  ou  July  2nd. 

A native  of  Logansjiorl,  Ind.,  Dr.  Ballard 
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was  graduated  trom  Yali)araiso  University, 
Valparaiso,  Ind.,  A.  B.,  1910,  and  the  Univer- 
sity of  Southern  California  Medical  School  in 
1914.  Following  his  graduation,  he  was  em‘ 
])loyed  as  a physician  with  a mining  company 
at  Davis,  W.  Va. 

Ilis  work  was  interrupted  by  World  War  I, 
during  which  he  served  as  a captain  in  the 
INIedical  Corps. 

Doctor  Ballard  began  a private  practice  in 
Fairmont,  W.  Va.,  after  his  discharge,  and 
then  returned  to  Lafayette,  Ind.,  where  he 
joined  the  staff  of  the  Veterans’  Hospital. 
From  Lafayette,  he  came  to  Wilmington  20 
years  ago  to  become  a member  of  the  staff'  at 
the  Delaware  State  Hospital.  He  entered  pri- 
vate practice  in  New  Castle  in  1942. 

He  is  survived  by  his  wife,  Mrs.  Floi*ence  K. 
Ballard,  and  a son,  John  W.  Ballard,  Jr., 
both  of  New  Castle ; a daughter,  Mrs.  Mary 
Ellen  Timm  of  Gordon  Heights;  a grandson, 
Jeffrey  Ballard  Timm  of  Gordon  Heights,  and 
a brother,  Dr.  Charles  A.  Ballard  of  Logans- 
port. 

Dr.  Ballard  was  a member  of  the  Independ- 
ent Order  of  Odd  Fellows,  the  American  Medi- 
cal As.sociation,  Medical  Society  of  Delaware, 
American  P.sychiatric  Association,  and  the 
New  Castle  County  Medical  Society.  He  was 
a member  of  the  New  Castle  Presbyterian 
Church. 

Funeral  services  were  held  on  August  23rd 
in  New  Castle.  Interment  was  in  Gracelawn 
IMemorial  Park,  duPont  Highway. 


BOOK  REVIEWS 

Sexual  Deviations.  By  Louis  S.  London, 
M.D.,  Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology,  etc.  and  Frank  S. 
Caprio,  M.D.,  Member  of  the  American  Psychi- 
atric Association,  etc.,  with  a Foreword  by 
Nolan  D.  C.  Lewis,  M.D.,  Professor  of  Psychi- 
atry. Columbia  University.  Pp.  702.  Cloth. 
Price.  $10.00.  Washington,  D.  C.;  Linacre 
Press,  1950. 


The  authors  of  this  work  adhere  to  the 
Freudian  school,  and  empha.size  that  sexual 
de visions  aie  not  of  themselves  definite  clinical 
entities  but  indicate  some  forms  of  basic  neu- 
roses, and  are  therefore  amenable  to  treatment 
by  psycho-analysis,  with  the  expectation  of 
cure  in  most  cases.  They  use  the  case  history 
method,  the  histories  being  written  accurately 
and  great  detail. 

This  book  will  be  of  value  for  physicians, 
jui'ists,  attorneys,  social  workers,  educators, 
and  laymen  whose  pi'evious  education  and 
leading  in  this  general  direction  has  been 
inadeciuate. 


Handbook  of  Materia  Medica  Toxicology 
and  Pharmacology.  By  Forrest  R.  Davison, 
M.  B.  formerly  Assistant  Professor  of  Pharma- 
cology, University  of  Arkansas.  4th  Edition. 
Pp.  730,  with  35  illustrations,  four  in  color. 
Cloth.  Price.  $8.50.  St.  Louis:  C.  V.  Mosby 
Company,  1949. 

In  the  five  years  since  the  third  edition 
Davi.son  has  added  many  new  drugs,  such  as, 
aureomycin,  polymynin,  rutin,  BAL,  anti- 
hi.stominics,  anti-malerials,  etc.  This  new  edi- 
tion maintains  the  high  standard  of  the  pre- 
vious ones  and  we  again  recommend  the  book 
as  an  excellent  reference  concerning  the  use 
of  drugs. 


Medical  Management  of  Gastrointestinal 
disorders.  By  Garneyy  Cheney,  M.  D.,  Clinical 
Professor  of  Medicine,  Stamford  University. 
Pp.  478.  Cloth.  Price,  $6.75.  Chicago:  The 
Year  Book  Publishers  Inc.,  1950. 

The  ai>proach  to  the  subject  which  the 
autlior  uses  is  that  of  sympathamology  and 
is  aimed  i)rimarily  at  the  general  practitioner. 
Comparatively  small  attention  is  paid  to 
pathology,  laboratory  technicpies,  and  differ- 
ential clinical  diagnosis,  and  the.se  lacks 
limit  the  usefulne.ss  of  the  book  somewhat.  It 
is  not  complete  enough  to  be  used  as  a text 
book  in  medical  books. 
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Clinical  Biochemistry:  By  Abraham  Can- 
tarow,  M.  D.,  Professor  of  Biochemistry, 
Jefferson  Medical  College;  and  ^lax  Trumper, 
Ph.D,.  Commander,  H(S),  USNR.  Lecturer 
in  Clinical  Biochemistry  and  Basic  Science 
Coordinator.  Naval  Medical  School  National 
Naval  IMedical  Center.  Bethesda,  Maryland. 
4th  edition.  Pp.  642,  with  38  figures.  Cloth. 
Price,  .88.00.  Philadelphia:  W.  B.  Saunders 
Company.  1949. 

This  is  the  first  edition  of  Canterow's  since 
1945.  The  first  fifteen  eha])ters  deal  with  bio- 
chemistry and  tlie  last  nineteen  with  the  stand- 
point of  })hysiology.  The  book  concludes  with 
an  outline  of  chemical  abnormalities  in  var- 
ious disorders,  which  assists  in  the  interpre- 
tation of  the  biochemistry  findings.  Confro- 
ver.sial  material  is  i)resented  with  certain 
reservations,  and  the  book  is  completely  up 
to  date.  As  in  the  i)revious  editions,  we  can 
recommend  this  book  as  trustworthy. 


Care  of  the  Surgical  Patient — Including 
Pathologic  Physiology  and  Principles  of  Diag- 
nosis and  Treatment.  By  Jacob  Fine,  M.  D., 
Professor  of  Surgery  (at  Beth  Israel  Hos- 
pital) Harvard  Medical  School.  Pp.  544,  with 
40  figures.  Cloth.  Price,  $8.00.  Philadelphia: 
W.  B.  Saunders  Company,  1949. 

Dr.  Fine,  a.ssi.sted  by  twenty-two  collab- 
oi’ators,  has  ]>resented  a book  that  is  not  a text 
book  of  surgery  but  one  on  the  basic  ]>rin- 
ciples  of  diagnosis  and  treatment  of  surgical 
conditions.  Consetpiently,  surgical  technicpie 
is  not  discussed  fully,  but  the  ])athology  is 
accentuated.  The  book  is  up  fo  date  and  au- 
fhorafive.  The  index  is  comjdefe.  We  recom- 
mend the  book  to  all  surgeons,  surgical  in- 
terns, and  medical  students. 


Mitchell-Nelson’s  Textbook  of  Pediatrics. 
Edited  by  Waldo  E.  Nelson.  M.  D.,  Professor 
of  Pediatrics,  Temple  University  School  of 
Medicine.  With  the  collaboration  of  sixty- 
three  contributors.  5th  edition.  Pp.  KioS,  with 
426  illustrations,  19  in  color.  Cloth.  Price, 

812.50.  Philadel])hia:  W.  B.  Saunders  Company, 

19.50. 

This  fifth  edition  apjiears  after  a la])se  of 
five  years  since  the  fourth,  this  time  with 
the  collaboration  of  sixfy-thrce  contributors. 


all  of  whom  are  recognized  authorities  in 
their  respective  fields.  This  book  is  more  of 
an  encyclopedia  than  the  other  books  on 
l)ediatrics.  It  is  com])letely  up  to  date,  and 
the  illu.strations  clarify  the  text.  It  can  be 
recommended  without  reservation. 

The  Merck  Manual.  8th  edition.  Pji.  1592. 
Cloth.  Price,  $4.50  for  Regulation  edition: 
$5.00  for  Thumb  Indexed  edition.  Rahway, 

N.  J.;  Merck  and  Company,  Inc.  1950. 

IMercks’  well  known  manual  is  welcome 
again.  Part  1,  containing  1,462  pages,  dis- 
cusses briefly  various  diseases  and  contains 
literally  hundreds  of  ])rescriptions.  Part  2, 
continuing  for  another  104  pages,  contains 
routine  immunization  i)rocedures,  ])re-  and 
post-o]>erative  routines,  office  laboratory  pro- 
cedures, dilts,  etc.  etc.  Part  3 is  the  index 
which  contains  22  ])ages  and  ajiparently  is 
complete.  The  manual  is  of  hand  .size.  The 
only  objection  that  anyone  could  make  is  of 
the  size  of  the  type,  and  this  objection  is  valid 
only  for  the  older  i)ractioners  who  would  be 
using  the  book  less  than  the  younger  ones 
anyhow.  Packed  full  of  information,  this  is 
a handy  reference  which  .should  be  on  the 
shelves  of  every  practitioner. 


Postgraduate  Gastroenterology  — As  pre- 
sented in  a course  given  under  the  sponsor- 
ship of  the  American  College  of  Physicians  in 
Philadelphia,  December  1948.  Edited  by  Henry 
L.  Bockus,  M.  D.,  Professor  of  Gastroenterol- 
ogy, University  of  Pennsylvania  Graduate 
School  of  Medicine.  Pp.  670,  with  258  figures. 
Cloth.  Price,  810.00.  Philadelphia:  W.  B. 
Saunders  Comi^any,  1950. 

As  indicated  in  the  title,  this  volume  rej)- 
resents  lectures  given  at  the  University  of 
Pennsylvania  and  naturally  contains  much 
material  that  has  apiteared  in  jirevious  texts. 
These  lectures  cover  esithogeal  disorders,  gas- 
tric secretions,  and  analy.sis,  gastric  neoplasms, 
recent  contribution  to  the  knowledge  of  peptic 
ulcer,  application  of  neuroi)sychiatx’y  to  gas- 
trointestinal problems,  the  i>ancreas,  abdom- 
inal ])ain,  the  liver,  inte.stinal  obstruction. 
non-s})ecific  enteritis,  jaundice  and  colonic 
diseases.  The  numerous  illustrations  are  most 
helpful.  The  book  merits  a wide  circle  of 
readers. 
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THE  PROOF  OF  THE  PUDDING 

The  best  way  to  measure  the  value  our  cosmetics  have  for  you  is  by  the  de- 
gree of  satisfaction  you  get  from  using  them. 

Yes,  the  proof  of  the  pudding  is  in  the  eating.  And  the  proof  of  the  cosmetic 
is  in  the  using. 

We  select  our  preparations  to  suit  your  individual  needs,  with  purpose  to  cre- 
ate the  best  possible  cosmetic  effect  for  you.  You  ore  the  judge  (you  and  your 
friends)  of  whether  we  achieve  that  purpose. 

Unless  you  ore  satisfied  that  your  Luzier's  Service  is  in  every  respect  suited 
to  your  requirements  and  preferences,  you  ore  urged  to  return  any  or  oil  of  the 
preparations  for  on  adjustment  in  selection  or  o cosh  refund  for  the  unused  por- 
tions. 

We  feel  that  no  higher  claim  can  be  made  for  cosmetics  than  that  they  ful- 
fill the  individual's  need  for  them  and  purpose  in  using  them. 

*pc*te 

Are  Distributed  In  Delioware  By; 

Meta  Mitchell  W.  E.  Overlees 

DISTRICT  DISTRIBUTOR  DIVISIONAL  DISTRIBUTOR 

701  West  I 0th  Street  Wilmington  16,  Delaware  401  Davidson  Bldg. 

Phone  2-2502  Charleston,  West  Virginia 


EVERYTHING  NEW  IN  DRUGS 


FOR  DOCTORS  ONLY! 

^61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only.  . . . Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 


BRITTINGHAM'S 

PHARMACY 

Medical  Arts  Bldg.  Del.  Trust  Bldg. 


Convenient . . . Simple  to , 


5\  ^ .^utritionnlly  sound  ♦ . . Generous  in  protein 
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Infant  feeding  formulas  of  cow’s  milk, 
water  and  Dextri-Maltose*  have  been 
prescribed  for  almost  four  decades,  by 
two  generations  of  physicians. 

LACTUM  and  DALACTUM  bring  new 
convenience  to  such  formulas.  They  are 
prepared  for  use  simply  by  adding 
water.  A one-to-one  dilution  supplies 
20  calories  per  fluid  ounce  and  is  suit- 
able for  most  infants. 

LACTUM  is  a whole  milk  formula  de- 
signed for  full  term  infants  with  normal 
nutritional  requirements. 


DALACTUM  is  a low  fat  formula  for 
both  premature  and  full  term  infants 
with  poor  fat  tolerance. 


♦ T.  M.  Reg.  U.  S.  Pat.  Off. 


Mead  Johnson  & co 
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■ — meaning  "at  once” — is  the  prescription  abbreviation  wbicli  calls 
for  immediate  attention. 

Often  it  is  vitally  important  that  certain  medicinals  be  close  at  hand. 
Lilly  pharmaceuticals  are  almost  certain  to  be  found  in  every  pharmacy 
and  hospital.  Supplies  are  never  far  away,  for  many  near-by  Lilly 
wholesalers  stand  ready  to  serve  dispensing  outlets — at  once. 
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Unexpected  side  effects  sometimes  nullify  the  anticipated  benefits  of 
antibiotic  therapy.  With  CHLOROMYCETIN,  such  side  effects  rarely 
interfere  with  its  well-known  efficacy  in  a wide  range  of  disorders. 

Chloromycetin 

CHLOROMYCETIN  is  well  tolerated.  Reactions  are  infrequent,  and 
those  that  do  occur  are  slight.  Interruption  of  treatment  because  of 
severe  reactions  is  rarely  necessary. 
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COMMENTS  ON  THE  MANAGEMENT 
OF  HYPERTENSION* 

Louis  B.  LaPlace,  M.  D.,** 
Philadelphia,  Pa. 

Introduction 

The  treatment  ot  hypertension,  except  in 
a small  percentage  of  oases,  is  palliative  rath- 
er than  curative.  On  the  other  hand,  for  the 
vast  majority  of  patients,  treatment  can  be 
considered  relatively  eftective  in  the  sense  that 
appropriate  measures  wisely  administered,  can 
substantially  prolong  the  duration  of  life  and 
decrease  the  attendant  disability. 

Hypertension  is  a complex  disorder  in  which 
a number  of  causative  factors  appear  to  be 
involved.  It  varies  in  severity  from  a benign 
condition  to  one  which  is  rapidly  fatal.  There 
is  no  routine  treatment  suitable  for  all  cases. 
The  degree  of  therapeutic  benefit  obtained  de- 
pends basically  on  individualization.  Each 
case  requires  accurate  and  detailed  analysis. 
This  does  not  mean  that  every  patient  should 
be  subjected  to  exhau-stive  laboratory  studies. 
On  the  contrary,  desirable  although  this  may 
be  for  academic  purposes,  it  is  necessary  only 
in  a relatively  small  group.  ^Vhat  is  required, 
however,  is  that  each  patient  be  examined 
thoughtfully  in  the  light  of  current  concepts 
of  the  disease  and  with  special  reference  to 
the  possible  causes  of  the  hypertension,  the 
presence  of  aggravating  conditions,  the  degree 
of  secondary  cardiovascular  changes,  and  the 
probable  prognosis.  Consideration  should  also 
be  given  to  the  psychological  and  socio-eco- 
nomic factors  as  well  as  to  the  disease  itself. 
Each  of  these  aspects  of  the  case  influences  the 
choice  of  the  therapeutic  measures  to  be  em- 
ployed. 

Pathogenetic  Aspects  of  Treatment 

Treatment  as  it  is  currently  advised  is  based 
not  only  on  clinical  experience  but  also  on 
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present  concepts  of  the  pathogenesis.  Hyper- 
tension is  generally  defined  as  a persistent 
elevation  of  arterial  pressure  above  the  aver- 
age normal  limits  of  150/90  millimeters  of 
mercury.  Increased  systolic  pressure  alone  is 
not  considered  to  be  true  hypertension  since 
it  may  result  from  a high  pulse  wave  velocity 
(usually  due  to  loss  of  elasticity  of  the  aorta) 
or  high  cardiac  stroke  volume.  Two  other 
conditions,  increased  blood  volume  and  in- 
creased blood  viscosity,  tend  to  elevate  both 
systolic  and  diastolic  pre.ssures  but  are  of  rela- 
tively minor  importance  being  seldom  more 
than  contributory  factors. 

The  basic  disorder  in  true  hypertension  is 
increased  resistance  to  blood  fiow  due  to  ab- 
normal constriction  of  the  arterioles.  This  is 
produced  by  nervous  reflex  influence,  by  hu- 
moral constrictor  substances,  and  by  organic 
changes  in  the  vessels.  Hypertension  appears 
to  be  initiated  primarily  by  one  or  another  of 
these  mechanisms  but  sooner  or  later  all  three 
tend  to  become  involved.  At  first,  the  pres- 
sure is  labile,  increasing  with  excitement  and 
physical  activity,  and  subsiding  to  physiologic 
levels  with  rest.  In  this  stage,  it  is  often  dif- 
ficult to  say  exactly  when  the  patient  should 
be  regarded  as  being  actually  hypertensive 
rather  than  simply  a hyperreactor.  As  the 
etiologic  influences  persist,  however,  the  pres- 
sure tends  to  remain  elevated  for  progressive- 
ly longer  intervals  and  to  return  less  easily 
to  the  normal  range.  Ultimately  a stage  is 
reached  at  which  the  pressure  no  longer  returns 
to  normal  but  remains  fixed  at  high  levels. 

The  elevation  of  pressure  has  two  complicat- 
ing effects : it  increases  the  work  of  the  heart 
and  imposes  excessive  stress  on  the  arterial 
system.  The  former  favors  the  production  of 
ventricular  hypertrophy  and  dilatation  and  ul- 
timate heart  failure.  The  latter  accelerates 
the  development  of  arteriosclerosis  with  nar- 
rowing of  the  lumina  of  the  arterioles  and  ulti- 
mate cerebral  vascular  disease,  coronary  dis- 
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ease  and  renal  insuffieieney.  A vicious  cycle 
in  the  pathojicnesis  of  tlie  liypertension  is 
maintained  l)y  pro>i'ressive  arteriosclerosis  in 
the  kidneys. 

In  a genei’al  way,  there  are  four  basic  ty}>es 
of  hypei  tension  ; neurogenic,  arteriosclerotic, 
nephrogenic,  and  endocrene. 

Neurogenic  Hypertension.  Hlevation  of 
blood  ])ressure  which  occurs  in  the  absence  of 
organic  causative  di.'-ea.se  is  currently  believed 
to  have  a i).sychoge:iic  or  neurogenic  reflex 
basis.  This  is  the  common  type  of  hyi)er- 
tension  in  the  first  half  of  life.  The  pressure 
tends  to  be  relatively  liable.  The  patient 
usually  exhibits  evidence  of  emotional  and 
vasomotor  instability  and  complains  especial- 
ly of  headaches,  dizzine.ss,  and  fatigue.  There 
is  a common  p.sychologic  pattern  of  the  “ob- 
se.ssive — compulsive"  or  “subnormal  assert- 
ive" type.  The  patient  who  at  first  was  simply 
a hyperreactor,  ultimately  develops  a per- 
sistent elevation  of  blood  pressure.  It  is  likely 
that  reflex  constriction  of  the  renal  vessels 
becomes  a contributory  factor  by  the  produc- 
tion of  renal  ischemia.  In  time,  the  peri])heral 
arterioles  become  thickened  and,  as  arterios- 
clei'osis  develops,  the  renal  factor  becomes  in- 
creasingly important  and  the  secondary  car- 
diovascular complications  are  initiated.  Neii- 
I'ogenic  h])yertension  tends  to  be  relatively 
benigm  ami  may  exist  for  fifteen  to  twenty 
years  or  more  without  serious  ill-effect. 

Arteriosclerotic  Hypertension.  Loss  of 
elasticity  and  obsfnictive  changes  in  the  ar- 
terial system  tend  to  cause  an  increase  in  sys- 
tolic ])ressure  and,  when  the  cardiac,  output 
is  increased,  a I'ise  in  diastolic  pressure  as 
well.  It  is  uulikely,  however,  to  be  a direct 
cause  of  pei'sisteni  hypertensiou.  On  the 
other  hand,  arteriosclerotic  narrowing  of  the 
renal  vessels  induces  local  ischemia  with  the 
abnormal  ])roduction  of  vaso-pre.ssor  sub- 
stances. The  nature  of  this  j)i'oce.ss  is  still 
obscure  in  spite  of  extensive  experimental 
and  clinical  studies.  To  date,  fifteen  or  more 
pressor  substances  which  may  be  involved  in- 
dividually or  in  combination  have  been  identi- 
fied. For  practical  purposes,  the  situation 
may  be  summarized  by  the  statement  that 
some  humoral  \'aso])ressor  mechanism  is  evok- 
ed by  conditions  pi'oducing  I'cnal  ischemia, 
that  the  degree  of  hy))ertensive  res])onse  is. 


from  a clinical  standpoint,  inconstant,  and 
that  no  antagonist  of  the  pressor  substance 
suitable  for  therapy  has  yet  been  developed. 
Arteriosclei’otic  hy})ertension  generally  occurs 
in  the  older  age  group,  has  a relatively  be- 
nign cour.se,  and  terminates  in  cardiac  failure 
or  a cerebral  hemorrhage.  Symptoms,  as  a 
nde,  are  mild  or  absent  and  the  development 
of  a malignant  ])hase  is  uncommon. 

Nephrogenic  Hypertension.  Many  forms 
of  inflammatory  and  obstructive  disease  of 
the  kidneys  cause  hypertension,  i)ossibly  by 
the  same  mechanism  as  that  of  renal  ischemia. 
Fommon  examples  include  glomerulonephritis, 
])yleonei>hritis,  ])olycystic  kidney,  and  renal 
stone.  Although  occurring  in  all  age  groups, 
renal  disease  as  a j)robable  pathogenetic  fac- 
tor has  been  found  to  be  ])re.sent  in  approxi- 
mately 2.”)%  of  all  cases  of  hypertension  in 
young  patients,  liypertension  in  a subject 
under  forty  yeai's  is  therefore,  an  indication 
for  thorough  investigation  of  the  kidneys.  Ke- 
nal  hypertension  is  likely  to  have  a relatively 
.short  course  with  few  iidtial  symptoms  and  to 
terminate  in  a malignant  phase  with  uremia. 

Endocrine  Hypertension.  About  10%  of 
cases  of  hy])ertension  are  associated  with  some 
form  of  endocrine  disease,  the  elevation  of  the 
blood  i)res.sure  being  attributed  to  disturbance 
of  adrenal  cortical  function.  Cushing’s  syn- 
drome is  commonly  accompanied  by  hyi)er- 
tension  as  are  a number  of  other  pituitary 
disorders,  especially  the  syndrome  of  obesity 
following  pregnancy  and  various  disturbances 
of  the  sex  glands.  A more  clearly  defined  type 
is  that  of  adrenal  medullary  tumor  (pheochro- 
mocytoma ) iu  which  the  hyi)ertension  is  gen- 
erally i)aroxysmal  but  often  sustained.  En- 
doctrine  hypertension,  except  for  i)heochromo- 
cytoma,  tends  to  be  relatively  benign  and  to 
persist  for  many  years  without  cousi^icuous 
secondary  cardiovascular  changes. 

Mixed  Forms  of  Hypertension.  The  basic 
tyiies  of  hyi)ertension  have  been  outlined 
above  chiefly  for  the  i)urpose  of  directing 
therapy  toward  the  ])athogenetic  factoi‘s  and 
as  an  aid  to  prognosis.  As  oliservetl  in  ])rac- 
tice,  however,  cases  of  hypertension  are  usual- 
ly of  a mixed  type.  A hyperreactive  patient, 
for  example,  may  gradually  develop  fixed  hy- 
pei'teusion,  still  without  accompanying  organic 
disea.se  but  ultimately,  secondary  arterioscler- 
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osis  adds  the  additional  factor  of  renal  is- 
chemia. Endocrine  and  renal  hypertension 
may  likewise  l^e  essentially  mild,  but  when  ac- 
companied by  a sufficient  nervous  element, 
the  blood  pressure  reaction  becomes  severe 
enough  to  hasten  the  development  of  cardio- 
vascular complications.  The  same  is  true  of 
a primarily  arteriosclerotic  hypertension,  the 
severity  of  which  may  depend  upon  the  de- 
gree of  accomnanying  nervous  influence.  This 
may  well  be  the  reason  why  hypertension  often 
tends  to  subside  in  advanced  age  and  after  the 
onset  of  some  cardiovascular  complication  such 
as  myocardial  infarction ; limitation  of  activity 
and  reconciliation  of  the  patient  to  a degree  of 
invalidism  reduce  the  incremeut  of  pressure 
elevation  caused  by  the  neurogenic  factor. 

General  Policy  of  Treatment 

The  general  policy  of  treatment  is  based,  as 
previously  stated,  on  an  evaluation  of  the  fac- 
tors involved  in  the  hypertension,  the  severity 
of  the  disease,  and  the  secondary  complica- 
tions. An  initial  procedure  is  to  determine 
whether  there  is  any  coexistent  disease,  the 
symptoms  of  which  may  be  mistakingly  at- 
trilnited  to  hypertension.  Weakness,  for 
example,  may  be  caused  by  anemia  rather  than 
hypertension,  breathlessness  by  asthma  or  em- 
physema, headaches  1iy  sinusitis,  and  precor- 
dial pain  and  palpitation  by  neurosis.  The 
importance  of  this  is  self-evident  since  the 
tyi)e  of  treatment  depends  so  largely  on  the 
severity  of  the  hypertension.  It  is  neverthe- 
less a common  error  to  overestimate  the  se- 
verity of  hypertension  because  of  symptoms 
which  are  due  to  other  causes. 

Tlie  severity  of  hypertension  is  not  evalu- 
ated simply  by  the  height  of  the  blood  pres- 
sure, especially  a single  determination.  In 
eases  having  a renal  pathogenesis,  for  example, 
the  prognosis  is  usually  much  worse  than  in 
cases  in  which  the  blood  pressure  may  be 
considerably  higher  but  there  is  no  evidence 
of  associated  organic  disease.  Regarding  the 
blood  pressure  itself,  some  estimate  should  be 
made  of  its  range  of  fluctuation  which  is 
u.sually  much  greater  than  appears  from  de- 
terminations made  in  the  office.  It  is  of 
value  to  record  not  only  the  highest  level 
(made  on  first  reading)  but  also  the  level 
reached  after  resting  in  the  office  for  as  long 
a period  as  may  be  practical.  The  more  read- 
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ings  made  under  various  circumstances  (seat- 
ed, standing,  recumbent,  after  rest,  etc.)  the 
more  accurate  will  be  the  impression  gained 
not  only  of  the  range  of  fluctuation  l)ut  also 
of  the  effect  of  treatment.  In  evaluating  the 
advisability  of  sympathectomy,  the  blood  pres- 
sure should  be  recorded  after  forty-eight 
hours  of  confinement  to  bed. 

The  value  of  treatment  should  not  be  judged 
simply  by  changes  in  Wood  pressure.  The  pres- 
sure may  vary  wudely  with  little  relationshii) 
to  chairges  in  symptoms  or  secondary  compli- 
cations. It  may  fall  as  cardiac  complications 
develop  and  rise  because  heart  function  is  im- 
proving; the  latter  event  is  certainly  no  cause 
for  concern  or  indication  for  any  change  of 
treatment  which  is  less  favorable  to  the  heart. 
A patient  with  benign  hy])ertension  of  the 
neurogenic  type  and  a good  prognosis  may 
be  considered  successfully  treated  if  he  is  re- 
lieved of  headaches  and  other  disabling  symp- 
toms even  though  the  blood  pressure  level  is 
not  significantlj’  lowered.  It  is  trite  but  none- 
theless true  to  state  that  the  disease  should  be 
treated,  not  the  blood  pressure. 

Regarding  treatment  of  the  iiathogenetic  fac- 
tors, it  is  very  important  to  recognize  those 
cases  in  which  the  essential  cause  can  be  re- 
moved. Outstanding  among  these  is  pheo- 
chromocytoma.  The  diagnosis  is  suggested  1iy 
the  occurrence  of  paroxysmal  hypertension 
with  dizziness,  palpitation,  and  other  mani- 
festations of  excessive  adrenalin  secretion. 
Two  types  of  confirmatory  tests  are  employed 
in  which  a positive  reaction  consists  of  (1) 
a rise  of  pressure  on  administration  of  an  eph- 
erine  secretion  provocative  such  as  histamine 
or  mecholyl,  and  (2)  a fall  of  pressure  (when 
the  pressure  is  elevated ) on  administration  of 
an  ephedrine  antagonist  such  as  benzoilioxaue 
or  dibenamine.  The  possibility  of  jireochro- 
mocytoma  often  evades  suspicion  when  the 
blood  ])iessure  tends  to  remain  elevated,  as  it 
does  in  long-standing  cases,  lietween  attacks. 
The  treatment  is  surgical  removal  of  the  tu- 
mor. Othei'  conditions  in  which  it  may  be  pos- 
sible to  obtain  a more  or  le.ss  complete  cure  in- 
clude various  types  of  unilateral  renal  dis- 
ease. The  disea.sed  kidney  should  be  removed 
at  as  early  a stage  as  possible  and  before  the 
hypertension  becomes  established  by  secondary 
changes.  Nephi'ectomy  for  hy])ertension  is 
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jiiobably  iiulicated  in  approximately  1%  of 
all  eases.  Finally,  in  ea.ses  of  eoaretation  of 
the  aoi'ta,  the  hyiiertension  whieh  is  the  prin- 
eiple  eause  of  fatal  complications,  is  usually 
relieved  by  effeetive  surgical  treatment.  The 
o|)eration  is  safe,  however,  only  in  relatively 
young  subjects. 

For  the  renal  causes  of  hyi)ertension,  the 
treatment,  when  jio.ssible,  should  be  .specific. 
The  infection  of  pyelitis  usually  i-eijuires  ap- 
projuiate  antibiotics.  Kenal  jielvic  or  ure- 
teral calculi  should  be  removed  and  other  ob- 
structive lesions  including  jirostatic  hyiier- 
trojiby  should  be  corrected.  Although  some 
degree  of  hyjiertension  usually  jiersists  after- 
ward, the  ])rognosis  is  always  significantly 
improved.  The  nephrogenic  hyiiertensive  fac- 
tor in  botli  primary  and  arteriosclerotic  dis- 
(*ase  of  the  kidneys  is  largely  the  basis  for  the 
use  of  the  various  restricted  diets  which  have 
been  advocated.  Froiionents  of  these  diets  1)C- 
lieve  that  a favoi'able  effect  on  renal  metabo- 
lism with  conse(|uent  reduction  in  the  ab- 
normal jiroduction  of  vasopressor  substances 
is  obtained  by  strict  limitation  of  salt  and 
protein.  Their  indication  is  determined  by 
the  cii-cumstances  of  the  individual  case. 

1 lyiiertensiou  associated  with  endocrine 
di.seas(‘  should  be  treated,  insofar  as  possible, 
by  any  specific  measures  indicated  to  correct 
the  jiarticular  disorder  involved,  ])ituitary  ir- 
radiation, hormone  re])lacement  therai>y,  etc. 
I’atients  exhibiting  the  .syndrome  of  obesity, 
mcnstnial  irregularity,  abnormal  glucose 
toleiance  curves,  and  evidence  of  hyperac- 
tivity of  the  adrenal  cortical  .salt-retaining 
hormone,  are  benefited  as  a rule  by  a low  so- 
dium diet. 

The  ueurogenic  factor  in  hyjiertension  is  in- 
llumiced  by  three  geneial  ty])es  of  treatment, 
psychotherajiy,  sedation,  and  sympathectomy. 
There  are  probably  no  cases  of  hyjiertension 
in  which  some  degree  of  jisychotherajiy  is  not 
indicated  since  a reflex  mechanism  is  involved 
in  the  normal  homeostatic  maintenance  of 
blood  pre.ssure  and  in  the  mild  benign  cases, 
it  is  the  only  tri'atment  advisable.  For  more* 
severe  case.s,  a])pro|)riate  sedation  is  neces- 
sary. lIyi»ertension  on  a neurogenic  basis 
alone  is  I'arely,  if  ever,  .severe  enough  to  war- 
rant sympathectomy,  at  least  prior  to  the  on- 
set of  complications.  Drugs  which,  like  sym- 


pathectomy,  interrupt  the  reflex  jiathways 
which  control  blood  pressure,  are  still  in  an 
e X pe  I'i  m e n t a 1 stage. 

Aside  from  the  foregoing  considerations, 
the  tyjie  of  treatment  indicated  is  predomin- 
antly influenced  by  fhe  severity  of  the  dis- 
ease. For  the  benign  case  in  which  the  dia- 
stolic pressure  averages  90-110  and  the  .synij)- 
toms  are  not  conspicuous,  one  wonders  from 
the  freipient  in.stances  of  longevity  observed 
in  ])ractice  whether  it  would  not  be  better  if 
the  ])atient  knew  nothing  of  his  elevation  of 
pre.ssure.  The  author  recalls  a hyiiertensive 
])atient  who  had  uo  i)revious  treatment  and 
who  died  with  a blood  pressure  of  220-120 — 
the  patient  was.  however,  105  years  old.  How 
much  benefit  many  iirevious  years  of  ti-eat- 
ment  would  have  afforded  is  doubtful.  On  the 
(tfher  hand,  two  mea.sures  are  certainly  help- 
ful, the  avoidance  of  nervous  tension  in.sofar 
as  this  can  be  accomjili.shed,  and  weight  re- 
tluction  is  obese  patients.  The  latter  jiro- 
cedure  is  likely  to  result  in  symptomatic  im- 
provement, especially  when  there  is  accom- 
panying cardiovascular  di.sease,  rather  than 
any  substantial  reduction  of  pressure,  in 
ea.ses  of  this  type,  it  is  usually  permissible  to 
u.se  am])hetamine  preparations  as  an  aid  to 
weight  reduction  as  the  hypertensive  effect  of 
the  drug,  under  the  circumstances,  is  or- 
dinarily negligible. 

When  hypertension  is  more  .severe,  the  dias- 
tolic pressure  averaging  120-130,  or  there  are 
distressing  .symjitoms,  drug  therajiy  may  be 
indicated  in  addition  to  the  previous  measures. 
51ild  sedation  .such  as  ])henobarbital,  to  y2 
grain  t.i.d.,  is  the  form  of  medication  most 
likely  to  be  helpful.  (Qualitative  dietary  re- 
striction is  .seldom  worthwhile  but  may  be 
tried  if  symi)toms  are  (list re.ssing.  The  same 
is  time  of  hyiiotensive  drugs  such  as  the  ni- 
triti's  and  thiocyante.  Analge.sics  such  as  as- 
|)irin,  are  ocimsionally  helpful  in  relieving 
symptoms.  It  should  be  borne  in  mind,  how- 
ever, that  even  in  moderately  .severe  hyper- 
lension,  well-controlled  studies  have  demon- 
strated that  ])lacebos  are  statistically  as  ef- 
fective in  lowering  blood  jire.ssure  and  reliev- 
ing .symiitoms  as  are  any  other  forms  of  medi- 
cation. 

Sevei-e  hypertension  with  diastolic  ])ressures 
consislenfly  above  130-140  require  moi-e  exact- 
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ing  measures.  Sedation  should  be  routine  and 
tlie  patient  should  have  a substantial  adjust- 
ment of  his  daily  life  to  i)ermit  at  least  eight 
hours  of  rest  at  night  and  preferably  an  hour 
in  the  afternoon.  It  is  probably  wise  to  re- 
strict sodium  in  the  diet  in  all  causes.  One  of 
the  hypotensive  drugs  may  be  used  in  combi- 
nation with  the  sedative.  If  capillary  fra- 
gility is  abnormal,  as  indicated  by  a tourniciuet 
test,  rutin  and  vitamin  C may  be  given  al- 
though their  value  is  still  controversial.  Sleep- 
ing with  the  head  of  the  bed  elevated  may  be 
tried  for  the  relief  of  headaches.  In  subjects 
under  fifty  years  with  adecpiate  renal  function, 
a sustained  diastolic  ])ressure  of  140  or  more 
is  an  indication  for  sympathectomy,  as  is  also 
the  occurrence  of  intractable  symptoms. 

]\Ialignant  hyi)ertension  which  is  character- 
ized by  severe  retinitis,  rapid  vascular  de- 
terioration, and  a relatively  brief  course,  is 
generally  an  indication  for  symi)athectomy  if 
this  is  permitted  by  the  patient’s  age  and  re- 
nal function.  A few  cases  have  been  con- 
siderably improved  by  injections  of  ]>yrexial 
substances  giveic  over  a period  of  several 
weeks.  The  i>atient  should  be  treated  radical- 
ly by  more  or  less  complete  confinement  to 
bed,  sedation,  and  a rice-fruit  diet  or  some 
com])arable  modification  of  it  involving  re- 
striction of  salt  and  protein.  Appropriate 
treatment  may  reduce  the  severity  of  symp- 
toms and  prolong  the  duration  of  life  but  the 
prognosis  in  this  type  of  case  remains  in- 
evitably poor,  owing  to  the  degree  of  vascidar 
damage,  especially  in  the  kidneys,  which  is  al- 
ready present  by  the  time  the  condition  be- 
comes manifested. 

Type:s  of  Treatment 

Psychotherapy.  Psychotherapy,  applied 
deliberately  or  as  an  incidental  feature  of 
other  mea.sures,  is  i)robably  more  beneficial  fo 
the  majority  of  patients,  at  lea.st  symi)tomati- 
cally,  than  any  other  therapeutic  i)rocedure. 
In  relatively  young  patients  with  early  labile 
hypei’tension  of  the  neurogenic  type,  the  cor- 
rection of  a personality  defect  by  psychiatric 
techniques  may  be  practically  ciirative  ; in  old- 
er subjects,  the  basic  personality  pattern  is 
iisually  too  fixed  to  warrant  any  striking  im- 
provement in  this  regard.  Nevei'theless,  every 
effort  should  be  made  to  give  the  patient  a 
clear  understanding  of  the  relation  of  his 


blood  pressure  reaction  to  emotional  tension, 
and  to  evoke  his  voluntary,  not  forced,  psy- 
chologic adjustment  to  his  environmental  cir- 
cumstances, social,  financial,  occupational,  and 
domestic,  as  well  as  to  the  limitations  of  his 
illne.ss.  His  attention  should  be  directed  to- 
ward improvement  of  his  general  state  of 
health  and  diverted  from  his  blood  pressure 
readings,  the  fluctuations  of  which  too  often 
become  a source  of  morbid  concern.  It  is  very 
significant  how  often  the  administration  of 
placebos  appears  to  lower  blood  i)ressure  and 
relieve  symptoms  as  effectively  as  the  more 
active  drugs.  It  is  undoubtedly  true  more- 
over that  the  value  of  even  .such  drastic  treat- 
ments as  sympathectomy  and  greatly  restrict- 
ed diets  depends  in  some  degree  on  their 
p.sychological  impact  and  the  cooperative  at- 
titude of  the  patient  which  they  tend  to  en- 
force. Alternatively,  most  patients  who  vigor- 
ously resent  dietary  restriction  are  seldom 
substantially  benefited  by  it. 

Restricted  Activity.  C'onfinement  to  bed 
is  indicated  when  hypertension  has  become 
relatively  critical  or  .severe  complications  have 
occurred.  In  milder  cases,  however,  care 
should  be  taken  to  avoid  restrictive  activity 
to  an  unnecessary  degree ; so  doing  may  be 
])sychologically  harmful,  especially  when  it 
causes  worrisome  loss  of  income.  In  general, 
what  the  patient  does  is  less  imi>ortant  than 
how  it  is  done.  The  development  of  a habit 
of  avoiding  hurry  and  of  sitting  down  when- 
ever possible  is  usually  more  hel])ful  than  rigid 
restrictions. 

Diet.  Reduction  of  excessive  weight  is  of- 
ten extremely  effective  in  the  relief  of  syni])- 
toms,  es])ecially  when  cardiovascular  compli- 
cations are  present.  So  also  is  the  avoidance 
of  overeating  at  individual  meals  in  j)atients 
of  normal  weight.  The  effect,  like  that  of  re- 
stricted i)hysical  activity,  is  a reduction  of 
total  body  metal)olism.  Average  blood  ])res- 
sure  may  not  be  substantially  lowered  but  the 
total  daily  work  of  the  cardiovascular  system 
is  certainly  reduced.  This  procedure  should 
be  more  or  less  routine  except  in  the  mildest 
ca.ses.  Some  curtailment  of  fats  is  advisable 
in  princi()le  because  of  the  tendency  to  ar- 
teriosclerosis. The  influence  of  ])rotein  on 
hypertension  is  still  controversial.  Protein  re- 
duction seems  unlikely  to  be  worthwhile  ex- 
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cept  in  very  severe  eases  or  when  indicated 
for  renal  insuffieieney.  Kestrietion  of  salt  is 
si'enerally  re«‘a riled  as  unnecessary  in  mild 
eases  but  advisable  for  moderate  to  severe  hy- 
pertension. Except  in  advanced  stages  of  the 
disease,  this  need  entail  little  more  than  avoid- 
ance of  salty  foods  and  omission  of  additional 
salt  at  table.  Very  severe  or  malignant  hyper- 
tension, however,  warrants  a prescribed  low 
sodium  diet  or  the  rice-fruit  regime.  The  re- 
ported effects  of  .such  diets  have  varied  in  the 
experience  of  different  inve.stigators.  In  prac- 
tice, their  benefit  is  usually  difficult  to  evalu- 
ate due  to  the  inevitable  jirogre.ss  of  the  dis- 
ease, the  concomitant  use  of  other  forms  of 
treatment,  or  the  i>atient's  dista.ste  for  the 
diet.  Sodium  deficiency  tends  to  precipitate 
uremia  by  interfering  with  glomerular  filtra- 
tion and  great  care  .should  be  exercised  to  i>re- 
vent  this  occurrence  when  rigid  restriction  of 
sodium  is  continued  for  any  lengthy  period, 
especially  as  its  development  may  be  mistaken- 
ly attributed  to  the  natural  course  of  the  dis- 
ease. 

Drugs.  It  is  significant  that  most  hypei'- 
tensive  patients  who  appear  to  be  benefited  by 
some  particular  form  of  medication  are  later 
found  to  do  just  as  well  when  the  drug  is  dis- 
continued. Much  of  the  improvement  at- 
tributed to  specific  drugs  in  individual  cases 
is  actually  the  re.sult  of  spontaneous  variations 
in  the  severity  of  the  disease  and  to  psycho- 
therapeutic effects. 

Sedation  is  the  mo.st  generally  applicable 
form  of  medication  and  certainly  the  most 
commonly  u.sed.  Although  indicated  in  se- 
vere ea.ses,  the  cu.stom  of  jire.scribing  a sedative 
routinely  three  oi-  four  times  daily  for  an  in- 
definite ])eriod  to  patients  who  have  a life  ex- 
pectancy of  ten  years  or  more  is  a matter  of 
very  que.stionable  wisdom. 

Nitrites  are  second  only  to  the  .sedatives  in 
l)0])ularity.  In  controlled  studies  of  hyper- 
tensive ])atients  under  basal  conditions,  their 
effect  on  the  blood  jrressure  level  in  the  ma- 
jority of  cases  is  negligible.  It  is  (piite  ])os- 
sible,  however,  that  they  have  a substantial 
effect  under  amlndatoiw  conditions  although 
this  is  obviously  difficult  to  evaluate.  It  is 
also  j)Ossible  that  they  exert  a biuieficial  action 
by  altering  the  di.stribution  of  blood  in  the 
body  for  even  when  they  fail  to  lower  blood 


})ressuie,  patients  often  have  symptomatic  im- 
provement following  their  admini.stration. 
Like  other  medication,  their  continued  use  in 
mild  cases  over  a iHU'iod  of  many  years  seems 
.scarcely  ju.stified.  ^ 

Potassium  thiocyanate  was  rei)orted  some 
years  ago  to  be  the  most  effective  drug  avail- 
able in  the  treatment  of  hypertension.  Today, 
its  usefulne.ss  is  generally  regarded  as  limited 
to  oidy  a small  ])ercentage  of  eases.  In  some 
patients,  it  does  exert  a substantial  hypoten- 
sive action  but  its  chief  value  is  probably  in 
the  production  of  symptomatic  relief,  especial- 
ly headaches,  and  this  effect  may  occur  even 
when  the  blood  pressure  level  is  unchanged. 
The  chief  disadvantage  of  the  drug  is  its  toxic- 
ity and  continued  administration  is  dangerous 
uidess  weekly  determinations  are  made  of  the 
blood  pressure  level  which  .should  not  be  al- 
lowed to  exceed  eight  to  twelve  mg.  per  cent. 

Veratrum  viride  has  had  a revival  of  i)opu- 
larity  as  a hyiiotensive  drug,  having  recently 
become  available  in  the  form  of  its  ])urified 
alkaloids.  Reports  on  its  effectiveness  have 
varied  from  favorable  in  75%  of  cases  to  no  re- 
sults better  than  tho.se  obtained  by  jilacebos. 
rnfortunately,  the  theraiieutically  effective 
dose  is  very  close  to  or  exceeds  the  toxic  level. 
If  and  when  its  toxicity  can  be  ade(|uately 
overcome  by  further  purification,  this  drug 
may  jirove  a very  satisfactory  preparation  for 
general  use. 

Xanthine  derivatives,  especially  aminophyl- 
lin,  have  enjoyed  very  prevalent  usage  in  the 
7’outine  treatment  of  hypertension,  largely  for 
theoretical  leasons  since  objective  evidence  of 
their  effect  in  clinical  practice  is  scarcely  ap- 
])reciable.  Their  chief  merit  is  the  fact  that 
although  their  beneficial  renal  stimulant  and 
va.sodilator  action  is  minimal,  they  exert  no 
sigiuficant  ill-effect  in  therapeutic  dosage. 

Rutin,  ascorbic  acid,  and  related  prei)ara- 
tions  which  decrease  abnormal  capillary  fra- 
gility have  at  least  a theoretical  indication 
when  there  is  evidence  of  this  tendency  as 
demonstrated  by  a standard  tourniquet  test. 
Their  admini.stration  is  intended  chiefly  to 
prevent  cerebral  hemorrhage  and  othei’  com- 
jilications  likely  to  be  favored  by  rupture  or 
leakage  of  small  ve.ssels.  Their  benefit  is  en- 
tirely prophylactic,  has  been  extremely  diffi- 
cult to  evaluate,  and  is  still  largely  contro- 
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versial,  opinion  being  at  present  mncli  Jess 
favorable  than  a few  years  ago. 

Sympatholytic  drugs  in  various  forms  have 
received  intensive  study  because  of  the  possi- 
bility that  a suitable  agent  of  this  type  may 
be  capable  of  effecting  what  amounts  to  a 
medical  sympathectomy.  Preparations  which 
are  best  known  of  this  group  are  tetraethylam- 
monium  chloride,  dihydroergocormine,  dibena- 
mine,  and  pentaquine.  They  act  centrally  or 
peripherally  to  block  sympathetic  reflexes  with 
consequent  reduction  of  blood  pressure,  es- 
liecially  in  the  standing  position.  None  has 
been  found  satisfactory  for  clinical  use  due 
to  either  toxicity  or  too  brief  duration  of  ef- 
fect. Further  investigation  of  related  com- 
pounds, however,  may  well  develo])  one  which 
overcomes  these  defects. 

Sympathectomy  involves  the  surgical  re- 
moval of  the  lower  thoracic  and  lumbar  sym- 
pathetic chains  bilaterally.  The  operation  is 
not  standardized  and  is  modified  according  to 
the  circunnstances  of  the  individual  case  such 
as  the  coexistence  of  coronary  disease.  It  is 
far  too  drastic  a procedure  to  be  used  except 
in  those  cases  in  which  the  indications  are  rea- 
sonably reliable.  The  usual  dilemma  regard- 
ing the  selection  of  patients  is  that  the  earlier 
the  stage  of  the  disea.se  at  which  the  operation 
is  performed,  the  better  will  be  the  results, 
but  it  is  only  in  the  very  severe  cases  and 
after  failure  of  medical  therapy  that  so  radical 
a form  of  treatment  appears  justified.  Al- 
though  there  is  no  general  agreement  as  to 
the  exact  indications,  the  operation  should 
certainly  be  considered  in  the  following  types 
of  case : ( 1 ) severe  hypertension  in  which  the 
diastolic  pressure  remains  elevated  above  140 
mm.  Hg.  after  forty-eight  hours  of  bed  rest, 
and  (2)  when  there  is  threatened  blindness, 
intractable  headaches,  recurrent  cerebral  ac- 
cidents, or  similar  complications.  There  are 
two  principle  contraindications:  (1)  the  pres- 
ence of  a considerable  degree  of  arterioscler- 
o.sis,  and  (2)  any  more  than  minimal  impair- 
ment of  renal  function.  Patients  over  fifty 
years  of  age  are  u.sually  unsuitable  for  opera- 
tion and  definitely  good  results  are  generally 
far  more  frequent  in  the  younger  age  group. 
It  has  been  stated  that  of  all  cases  of  hyper- 
tension encountered  in  general  practice,  sym- 


pathectomy is  proliably  justifialile  in  ai)])roxi- 
mately  3 per  cent. 

After  operation  the  degree  of  hyiiotensive 
effect  varies  widely  between  different  patients. 
Almost  all  have  at  least  a marked  fall  of  pres- 
sure on  standing,  accompanied  by  tacJiycardia 
and  faintness,  which  persists  for  several 
months  and  is  often  very  troublesome.  It  may 
be  counteracted  by  the  use  of  a tigiit  ab- 
dominal binder  and  elastic  stockings.  One 
noteworthy  feature  of  the  operation  is  the  fact 
that  patients  are  often  symjhomatically  bene- 
fited and  exhibit  imjirovement  in  the  eye 
grounds  and  reversal  of  the  electrocardio- 
graphic pattern  toward  normal  in  spite  of 
minimal  changes  in  the  blood  pressure  level. 

Everything  considered,  sympathectomy  may 
be  regarded  for  the  present  as  a form  of  treat- 
ment to  be  used  when  the  prognosis  is  other- 
wise definitely  hojieless  and  the  age  and  renal 
function  of  the  patient  are  not  likely  to  pre- 
vent a sufficiently  beneficial  effect. 

Cardiovascular  Therapy.  Heart  failure 
may  be  treated  liy  routine  procedures,  general- 
ly irrespective  of  the  hypertension.  Digitalis 
should  never  be  withheld  because  of  the  belief 
that  it  might  raise  the  blood  pressure  as  it 
has  no  such  vasopressor  action.  For  acute 
pulmonary  adema,  venesection  may  be  indi- 
cated; occasionally  it  tends  to  lower  the  ar- 
terial ])iessure  as  an  incidental  effect  of  the 
relief  of  venous  congestion.  Venesection 
should  be  restricted,  however,  to  ])lethorie  pa- 
tients and  is  likely  to  have  an  adverse  effect 
when  there  is  any  sulistantial  degree  of  an- 
emia. The  ([uestion  often  arises  as  to  whether 
digitalis,  given  before  the  apiiearance  of  car- 
diac failure,  has  any  proiihylactic  effect  in  de- 
laying this  complication.  No  categorical 
answer  is  justified  but  it  is  certainly  permis- 
sible and  usually  helpful  to  give  digitalis  in 
the  stage  when  hypertensive  left  ventricular 
weakness  is  first  manifested  by  breathlessness 
and  before  edema  has  a])])eared. 

Summary 

A number  of  jiathogenic  factors  are  com- 
bined in  the  production  of  hypertension  and 
treatment  should  be  directed  toward  each  of 
these  factors  insofar  as  this  is  indicated  by 
the  severity  of  the  disease,  or  possible  from  a 
practical  standpoint.  It  is  imiiortant  not  to 
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oveitieat  the  niikier  eases.  In  mild  to  moder- 
ate hypertension,  i)syehothera]>y  and  modera- 
tion of  i)hysieal  and  nervous  stress  are  still 
the  mo.st  benefieial  of  the  available  forms  of 
treatment.  The  ilevelopment  of  newer  drugs 
is  ])romising  but  the  sueee.ss  of  the  presently 
available  agents  is  very  limited.  For  severe 
ea.ses,  sodium  restriction  is  generally  indicated 
and,  in  a relatively  small  group,  sympathec- 
tomy should  be  i>er formed. 

1930  Chestnut  Street 

I )lSCUSSION 

Dr.  K.  C.  Durham:  (Wilmington)  Dr.  La- 
l)lace  has  given  us  a very  excellent  and  concise 
])icture  of  hyjiertension.  As  he  intimated, 
forecasting  the  inevitable  development  of  pri- 
mary hyi)ertension  as  a disabling  disea.se  is 
not  ])ossible  at  the  i>resent  time,  and  any  one 
of  us  who  has  had  a chance  to  follow  some  of 
these  hyi)erten.sive  })atients  for  15-20  years  is 
aware  of  the  benign  course  of  the  syndrome  in 
some  cases,  permitting  normal  or  almost  nor- 
mal life  s])an. 

1 think  he  i)ointed  out  the  difficulty  of  evalu- 
ating the  medical  treatment  of  hyi)ertension 
as  a control  for  the  surgically  treated  group. 
J would  like  to  mention  the  work  of  Hans 
Selye,  who  has  what  he  terms  a non-specific 
adaj)tation  syndrome  as  an  explanation  of  hy- 
pertensive disease,  lie  believes  that  the  ad- 
renals aihl  jiituitary  are  involved  in  the  pro- 
duction of  hypertension,  and  his  work  on 
animals  seems  to  confirm  this  theory. 

I think  that  1 should  mention  two  of  Page's 
cases,  in  which  total  adrenalectomy  was  per- 
formed and  the  ])atients  kejit  alive  by  sub.sti- 
tutional  thera]>y  with  a cure  of  their  hyperten- 
sion. This  work,  of  course,  needs  further  con- 
firmation, but  I think  that  it  is  one  of  the 
most  jii-omising  ajijiroaches  to  the  problem. 

Dr.  (hiAKLES  Levy:  (Wilmington)  Dr.  Tar- 
urnians.  Dr.  Lajilace,  Fellow  (Members  of  the 
State  Society  and  (! nests:  Having  heard  this 
most  interesting  ])aj)er  this  morning,  I frank- 
ly feel  that  it  would  have  been  a jirivilege  and 
a ])leasure  if  I had  had  ample  time  to  thor- 
oughly study  Dr.  Laplace’s  jiajier  so  as  to  ade- 
quately  discuss  it  at  this  time. 

I lyficrtension  has  been  described  as  a symp- 
tom, or,  should  I say,  a .sign  of  a disease  or 
grou])  of  diseases.  Sometimes  it  is  truly  a 
sign,  as  when  tin*  patient  rushes  to  your  of- 


fice, having  had  her  blood  pressure  taken  on 
the  boardwalk  in  Atlantic  ('ity.  The  sign 
there  coaxed  her  into  having  her  blood  pres- 
sure taken,  and  the  first  thing  you  know  she 
is  in  your  office  to  be  treated  for  the  hyjier- 
tension. 

The  princijial  point  is  to  recognize  and 
understand  Dr.  Laiilace's  jilea.  I think  it  is 
truly  palpable  that  we  must  as  early  as  j)os- 
sible  find  out  the  cause,  if  one  is  present,  for 
the  hyj)ertension.  In  this  way  many  cases 
can  be  adequately  treated  and  some  even 
cured. 

In  the  summary  of  the  medical  management 
or  treatment  of  hypertension,  as  Dr.  La])lace 
mentioned,  we  are  down  to  more  or  less  three 
main  categories.  One  is  the  regulation  of  the 
])atient's  life.  That  is,  he  must  be  willing  to 
slow  down,  take  things  gradually,  and  adjust 
his  life  to  his  condition.  Second,  the  dietary 
treatment  which  in  every  ca.se  means  weight 
reduction  where  indicated.  I haven't  had 
good  results  with  the  rice  diet,  except  in  one 
patient  who  went  to  Duke  to  be  .studied  there 
by  Dr.  Kemjnier.  This  i)atient  exjjlains  to  me 
that  he  feels  that  all  the  ]>atients  at  Duke  con- 
sider the  .situation  more  or  less  as  a kind  of 
religion.  They  won't  take  a thing  to  eat  but 
rice,  whether  they  are  at  home  or  away,  and 
I will  say  that  he  is  doing  (luite  well. 

Dne  statement  that  Dr.  Laplace  made,  name- 
ly, reducing  metabolic  activity  by  reducing 
body  weight,  or  the  intake  of  diet  .so  as  to  in- 
duce weight,  reminds  me  of  a statement  which 
was  made  at  the  AIM  A convention  in  Chicago 
in  194S  by  Dr.  S.  K.  Robinson  of  Chicago,  who 
stated  — and  I concur  in  his  thought  — that 
no  examination  for  hypertension  is  complete 
without  a basal  metabolic  rate.  1 .say  this  be- 
cause I have  noted  excellent  relief  of  many  of 
the  .sym])toms  and  progress  in  hyjiertensive 
individuals  with  the  use  of  Pro])ylthiouracil, 
faking  ])i'oper  jirecaufions  in  the  use  of  that 
drug. 

T might  also  state  that  I have  used  the 
thiocyanates  (piite  a bit.  I do  recall  one  inter- 
esting episode  in  which  a i>atient  with  a 
metabolic  rate  of  about  plus  27,  who  also  had 
a blood  ])ressure  maintained  at  about  180  over 
110.  who  was  ai)])ai'ently  relieved  of  both  con- 
ditions with  thiocyanates,  and  after  about 
fwo  months'  therapy,  his  basal  was  plus  (i. 
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Tliis  of  course  was  due  to  tlie  anti-thyroid  ef- 
fect of  the  thiocyanates. 

Dr.  Laplace:  I simpiy  want  to  tiiank  my 
discussants,  and  I wish  that  the  time  were 
longer  to  am])lify  some  of  the  statements  I 
made  which  need  amplification,  such  as  the 
fact  that  these  reduced  protein  and  reduced 
sodium  diets  are  not  without  a certain  danger 
and  should  not  be  used  indiscriminately.  Many 
patients  develop  uremia  as  a result  of  the 
sodium  depletion.  Those  comments  and  re- 
servations of  that  sort  could  be  made  with  re- 
gard to  all  the  treatments  mentioned. 

I do  want  to  emphasize  again,  in  passing, 
the  important  psychiatric  aspects  of  the  dis- 
ease, and  I am  perfectly  certain  that  the  rea- 
son for  the  great  success  of  the  rice  diet  and 
almost  any  new  treatment  that  comes  out  is 
partly  due  to  the  enthusiasm  of  the  patient 
for  it.  If  the  patient  can  be  made  to  cooperate 
with  enthusiasm  his  sense  of  well  being  im- 
proves, and  that  in  itself  is  capable  of  lower- 
ing his  blood  pressure  a little,  and  certainly 
it  makes  him  better,  makes  him  feel  better, 
which  is,  after  all,  the  objective  of  our  treat- 
ment. 


THE  MANAGEMENT  OF  POTASSIUM 
DISTURBANCES  IN  A GENERAL 
HOSPITAL* 

J.  Richard  Durham**,  M.  D., 
and 

William  C.  Blase,**  M.  D. 

Wilmington,  Del. 

At  the  present  time  the  physiology  of  body 
fluids  is  being  re-evaluated  in  the  light  of 
newer  concepts  of  electrolyte  disturbance  in 
disease.  Previously,  emphasis  was  placed 
primarily  on  acid-base  balance  and  on  salt 
disturbance  without  much  thought  being  given 
to  other  electrolytes.  Now  sodium  and  potas- 
sium levels  in  the  blood  in  certain  diseases  are 
receiving  considerable  attention.  We  are  con- 
cenied  here  with  potassium. 

Table  1 lists  those  conditions  in  which  po- 
tassium disturbance  is  most  frequently  met. 

The  diagnosis  of  potassium  disturbance  will 
depend  first  on  an  awareness  of  the  conditions 

♦Presented  at  the  Regional  Meeting  of  the  American 
College  of  Physicians,  Johns  Hopkins  Hospital,  Baltimore, 
February  25,  1950. 

♦♦Attending  Cardiologist  and  Chief  Medical  Resident 
respectively,  Memorial  Hospital. 


TABLE  1 

Diseases  which  may  be  associated  with  Potassium 


disturbances. 

HYPERPOTASSEMIA 

Uremia  (with  anuria  or 
oliguria) 

Addison’s  Disease  (crisis) 

Crush  syndrome 

Initial  phase  of  diabetic 
acidosis 


HYPOPOTASSEMIA 

Diabetic  acidosis 

Intestinal  obstruction  with 
gastric  alkalosis 

Diarrhea  with  fluid  loss 

Familial  Periodic  Paralysis 

Excessive  DOCA 
Cushing’s  syndrome 

Administration  of  large 
amounts  of  Glucose/NS 


in  wdiich  it  is  likely  to  occur,  secondly,  ob- 
servation of  the  patient  for  the  mascular 
weakness  and  atonicity,  thirdly,  serial  EKGs 
as  necessary,  and  lastly  blood  levels.  At  the 
present,  flame  photometers  are  not  available 
in  the  laboratories  of  general  hospitals.  At 
the  Memorial  Hospital  in  Wilmington  we  were 
fortunate  enough  to  obtain  sodium  and  po- 
tassium levels  at  the  laboratories  of  the  du- 
Pont  Company,  although  these  readings  were 
only  made  once  or  twice  a week  and  hence 
served  merely  as  a check  on  treatment  al- 
ready decided  upon  by  clinical  and  electro- 
cardiographic study. 

Table  2 lists  the  table  of  normal  values  in 
milliequivalents  and  also  in  milligrams  per 
cent.  It  is  desirable  to  express  values  in  mil- 
liequivalents rather  than  milligrams  per  cent, 
since  the  use  of  the  former  unit  permits  an 
expression  of  the  amount  of  available  acid  or 
base.  For  example,  a solution  containing 


TABLE  2 


Table  of 
miligrams 

normals  in 
(mgm)  per 

milliequivalents  (meq)  and 
cent 

also  in 

Ion 

Meq 

Average 

Mgm/lOOcc 

Average 

Na 

137-147 

143 

310-340 

320 

K 

Chloride 

4.1-.'>.(! 

5.1 

18-22 

20 

(plasma) 

96-105 

100 

340-370 

As  pure  chloride 
.560-620 

3.50 

.590 

As  sodium  chloride 

23  mgm.  of  sodium  per  liter  would  contain  1 
mEq.  of  this  element,  but  a solution  contain- 
ing 12  mgm.  of  magnesium  would  have  the 
same  mEq.  value.  Table  3.  This  re- 
lationship would  not  be  apparent  if  the  sub- 
stances were  expressed  in  milligrams  per  cent. 

Of  the  conditions  in  which  hypokalemia  is 
found  diabetic  acidosis  is  the  most  frequent. 
It  has  been  shown  that  the  ])otassium  levels 
may  be  normal  or  above  normal  in  the  pre- 
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TABLE  3 


MKQ  - 


iiigin  liter 
atomic  wt. 


\ valence 


2:5 

1 1 iiieq 


MEQ 


mgni  / liter 
atomic  \vt. 


X valence 


12 

^j7-x  2 zz;  1 meq 


Equations  which  illustrate  the  use  of  milliequivolents. 
23mgm.  of  sodium  per  liter  (upper  equation),  and 
1 2mgm.  of  magnesium  (lower  equation)  have  same 
mEq  value. 


tieatmeiit  .sta<>'0  of  diabetic  ac'ido.sis.  This  is 
not  to  say  that  potassium  loss  lias  not  already 
oeeurred  since  in  potassium  economy  two 
stages  are  recognized:  first,  a prodromal  stage 
marked  by  a loss  of  total  body  jiotassium  with 
normal  or  elevated  serum  jiotassium  and  low 
intracellular  jiotassium,  and  second,  a droji  in 
the  serum  jiotassium  with  total  body  jiotassium 
remaining  low.  It  shouhl  also  be  remembered 
that  potas.sium  loss  during  acidosis  is  increas- 
ed by  vomiting  since  gastric  juices  contain  10 
to  13  niEcj.  of  Jiotassium  per  liter.  The  droji 
in  serum  potassium  occurs  two  to  eighteen 
hours  following  the  administration  of  insulin. 
The  administration  of  tluids,  esjiecially  glu- 
cose, seems  to  augment  hyjiokalemia.  Since 
the  kidneys  do  not  tend  to  conserve  the  potas- 
sium ion  as  they  do  sodium,  jiotassium  is  con- 
tinuously lost  in  the  urine,  esjiecially  in  dia- 
betic acidosis  with  glycosuria  and  high  urinary 
output.  Hence,  in  diabetic  acidosis,  the  seem- 
ing imjirovement  in  blood  sugar  and  acidosis 
may  be  marked  by  a worsening  of  the  jiatient 
from  a clinical  viewjioint,  due  to  hypokalemia. 
It  is  our  jiractice  to  obtain  a control  EKG  on 
all  jiatients  admitted  with  diabetic  acidosis, 
and  serum  is  drawn  for  sodium  and  jiota.ssium 
levels  in  addition  to  the  usual  laboratory 
studies  in  this  disea.se. 

C.  M.,  a 32-year-old  white  male,  was  ad- 
mitted on  Aug.  13,  1949  with  a three  day 
history  of  nau.sea  and  vomiting.  He  was  a 
known  diabetic  and  on  three  occasions  during 
the  jirevious  two  weeks  was  treated  for  in.sulin 
shock  with  large  amounts  of  intravenous  glu- 
co.se.  On  admission  he  was  not  in  acidosis  but 
did  exhibit  acetonuria.  His  CO,  combining 
jiower  was  77  volumes  jicr  lOOcc.,  blood  sugar 
280  mgm.,  and  jilasrna  chlorides  520  mgm.  He 
was  treated  with  normal  saline,  5 jicr  cent 
glucose  in  normal  saline,  and  regular  insulin 
over  a jieriod  of  three  days.  During  this  time. 


vomiting  continued  but  was  not  exce.ssive ; a 
Levine  tube  was  jiassed  for  a twenty-four  hour 
Jieriod. 

An  Elv(r  (see  Fig.  1)  on  Aug.  16,  1949, 
showed  evidence  of  hyjiokalemia.  During  the 

FIG.  I 


C.  M.,  age  32,  diabetic.  Serial  changes  during  hypo- 
kalemia and  recovery.  See  text. 


next  twenty-four  hours,  he  received  12  gm.  of 
Jiotassium  chloride  intravenously,  but  an  EKC 
on  Aug.  18  showed  further  evidence  of  hypo- 
kalemia. No  loss  of  gastric  secretions  occurred 
during  this  time,  but  the  jiatient  continued  to 
receive  intravenous  glucose  and  insulin  be- 
cause of  poor  oral  intake.  Between  Aug.  18  and 
Aug.  22  he  received  24  gm.  of  potassium  chlor- 
ide by  mouth,  and  an  EKG  on  Aug.  22  show- 
ed evidence  of  an  increase  in  the  jiota.ssium 
level.  During  the  next  two  days  he  received 
16  gm.  of  Jiotassium  orally,  and  the  last  trac- 
ing on  Aug.  24  showed  no  further  evidence  of 
Jiotassium  disturbance.  Fig.  2 shows  the  chest 
leads  taken  on  Aug.  18. 

It  should  be  noted  that  this  jiatient  was  not 
in  acidosis  despite  the  EKG  evidence  of  hypo- 
kalemia. We  believe  that  the  jirevious  treat- 
ment for  insulin  shock  with  large  amounts  of 
gliK'ose,  jilus  the  hosjiital  treatment  of  hyjier- 
glycemia  by  saline  and  insulin  combined  with 
some  loss  of  gastric  secretion  were  responsible 
for  his  decreased  serum  jiota.ssium.  Therapeu- 
tic conti'ol  was  maintained  by  serial  electro- 
cardiograms, as  no  Jiotassium  blood  levels  were 
obtained. 

Probably  the  second  most  frequent  group 
(it  conditions  in  which  clinical  suspicion  of  hy- 
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pokalemia  should  he  entertained  includes  in- 
testinal obstruction  with  jirolonged  vomiting, 
sometimes  referred  to  as  gastric  alkalosis.  Our 
surgical  friends  are  now  awuire  of  the  danger 
of  continued  Wangensteen  or  iMiller-Abbott 
tube  suction  as  an  aggravating  or  sole  factor 
in  the  ])roduction  of  hypokalemia  through  con- 
tinuous washing-out  of  gastric  and  intestinal 
fluids.  This  is  particularly  true  when  the  pa- 

FIG.  2 


however,  an  EKG  on  Sept.  28  (see  Fig.  3) 
.showed  evidence  of  hy[)okalemia.  During  the 
next  thirty-six  hours  he  received  16  gm.  of 
Iiotassium  orally,  and  his  EKG  on  Sept.  30 
.showed  evidence  of  imj)rovement  in  serum  po- 
tassium. Between  Sept.  30  and  Oct.  6,  the 
stomach  was  levaged  twice  daily,  and  he  receiv- 
ed a total  of  35  gm.  of  pota.ssium  chloride. 
The  EKG  on  Oct.  6 revealed  fuither  changes 

FIG.  3 


C.  M.,  age  32.  Chest  leads  during  hypokalemia. 
See  text. 

tient  is  permitted  to  drink  unlimited  quanti- 
ties of  fluid  which  of  course  return  via  the 
tube.  The  administration  of  glucose  and  sa- 
line without  ]iotassium  may  further  lower  the 
blood  level. 

G.  II.,  a 62-year-old  white  male,  was  ad- 
mitted Sept.  20,  1949,  with  a four  day  history 
of  epigastric  pain  and  vomiting.  lie  had  had 
ulcer  symptoms  for  the  jiast  four  years  with  a 
duodenal  ulcer  proven  by  x-ray.  The  admis- 
sion diagnosis  was  duodenal  ulcer  with  .sten- 
osis. On  the  day  after  admission,  he  sud- 
denly developed  acute  epigastric  pain;  a lapar- 
otomy revealed  a large  ])erforated  ulcer  on  the 
anterior  wall  of  the  duodenum.  During  this 
time  the  patient  was  treated  with  continuous 
gastric  suction  through  a Levine  tube  iflus 
daily  intravenous  infusions  of  glueo.se  in  nor- 
mal saline  and  water.  Two  gm.  of  potassium 
chloride  were  added  to  each  infusion  so  that 
the  patient  received  about  4 gm.  daily.  On 
8e])t.  28,  with  the  COo  combining  jiower  88 
volumes  per  lOOcc.  and  plasma  chlorides  480 
mgm.,  the  possibility  of  gastric  alkalosis  was 
entertained.  His  ]iotassium  chloride  was  in- 
crea.sed  so  that  between  Rept.  24  and  Sept.  28 
he  received  28  gm.  intravenously.  Des])ite  this. 


G.  H.,  age  62,  gastric  alkalosis.  Serial  tracing  dur- 
ing hypokalemia  and  recovery.  See  text. 

indicative  of  increased  scrum  ])otassium,  but 
lietweeu  Oct.  12  and  Oct.  17,  5 gm.  of  potas- 
sium chloride  were  given  because  of  reinstitu- 
tiou  of  the  daily  gastric  lavage.  Following  a 
subtotal  gastrectomy  on  Oct.  18,  the  patient 
developed  auricular  flbi  illation  which  was  con- 
trolled with  quinidine  ; no  potassium  was  given 
during  this  ]>eriod.  The  original  high  CO, 
combining  power  and  low  chlorides  gradually 
imi)roved  until  ou  Oct.  21  the  00.^  combining 
power  was  61.4  volumes  ]>er  cent  and  the 
chlorides  540  mgm. 

Fig.  4 illustrates  the  chest  leads  during  hy- 
pokalemia while  Fig.  5 shows  the  return  to  a 
normal  pattern  following  therapy. 

We  feel  that  this  case  repi'esents  so-called 
ga.stric  alkalosis  and  illustr.ites  the  large 
amounts  of  potassium  that  can  be  lost  through 
gastric  secretions  when  vomiting  and/or  gas- 
ti'ic  lavage  occurs.  Again  ])otassium  therapy 
was  controlled  by  EKG,  since  no  serum  ]iotas- 
sium  levels  were  obtained. 

(.)ne  of  the  less  freipient  exam])les  of  hypo- 
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kalemia  seen  in  our  practice  is  malnutrition. 
Tlie  t'ollowing  case  illustrates  this:  F.  i\l.,  a 40- 
year-old  white  male,  was  admitted  Oct.  5, 
1949,  with  a history  of  dysi)hagia  and  weight 


we  did  not  fear  hyperkalemia.  With  ade<iuate 
renal  function,  it  is  usually  .safe  to  administer 
pota.ssium  salts,  although  the  })Ossihility  of 
over  treatment  must  always  be  kept  in  mind; 


FIG.  4 


CR  ■ 1 C.R  . J CK  . 3 


G.  H.,  age  62,  gastric  alkalosis.  Chest  leads  during 
hypokalemia.  See  text. 

FIG.  5 


CR  . I CR  ■ 2 CR  - 3 


G.  H.,  age  62,  gastric  alkalosis.  Chest  leads  follow- 
ing recovery  from  hypokalemia. 

loss  of  45  ])ounds  over  a six  month  j)eriod. 
Physical  examination  showed  evidence  of  mal- 
nuti'itio!!  with  extreme  emaciation;  his  weight 
was  85  ])ounds.  EKO  on  October  (1  (see  Fig. 
b)  showed  evidence  of  hypokalemia,  and  be- 
tween October  (i  and  October  11  he  received  a 
lota!  of  4 gm.  of  potassium  chloride  intra- 
venously and  45  gm.  orally.  The  second  trac- 
ing on  October  1 1 .showed  the  expected  changes 
compatible  with  an  increased  serum  potassium. 
No  digitalis  was  received;  blood  chlorides  on 
admission  were  480  mgm.  and  rose  to  500  mgm. 
on  October  11. 

Each  of  the  three  cases  presented  here  were 
con.sidered  to  have  normal  renal  function  and 
good  urinary  outi>ut  at  all  times.  Therefore, 


FIG.  6 


F.  M.,  age  40,  malnutrition.  EKG  10/6/49  with 
evidence  of  hypokalemia.  Repeat  EKG  10/11/49 
following  potassium  therapy.  See  text  for  details. 


deaths  have  been  reported  during  the  adminis- 
tration of  potassium  intravenously  even 
though  su])posedly  adecpiate  control  with  a 
cardioscoi)e  was  being  maintained. 

To  illustrate  the  i)otassium  disturbances  in 
the  initial  ])hases  of  diabetic  acidosis  the  fol- 
lowing case  is  reported : K.  IF,  a 31-year-old 
white  male,  a known  diabetic,  was  admitted 
on  dune  21,  1949,  in  dee])  coma.  According 
to  the  history,  he  had  taken  no  insulin  in  the 
l>ast  foi'ty-eight  hours  and  had  been  vomiting 
profu.sely  for  eighteen  hours.  The  admitting 
diagnosis  was  diabetic  acidosis.  Laboratory 
findings  revealed  a blood  sugar  of  407  mgm. 
and  CO,  combining  power  5.7  volumes  per 
cent.  An  EKU  (see  Fig.  7)  showed  definite 
evidence  of  severe  hyperkalemia.  The  patient 
died  before  any  therapy  could  be  instituted. 
A serum  ])ota.ssium  level  was  14  mEcj.  The 
po.ssibility  of  this  death  resulting  from  toxic 
.serum  })otassium  levels  is  strongly  suggested 
from  the  findings ; it  is  known  from  animal 
ex])eriments  that  death  can  result  when  the 
potassium  level  reaches  14  to  l(i  mEcp 

Discussion 

We  have  ])ui‘])o.sely  omitted  the  differential 
EK(i  signs  of  iiotassium  di.sturbances ; these 
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FIG.  7 


R.  R.,  age  31,  diabetic  coma.  Idioventricular  rhythm. 
Absent  P waves,  deep  S waves  with  extremely  tall 
pointed  T waves.  Expired  shortly  after  tracing  was 
taken.  Serum  potassium  14  mEq. 


changes  have  Iteen  well  reported  and  the  read- 
er is  referred  to  the  bibliography  for  such  des- 
criptions. However,  we  would  particularly 
like  to  call  attention  to  the  EKGs  shown  in 
the  illustrations  since  they  exhibit  the  ST  de- 
l)ression,  T wave  change,  and  prolonged  QT  in- 
terval of  hypoi)otassemia.  \Ye  wish  to  stress 
the  imjtortance  of  the  U wave.  It  can  be  seen 
that  the  U wave  is  wholly  or  partly  responsible 
for  the  prolongation  of  the  QT  interval,  and 
the  manner  in  which  the  T and  U waves  con- 
join to  form  a peculiar  TU  pattern  is  especial- 
ly important.  This  T-U  pattern  diagnosis  of 
potassium  deficiency  is  often  best  seen  in  the 
chest  leads,  particularly  CR  II,  III  and  IV 
(see  Fig.  5).  We  recommend  at  least  one 
chest  lead  but  preferrably  three  in  following 
potassium  disturbances.  We  have  also  observ- 
ed a tendency  for  an  increase  in  P wave  ampli- 
tude in  hypopotassemia  with  decrease  follow- 
ing therapy. 

Potassium  is  the  major  base  of  the  intercel- 
lular elements  and  is  the  counterpart  of  ex- 
tracellular sodium.  It  serves  within  the  cell 
the  same  function  relative  to  osmotic  pressure 
regulation  and  acid-base  balance  as  sodium 
does  in  the  extracellular  fluid.  In  some  ways 
potassium  plays  an  important  part  in  the  con- 
duction of  nerve  impulses  and  synaptic  trans- 
mission. The  potassium  ion  is  necessary  for 
normal  cardiac  function. 

Our  treatment  of  hypokalemia  has  consist- 
ed of  the  use  of  potassium  chloride  by  mouth, 
supplied  as  .3  gm.  (5  gr.)  enteric  coated  tablets 
and  given  in  doses  up  to  12  gm.  daily.  We 


have  also  used  an  old  nutritional  favorite  of 
by-gone  days,  Valentine’s  IMeat  Extract,  which 
furnishes  1 mEq.  of  potassium  per  cubic  centi- 
meter. However,  this  costs  ai)iJroximately 
f^l.SO  tor  a small  bottle  and  is  therefore  some- 
what impractical  from  this  viewpoint.  We 
have  seen  no  untoward  effects  from  potassium 
chloride  in  the  above  dosage  where  renal  func- 
tion was  adequate.  Where  oral  therapy  is  not 
feasible,  potassium  may  be  given  parenteral ly 
by  adding  powdered  potassium  chloride  to  the 
infusion  bottle  of  glucose  in  water,  normal  sal- 
ine, or  normal  saline.  We  have  also  used 
by  hypodermoclysis  doses  of  2 gm.  liter  with- 
out discomfort.  Alidase  has  been  used  when 
giving  the  solution  subcutaneously  in  order  to 
facilitate  absorption. 

We  believe  with  Bellet  that  the  EKG  can 
serve  as  a fairly  good  criterion  of  serum  i)otas- 
sium  values.  He  has  suggested  the  following 
reasons  for  this:  (1)  the  importance  of  potas- 
sium in  muscle  contractions  the  electrical 
events  of  which  are  recorded  by  EKG;  (2)  the 
heart  is  early  affected  by  potassium  even  be- 
fore skeletal  muscle;  (3)  the  almost  immediate 
alterations  in  the  tracings  by  the  administra- 
tion of  potassium,  (4)  the  ability  of  serial 
EKGs  to  follow’  the  change  in  potassium 
levels;  and  (5)  the  absence  of  patterns  of  po- 
tassium disturbances  in  normal  tracings. 

The  danger  of  overtreatment  with  potassium 
can  be  avoided  by  remembering  the  conditions 
apt  to  be  associated  with  hyj)erkalemia,  an 
early  estimate  of  renal  function  and  a control 
EKG  before  administration  of  potassium.  The 
clinician  should  give  sufficient  clinical  data  to 
the  electrocardiographer  so  that  the  latter  will 
consider  the  possibility  of  potassium  changes. 
It  is  more  imi:)ortant  than  ever  that  the  rexiuest 
for  an  electrocardiogram  state  whether  or  not 
digitalis  ])reparations  have  been  used,  since 
interpretation  of  potassium  changes  is  more 
difficult  in  the  presence  of  digitalis  effect. 

Summary 

1.  The  diagnosis  of  potassium  disturbances 
dei)ends  on  an  awareness  of  those  diseases 
in  which  it  is  likely  to  occur. 

2.  Observation  for  flaccid  paralysis,  atonicity, 
and  weakness  is  important.  Although  we 
did  not  encounter  any  demonstrable  paral- 
ysis in  our  cases  of  potassium  disturbance. 
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a general  weakness  was  evident  wlien  look- 
ed I'or  and  iiniirovement  was  noticeable 
following  potassium  thera])v. 

3.  The  iinportanee  of  eleetroeai’diogra]diy  as 
a means  of  diagnosis  has  been  shown. 

4.  The  nse  of  sodium  and  iiotassium  blood 
levels  in  evaluation  of  electrolyte  disturb- 
ance may  be  available  in  the  future. 

5.  For  the  present,  it  is  our  feeling  that  potas- 
sium metabolism  can  be  followed  in  the 
general  hos])ital  by  the  measures  outlined. 
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CYSTOSARCOMA  PHYLLODES 
Report  of  Cose  Showing  Regional  Re- 
currence and  Distant  Metastasis 

donN  (h  Pierson,  M.D.,* 
Wilmington,  Del. 

(.lystasareoma  phyllodes  is  rather  widely  ac- 
eepted  as  descriptive  of  a siiecific  type  of 
breast  tumor,  arising  from  connective  tissue 
of  a pre-existing  mammary  adeiiotibrom;i.  Lee 
and  I’ack  (1)  state  that  “inasmuch  as  the 
neo])lasm  is  u.sually  not  malignant  the  word 
‘sarcoma’  cannot  lie  justifiably  emiiloycd.’’ 
The  ca.se  reiiorted  herein  represents  one 
of  3 cases  of  cystosarcoma  phyllodes  that  have 
been  seen  at  the  Memorial  IIos|)ital  during 
the  jieriod  1935-19.50.  A cursory  review  of 
cases  found  in  the  registry  of  breast  tumors 
(Carpenter  Memorial  (Jlinic)  revealed  3 ad- 
ditional ca.ses  of  giant  adenofibroma.  Whether 
or  not  further  .study  of  the  microscopic  fea- 
tures in  the.se  latter  cases  might  projierly 
result  in  their  reclassification  as  bona  fide  cys- 
to.sarcoma  jiliyl lodes  cannot  now  Ix'  siigge.sted. 
If  would  seem,  however,  from  the  gross  de- 
scrijition  of  these  tumors  and  in  the  light  of 
the  present  nwievv  of  this  subject,  that  such 
a study  would  be  warranted.  Indeed,  in 
perusal  of  ca.ses  reported  from  other  sources, 

•Attending  Surgeon,  Memorial  Hospital. 


one  is  imiire.ssed  with  the  paucity  of  micro- 
scopic descrijition  and  with  an  aiiparent  lack 
of  uniformity  as  to  what  histologic  criteria 
arc  necessary  to  warrant  a diagnosis  of  cys- 
tosa  rcoma  phy  I lodes. 

In  an  excellent  review  of  the  subject  Hill 
and  Stout  (2)  comment  as  follows:  “Micro- 
.scopically,  the  picture  is  variable,  although 
there  are  two  extremes  between  which  all 
gradations  occur.  At  the  one  extreme  the 
similarity  to  fibroadenoma  is  well  retained ; 
the  only  difference  is  in  the  increased  cellu- 
larity  of  the  stroma  and  the  pre.sence  of  scat- 
tered mitoses  and  bizarre  cell  forms.  Myxo- 
matous changes  often  occur,  and  Lee  and  Pack 
stated  that  ‘the  metaiilasia  of  the  stroma  into 
such  tissue  is  the  distinguishing  and  es.sential 
feature  of  the  intracanalicular  variety.’  At 
the  other  extreme  is  a highly  cellular  appear- 
ance, the  tumor  being  composed  of  indefinitely 
s])indle  or  polymorjihous  cells  sejiarated  by 
little  collagen.  Mitoses,  giant  cells  and  atypi- 
cal cells  are  numerous,  and  the  stroma  has 
a true  sarcomatous  aiiiiearance. ’’ 

Apart  from  the  microscopic  findings  it 
would  seem  that  the  gross  appearance  of  this 
tumor  is  striking  enough  to  sugge.st  its  nature 
very  strongly.  While  Lee  and  Pack  may  over- 
state this  asjiect  of  the  problem  when  they 
say  that  “hemi.section  of  the  surgical  si>ecimen 
in  the  operating  room  reveals  a gross  a]>pear- 
ance  which  is  ab.solutely  diagno.stic  and  can- 
not be  confused  with  any  other  tumor  of  the 
breast,”  all  ob.scrvers  seem  agreed  that  its 
bulky  nature,  its  lobular  arrangement,  its 
fairly  firm  consistency  intcriiersed  with  cystic 
or  myxomatous  areas,  and  the  i>olypoid  masses 
])rojccting  from  branching  or  stellate  clefts, 
thus  producing  the  cauliilower-like  a]>pear- 
ance,  combine  to  lU'odnce  a rather  ty])ical  ])ic- 
fure. 

In  respect  to  prognosis,  authorities  consist- 
ently agi'ce  that  if  is  the  exceptional  case  that 
exhibits  any  true  malignant  charactcri.stics. 
In  general,  if  recurrence  does  occur,  it  is 
usually  within  the  ojicrative  field  itself.  Even 
local  recurrence  ajiiicars  to  be  infreipient 
enough  that  mo.st  ()bscrvci>!  feel  that  simple 
mastectomy  or  even  local  excision  rejiresent 
adeipiatc  treatment. 

In  the  author’s  case  cited  below,  operation 
consisted  of  removal  of  the  entire  breast  with 
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inclusion  of  the  pectoral  fascia  and  with  skin 
and  fat  excision  as  routinely  carried  out  in 
a radical  mastectomy.  Recurrence  was  both 
regional  and  skeletal. 

Case  Report 

M.  M.,  unmarried  white  female,  48  .veal’s 
of  age,  tii’st  seen  on  12/3/48.  Four  days  prior 
to  examination  she  had  accidentally  discover- 
ed a lump  in  her  right  breast.  (N.  B. — Con- 
trary to  classical  history  for  this  type  of  lesion 
no  pre-existing  nodule  had  been  obseiwed  and 
there  was  no  report  of  recent  rapid  growth). 

Office  record  of  examination  as  follows: 
“()n  inspection,  suggestion  of  fullness  just 
above  areola  and  on  raising  arm  slight  dimp- 
ling of  skin  is  noted.  This  dimpling  cannot 
be  as  clearly  reproduced  when  patient  is  in 
recumbent  position  and  the  tumor  fixed  in  one 
plane  and  mobilized  in  opposite  axis.  Tumor 
readily  felt  in  both  sitting  and  lying  positions 
and  seems  roughly  lobulated  (dumb-bell 
.shape).  Measures  9x6  cm.  and  in  consistency 
not  incompatible  with  carcinoma.  However, 
no  axillary  nodes  palpable  in  spite  of  size 
of  mass  and  inclined  to  feel  that  it  is  a giant 
fibroadenoma.” 

Aspiration  biopsy  of  the  tumor  was  done 
on  day  of  admission  to  the  hospital,  laboratory 
report  from  which  was  as  follows : ‘ ‘ The 

smears  of  the  aspirate  of  the  breast  were  orig- 
inally reported  verbally  as  indicative  of  car- 
cinoma. The  subsequent  lesion  which  was  re- 
moved at  operation  was  cystosarcoma  phyllode 
of  the  breast  showing  marked  intraductal  hy- 
perplasia of  the  epithelium.  This  hyperplastic 
epithelium  can  be  seen  on  the  smears  and  was 
interpreted  as  neoplastic  epithelial  cells.  Diag- 
nosis : Hyperplastic  epithelial  cells  from 

breast  tumor”  (Hooker). 

In  view  of  the  apparent  inconsistency  be- 
tween the  aspiration  biopsy  report  and  the 
clinical  impression  of  the  tumor,  local  excision 
for  frozen  section  seemed  indicated. 

Operation  (12/9/48  consisted  of  local  ex- 
cision of  tumor  through  an  inverted  T-shaped 
incision.  Frozen  section  findings,  while  not 
reported  conclusively,  seemed  in  keeping  with 
one’s  impression  of  the  gro.ss  appearance,  viz. : 
cystosarcoma  phyllodes.  Accordingly,  removal 
of  the  entire  breast  together  with  the  pectoral 
fascia  was  decided  upon  and  immediately  car- 
ried out  after  comiilete  change  of  gown, 


gloves,  and  drapes,  and  fresh  instrument  set- 
u]).  At  this  time  the  skin  and  fat  removal 
were  planned  as  tor  a radical  mastectomy  or 
as  would  normally  be  employed  in  bloc  exci- 
sion of  a soft  tissue  sarcoma. 

Report  of  microscopic  findings  (Hooker)  : 
“The  histologic  appearances  of  the  tumor  are 
those  of  a so-called  giant  fibroadenoma  or  eys- 
tosarcoma  phyllodes.  Diagnosis:  Cystosarcoma 
phyllodes  of  breast  (giant  fibro-adenoma  with 
•sarcomatous  stroma).” 

Post-operative  course  was  without  incident 
and  patient  was  discharged  from  the  hospital 
on  12  13/48. 

The  patient  was  seen  at  the  office  at  four- 
monthly  intervals,  last  on  5/24/50.  At  this 
time  no  evidence  of  local  recurrence  was  noted, 
but  the  patient  complained  of  pain  in  the  left 
ischial  region  of  2-3  weeks  duration.  No  other 
bone  or  joint  pain  was  complained  of  and 
percussion  of  spine  was  negative.  X-ray  of 
])clvis  was  advised  in  rei>orting  to  her  family 
physician. 

The  patient  was  not  seen  again  until  9/1/50 
when  she  was  readmitted  to  the  Memorial  Hos- 
pital for  treatment  of  a spontaneous  fracture 
of  the  neck  of  her  right  femur.  The  following 
interesting  and  significant  facts,  however, 
were  supplied  by  her  physician  and  cover  the 
interval  between  her  la.st  office  visit  and  her 
readmission  to  the  hospital. 

Because  of  a negative  report  of  the  x-ray 
examination  of  her  pelvis  at  the  jMemoria) 
Hospital  (6/5/50)  and  because  of  persistent 
gluteal  pain,  she  was  referred  by  her  physician 
to  a neurosurgeon  at  University  Hospital 
(Baltimore).  Here  skeletal  x-rays  were  re- 
peated and  again  reported  as  negative.  Ap- 
proximately two  weeks  after  admission  tlie 
])atient  called  her  nurse’s  attention  to  a lump 
that  had  “suddenly  appeared”  in  the  right 
lateral  che.st  wall.  A surgical  biopsy  of  this 
tumor  was  carried  out  by  the  neurosurgeon 
the  following  day,  and  at  the  same  time  the 
lower  s])ine  region  was  explored  for  })o.ssible 
disc  injury  or  metastatic  tumor  producing 
cord  pre.ssure.  No  evidence  of  disc  damage 
or  ol'  metastatic  tumor  was  found  in  the  lower 
spine.  The  biopsy  report  from  the  chest  wall 
tumor  was  as  follows:  “The  lesion,  as  seen 

in  the  .section,  is  thought  to  represent  a meta- 
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static*  anaplastic*,  (‘arcinoina,  tlie  i)rimai*y  site* 
uuclc'terininc'cl"  (Dr.  llu«li  K.  Sj)eucc*rl. 

Sinc*e  icatient's  pain  was  becoming-  ])ro»T*c*s- 
sively  uneontrollal)le  evc'ii  with  lai*<>e  closes  ot‘ 
opiates,  eorclotomy  was  advised  and  earned 
out.  The  ]>atient  returned  to  her  home  two 
wcH'ks  later,  entirely  relieved  of  jcain  but  with 
the  ehest  wall  mass  showing-  rather  rajeid  in- 
crease in  size. 

rpon  i'c*admission  to  the  iUemoi'ial  llosicital 
x-ray  of  her  right  hip  region  diselosc'd  a 
transc*ervi(*al  fracture  of  hei*  femur  with 
characteristic  type  of  disiclacement  of  the 
fragments,  but  without  clear  evidence  of  any 
clisea.se  ])i*oc*e.ss  in  this  area  (Fig.  1).  The 

FIG.  1 


\j 


Fracture  clearly  visible  although  its  pathologic  na- 
ture not  evident. 

films  did  reveal,  however,  a very  extensive 
destructive  lesion  in  her  right  ilium  and  when 
this  film  was  compared  with  those  taken  at 
the  .Memorial  Hospital  on  (i/'i/oO  and  at  the 
Fidversity  Jlosidtal  (Baltimore)  on  7/20/50, 
it  becaiTie  immediatel.v  evident  that  osteol.vtic* 
involvement  of  the  jcelvis  and  of  the  s])ine 
was  demonstrable  in  the  original  films.  The 
cannon-ball  defect  in  the  ilium  is  especiall.v 
striking  in  the  I'niversity  Hospital  films  where 
the  ascending  colcm  is  filled  with  barium  and 
thus,  by  contrast,  differentiating  the  jcrocess 
fi-om  intestinal  gas  (See  Fig.  2). 


FIG.  2 


Area  of  destruction  in  ilium  stands  out  in  contrast 
to  barium  filled  colan. 


Aspiration  biopsy  of  the  ilium  was  clone 
on  9 H7/50  and  from  the  material  obtained 
both  a smear  and  routine  section  for  micro- 
scopic study  were  iireitared. 

Keport  of  this  biopsy  as  follows:  “The 

.smears  show  clusters  of  bizarre  tumor  cells 
with  hy|)erc*hromatic*  nuclei.  i\lany  of  the 
cells  have  two  or  three  nuclei.  H.  and  E. 
sections  of  the  bloody  tluid  reveal  the  ])res- 
ence  of  highly  atypical  tumor  cells  with  bi- 
zarre hyperchromatic*  nuclei  and  in  one  area 
suggests  that  the  primary  site  of  the  tumor 
may  be  bone.  It  is  (piite  po.ssible,  however, 
that  this  re|)re.sents  a metastatic  lesion  of  the 
])reviously  re])orted  cy.stosarcoma  phyllocles  of 
the  brea.st"  (Casella). 

Keview  by  the  Delaware  Pathological  So- 
ciety of  the  slides  submitted  in  the  case  of 
M.  M. : “It  is  our  unanimous  opinion  that 

the  first  specimen  is  an  aclenofibroma  of  the 
breast  showing  a sarcomatous  change  of  the 
connective  tissue  component.  We  differ  in 
our  oi)inions  of  the  other  specimens.  Dr.  John 
Howard  believers  that  the  specimen  from  the 
chest  wall  is  an  undifferentiated  carcinoma 
and  that  the  s])ecimen  from  the  ilium  is  meta- 
static f]*om  this.  Dr.  Joseph  Casella  believes 
that  the  s])ecimen  from  the  chest  wall  is  a 
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sarcoma  unrelated  to  tlie  original  but  is  per- 
haps related  to  the  siiecimen  from  the  ilium. 
Dr.  Richard  Golfer  agrees  with  Dr.  Casella. 
It  is  my  opinion  that  all  three  tumors  are 
probably  related”  (Dr.  D.  1\I.  (lay). 

The  patient's  course  is  steadily  Init  not 
rapidly  down  hill.  No  treatment  other  than 
nailing  (Smith-Peter.son)  of  the  hip  fracture 
has  been  attempted.  While  the  richly  cellular 
make-up  of  the  chest  wall  lesion  might  make 
it  resi>onsive  to  irradiation,  none  has  been 
given  because  of  the  multiple  additional  areas 
involved  by  tumor. 

Summary  and  Conci.usions 

The  general  nature  of  cystosarcoma  phyl- 
lodes  together  with  its  gross  and  microscopic 
characteristics,  prognosis  and  treatment  is  dis- 
cussed. 

Attention  is  called  to  the  occasional  malig- 
nant behavior  of  this  type  of  tumor,  and  a 
personal  case  showing  pulmonary  and  skeletal 
meta.stasis  is  cited. 

The  case  in  point  would  seem  to  (lualify 
both  in  its  gross  and  microscopic  features  as 
one  of  cystosarcoma  phyl lodes. 

It  becomes  apparent  from  the  differing 
opinions  expressed  by  the  pathologists  who 
reviewed  the  various  slides  that  in  its  malig- 
nant phase  the  tumor  may  assume  a bizarre 
microscopic  picture  even  to  simulating  an 
anaplastic  carcinoma. 

The  point  remains  undeveloped  as  to 
whether  there  is  in  the  microscopic  ])icture 
of  the  primary  tumor  anything  that  would 
betray  its  inherent  malignant  nature. 

Evaluation  of  initial  treatment  in  this  ca.se 
seems  to  warrant  the  conclusion  that  no  more 
radical  procedure  would  have  modified  the 
end  result. 

Finally,  the  value  of  aspiration  biopsy  is 
again  emphasized.  While  in  the  case  cited 
x-ray  evidence  of  a metastatic  lesion  in  the 
ilium  was  more  than  merely  .suggestive,  the 
exact  nature  of  this  lesion  was  established  by 
tissue  examination  made  possible  by  a bed- 
side procedure  no  more  complicated  than 
thoracentesis. 
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THE  RELATION  OF  FOLLICULAR 
LYMPHOBLASTOMA,  LYMPHOSARCOMA 
AND  HODGKIN'S  (RETICULUM  CELL) 
SARCOMA 
A Case  Report 
J.  Ki.emm  Harvey,  M.  D., 
and 

John  W.  Hooker,  M.  D.* 
Wilmington,  Del. 

The  confusion  arising  from  the  diverse 
terminology  and  manifold  theories  of  etiology 
and  cellular  origin  has  long  made  the  study 
of  the  malignant  lymiihomas  a perplexing  one 
to  .students  of  jiathology.  This  chaotic  situa- 
tion was  greatly  clarified  by  Herbut,  Miller 
and  Erf,  when,  in  a study  of  six  cases,  they 
were  able  to  demonstrate  a definite  relation- 
shi])  among  three  of  the  diseases  commonly  in- 
cluded ill  the  lymphoma  group  ; namely,  Hodg- 
kin’s disease,  lymphosarcoma  and  reticulum 
cell  sarcoma.  A comparison  of  biopsy  ma- 
terial with  that  obtained  at  autopsy  showed 
either  a change  from  lymposarcoma  to  Hodg- 
kin’s disease  (with  or  without  persistence  of 
the  lym])hosarcoma)  or  addition  of  one  or  two 
different  forms  of  lymphoma  to  the  pre-exist- 
ing ty[>e  (s).  Two  of  their  cases  demonstrated 
all  three  varieties  of  lymphoma  at  autopsy. 
They  theorized  that  the  common  stem  cell  is 
the  reticulum  cell  which  differentiates  toward 
lymphosarcoma  when  there  is  an  excess  of  a 
theoretical  “lymphoid  stimulator,”  toward 
Hodgkin’s  disea.se  when  both  “lymphoid  and 
myeloid  stimulators”  are  present  (providing 
this  .stimulation  is  accompanied  by  “matura- 
tion”), and  toward  reticulum  cell  .sarcoma 
when  both  “.stimulators”  are  present  without 
the  “maturation”  factor. 

(.’lister  and  Bernhard’^  further  illuminated 
the  still  somewhat  abstru.se  situation  in  a study 
of  material  from  1300  cases  (Hodgkin’s  ma- 
lerial  comprising  700  cases  and  an  additional 
(iOO  cases  of  lym])homas  apart  from  Hodgkin’s 
disease).  In  addition  to  observing  alteration 
between  biopsy  and  autopsy  material,  in  which 
various  lymphoma  types  were  found  in  differ- 
ent regions  of  the  body,  they  noted  combina- 
tions of  lymphoma  types  within  single  lymph 
nodes  in  255  instances.  Most  freiiuently  these 
combinations  were  within  the  Hodgkin’s  group 
— Hodgkin’s  iiaragranuloma,  Hodgkin’s  gran- 

*From  the  Department  of  Pathology,  Memorial  Hospital. 
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iilonra  ami  Hodgkin’s  sarcoma  (Jackson  and 
l^rl  scr^).  In  five  cases,  three  distinct  tyjies  of 
lesions  were  seen  in  single  lymph  nodes.  From 
these  observations,  Custer  and  Bernhard  de- 
vised a chart  showing  the  interrelationship 
among  the  lymjihomas  adding  follicular  lym- 
phoblastoma and  lymphocytic  and  monocytic 
leukemia  to  the  lesions  described  by  TIerbut 
et  al.  as  being  interrelated.  From  his  own  ob- 
servations, as  well  as  those  recorded  elsewhere. 
Ouster-  has  exiianded  the  chart  to  include  my- 
cosis tungoides,  Spiegler-Fendt  Sarcoid  as  a 
variant  and  fibrosarcoma  and  angiosarcomas 
as  associates. 

For  a review  of  the  literature  on  this  sub- 
ject, the  reader  is  referred  to  the  complete 
bibliograjihies  given  in  the  I'eports  mentioned 
above.  Rather  than  review,  it  is  more  the 
f)ur])o.se  of  this  jiaper  to  .stimulate  further  in- 
tere.st  in  the  interrelations  of  the  lym])homas 
by  adding  to  the  literature  a rejiort  of  one 
such  case  that  recently  came  to  our  attention. 

Case  Report 

The  .si>ecimen  that  we  received  was  removed 
surgically  at  another  hos])ital  from  a 55-year- 
old  white  male  laborer  who  presented  himself 
first  to  his  local  ])hysician  with  the  complaint 
of  difficulty  in  walking  becau.se  of  a large  mass 
in  the  right  inguinal  region.  One  year 
jireviously  the  jiatient  had  noted  a small 
nodule  in  this  region  and  had  been  told  that 
it  was  a hernia.  No  treatment  was  (apparent- 
ly) recommended.  Aside  from  a mild  cere- 
brovascular accident  during  the  year  prior  to 
admission,  the  piast  hi.story  and  .systemic  re- 
view was  not  significant.  There  had  been  no 
weight  loss,  anorexia  or  generalized  weakness. 

Physical  examination  disclo.sed  .signs  of  a 
left  hemispai’esis  and  a large,  lobular,  rubbeiw 
mass  in  the  right  inguinal  region  over  which 
the  .skin  was  freely  movable.  The  spleen,  liver 
and  other  lymjih  nodes  were  not  enlarged  to 
jialpation.  The  patient  was  afebrile  and  the 
blood  jiressure  was  240  .systolic,  130  diastolic. 

Examination  of  the  blood  revealed  4.3  mil- 
lion red  blood  cells  and  83%  hemoglobin.  The 
white  blood  cell  count  wtis  9,400  with  a normal 
differential  and  no  aty])ical  cells  were  noted. 
The  erythi-ocyte  .sedimentation  rate  was  15 
rnm.  jier  hour. 

t)n  7/25/49  the  mass  was  excised  and  sub- 


mitted to  this  hos])ital  tor  jiathological  ex- 
amination. 

Pathoi^ogical  Report 

(Iro.ssly  the  sjiecimen  consisted  of  five  sepa- 
rate enca]>sulated  masses  of  rubbery  tissue 
with  a pale  reddish-gray,  glistening  external 
surface.  The  large.st  mass  was  12  x 7.5  x 6 
cm.,  and  the  smallest  3 x 2.5  x 1.5  cm.  The 
cut  surface  of  each  mass  bulged  and  had  a 
similar  appearance.  Large,  irregular,  yellow- 
ish, necrotic  areas  and  small,  dark  red,  flame- 
shajjed  hemorrhagic  areas  mottled  the  other- 
wise homogeneous  pale  ])inki.sh-gray,  moder- 
ately firm  tissue. 

.Sections  of  tissue  from  numerous  sites  were 
prepared  for  histologic  examination.  All  show- 
ed a well-defined,  thin,  fibrous,  connective  tis- 
sue capsule.  A few  of  the  sections  were  lymph- 
oid ti.s.sue  in  which  there  was  a striking  nu- 
merical and  moderate  dimensional  increa.se  in 
follicles  characteristic  of  follicular  lympho- 
bla.stoma  (Fig.  1).  In  nearby  fields  the  a rchi- 


FIG.  1 


Area  of  follicular  lymphoblastoma,  showing  nu- 
merical increase  in  follicles.  H.  & E.  x50 
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tecture  of  the  node  was  obliterated  liy  large 
aggregates  of  small,  uniformly  sized,  round  to 
slightly  oval  cells  having  dark,  coarse  nuclei 
and  a scanty  pale  blue  cytojilasm  (Fig.  2). 


FIG.  2a. 


Lymphosarcoma.  H.  & E.  x230 

Supporting  these  lymphocytes  was  a delicate 
network  of  capillaries  and  a fine  filirillar  reti- 
culum. The  major  portion  of  the  tissue  con- 
sisted of  masses  of  evenly  dispersed  free  cells 
considerably  larger  and  more  irregular  in 
both  size  and  shape.  These  cells  showed  a 
scanty  pale  eosinoiihilic  cytoplasm  and  large 
oval  vesicular  nuclei  containing  small  clumps 
of  chromatin  and  very  prominent  nucleoli 
(Fig.  3).  The  loose  cells  were  supported  by  a 
delicate  network  of  capillaries  and  thin 
strands  of  reticulum.  Larger  cells  with  more 
abundant  cytoplasm  and  lobular  nuclei  sug- 
gesting Reed-Sternberg  cells  were  observed  in 
small  numbers  scattered  throughout  the  ma- 
terial. Although  large  areas  of  necrosis  were 
present,  the  fibrosis,  eosinophilia  and  pleomor- 
phism  of  Hodgkin’s  granuloma  were  not  evi- 
dent. 


FIG.  2b. 


Lymphosarcoma.  FH.  & E.  x 1 080 
FIG.  3a. 


hlodgkin's  (reticulum  cell)  sarcoma.  H.  & E.  x230 
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FIG.  3b. 


Hodgkin's  (reticulum  cell)  sarcoma.  H.  & E.  xl080 
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It  is  our  distinct  belief,  that  the  tissues  de- 
scribed and  illustrated  in  fi<>ures  1 and  2 are 
follictdar  lyinpholtlastonia  and  !ym])hosarcoma 
respectively.  There  is  furthermore  no  doubt 
tliat  the  last  tissue  described  is  an  undifferen- 
tiated lymphoma  in  which  the  j)redominatin<>' 
cell  is  the  reticulum  cell;  but,  because  of  the 
jtresence  of  c(‘lls  compatible  with  the  descrij)- 
lion  ordinarily  applied  to  the  Reeil-Sterid)er<>' 
cell  of  llod”kin's  disease,  whether  one  should 
desi^Tiate  the  tissue  as  icticulum  cell  sarcoma 
oi'  Ilod”kin's  sarcoma  is  conjectural.  Cells 
rcsemhJinfi  Reed-Sternbei‘<i'  cells  can  frc(pient- 
ly  be  found  to  oreatei'  or  lesser  extent  in  the 
majoi'ity  of  so-calle<l  i-eticulum  cell  sarcomas 
and  occasionally  even  within  the  rjerminal 
centers  of  normal  lymph  nodes.  The  authors 
are  inclined  to  a”i'ee  with  Custer  and  l>ern- 
liard-  that  thei'e  is  no  fundamental  difference 
between  I'eticulum  cell  .sarcoma  and  Ilod<>- 
kin's  sarcoma,  the  a|)parent  difference  bein<>' 
oidy  in  the  i-elative  cons])icuousness  of  Reed- 
Stei'nber<t  cells  in  the  lattei'. 

Althou<>h  the  material  receiv(‘<l  consisted  of 


a group  of  inguinal  lym|)h  nodes,  the  various 
types  of  lyrnphomatous  change  described  were 
j)resent  within  .single  nodes  of  this  grouj).  The 
problem  ])ie.sented  to  the  i)athologist  who  is 
asked  to  diagnose  and  i)rognosticate  from  ex- 
amination of  a solitary  node  or  even  a i)ortion 
of  a solitary  lymph  node  is  exemplified  by  this 
ca.se  and  the  numerous  other  ca.ses  in  which 
2 to  3 lymphoma  variants  have  been  found 
within  single  nodes.  Too  often  the  radio- 
therapist and  patient  are  misled  by  a diag- 
nosis of  “giant  follicular  lymphoma”  or 
‘‘Hodgkin's  ])aragranuloma ” with  its  implied 
relatively  favorable  prognosis.  Because  of  the 
po.ssibility  of  a more  “malignant”  variant 
being  already  ])re.sent  in  other  lymph  nodes 
not  examined,  we  feel  that  one  should  adopt 
the  “safe"  yet  honest  ])olicy  in  diagno.sing 
such  lesions  as  “malignant  lymphoma,”  i>ar- 
enthesizing  the  ])articular  histologic  type  of 
lymi)homa  seen.  This,  we  believe,  would  be 
of  di.stinct  aid  to  those  physicians  not  yet  ac- 
customed to  evaluating  the  lymi)homas  in 
terms  of  their  interrelationshii). 
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BOWEN'S  DISEASE  OF  THE  SKIN 
Associated  with  Squamous  Cell  Carcinoma 
of  the  Skin,  with  Metastasis  to 
the  Axillary  Lymph  Nodes 
A Case  Report 

Leoneli.  (’.  Strong,  3r.,  IM.  1)., 
and 

Alan  Iddles,  i\l.  I)., 

Wilmington,  Del. 

Thi.s  was  the  first  Memorial  Hospital  ad- 
mission of  a 70-year-old  white  maiden  female, 
who  was  admitted  on  August  28,  1950,  with 
the  chief  conijilaint  of  multiple  skin  lesions  of 
a piu’oximately  one  year's  duration,  and  the 
change  of  one  of  these  lesions  to  an  ulcerated 
bleeding  mass  within  the  jiast  several  months. 

R.  i\I.  II.  The  patient  denies  ])revious  sur- 
gery or  serious  illness. 

F.  11.  Non  contributory. 

11.  P.  I.  The  jiatient  had  always  been  in  the 
best  of  health  until  twelve  to  fourteen  months 
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previous  to  admission,  when  she  developed  on 
her  trunk  and  upper  extremities  scaly  lesions 
on  a reddish  base.  These  continued  to  increase 
in  diameter  and  in  the  height  of  the  scale 
which  covered  tlie  lesions.  Three  to  four 
months  ago  the  lesion  below  the  left  breast 
\dcerated  and  bled  continuously.  The  patient 
also  noticed  a lump  in  the  left  axilla,  to  which 
she  gave  no  heed  and  for  which  she  sought 
no  medical  advice.  However,  this  former  le- 
sion continued  to  ooze  and  she  finally  pre- 
sented herself  for  examination. 

Physical  examination.  General.  Examina- 
tion revealed  a well  preserved  white  female 
of  70  years,  pale  but  very  active  for  her  age. 
The  positive  findings  were  limited  to  the  skin 
of  the  trunk  and  upper  extremities  and  over 
these  surfaces  approximately  ten  individual 
lesions  presented  themselves.  These  were  ir- 
regular reddish  patches  covered  with  an  ad- 
herent crust  of  keratinized  material,  some  be- 
ing about  one  centimeter  in  thickness.  The 
base,  when  the  crust  had  been  removed,  was 
reddish,  irregular  in  outline  and  very  slight- 
ly raised  from  the  surface  of  the  skin,  pre- 
senting a finely  graulated  cast.  One  of  the 
lesions  on  the  left  lateral  chest  wall,  just  be- 
neath the  left  breast,  was  distinctly  different. 
This  was  a meaty  bleeding  fungating  mass 
raised  from  the  surface  approximately  3 cm. 
and  approximately  6-8  cm.  in  diameter.  It 
was  freely  movable  over  the  chest  wall  and 
was  not  attached  to  the  deep  fascia. 

The  examination  of  the  breasts  was  nega- 
tive. Except  in  the  upper  outer  aspect  of  the 
left  breast  there  was  a hard  nodular  mass  2-3 
cm.  in  diameter  attached  to  the  pectoral  fa.scia. 
Directly  beneath  the  pectoral  muscle  was  an- 
other mass  4-5  cm.  in  diameter  adherent  to 
the  pectoral  fascia  but  freely  movable  in  re- 
lation to  the  thoracic  cage.  Examination  of 
the  supraclavicular  areas  was  negative  as  well 
as  the  right  breast  and  axilla. 

X-i’ays  of  the  lungs  were  negative  for  evi- 
dence of  metastasis. 

In  discussion  of  this  case  it  was  agreed  that 
these  cutaneous  lesions  were  typically  Bowen’s 
disease  or  intraepithelial  carcinoma,  and  that 
the  lesion  beneath  the  breast  was  in  all  like- 
lihood squamous  cell  carcinoma  of  the  .skin 
which  had  metastasized  to  the  axillary  lymph 


nodes.  This  was  substantiated  by  biopsies 
taken  on  admission. 

The  operation  consisted  of  a radical  mastec- 
tomy, extending  the  incision  downward  to  in- 
clude the  lesion  described  above.  The  inferior 
point  of  the  incision  was  within  2 cm.  of  the 
anterior  iliac  spine.  The  enbloc  dissection 
included  the  breast,  pectoral  major  and  minor 
muscles,  axillary  lymph  nodes,  and  the  sheath 
of  the  rectus  muscle  which  was  beneath  the 
neoplastic  mass.  A full  drum  split  thickness 
skin  graft  was  applied  to  the  defect ; pressure 
was  applied  with  fluff  gauze,  mechaincs’  waste 
and  curlex  bandages. 

Fourteen  days  after  operation,  95%  of  the 
skin  graft  had  taken  satisfactorily. 

Bowen’s  Disease 

This  disease  is  essentially  an  intraepithelial 
squamous  cell  carcinoma.  It  occurs  in  middle- 
aged  or  elderly  persons  of  either  sex  and  may 
involve  any  part  of  the  skin  but  is  most  usual 
on  the  trunk  or  other  unexposed  areas. 

Grossly  the  lesions  occur  as  single  or  mul- 
tiple, irregular,  firm,  reddish-brown  papules 
or  plaques  with  thickened,  horny  crusts.  In- 
stead of  being  crusted,  some  of  the  lesions  may 
show  a superficial  granular  erosion  and  they 
may  enlarge  and  coalesce  to  form  larger  le- 
sions and  may  .show  peripheral  extension  with 
central  involution,  being  in  these  res])ects  simi- 
lar to  psoriasis.  After  months  or  even  years 
(as  long  as  30  years  has  been  reported)  the 
lesions  may  become  invasive  squamous  cell  car- 
cinoma and  metasta.size.  This  disease  is  said 
never  to  develop  into  basal  cell  carcinoma. 

Under  the  microscope  the  lesions  have  the 
appearance  of  squamous  cell  carcinoma  except 
that  there  is  no  evidence  of  invasion  and  the 
basement  membrane  of  the  epidennis  is  intact. 
There  is  hyperkeratosis,  individual  keratinized 
cells  are  seen  scattered  througli  all  layers  of 
the  epidermis,  and  the  prickle  cells  are  dis- 
torted and  bizarre  (acantho.sis) . The  cells 
show  irregularity  in  size  and  shape  including 
giant  and  multinucleated  forms,  mitoses  are 
frequent  and  nuclei  are  hyperchromatic  and 
distorted.  One  often  sees  large,  round,  pale 
vacuolated  cells  (nuclei  .surrounded  by  cyto- 
plasmic halos)  which  are  very  similar  to 
Paget’s  cells.  It  is  said,  however,  tliat  inter- 
cellular bridges  are  present  between  these  cells 
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ill  Bowen’s  disease,  whereas  in  true  Paget’s 
disease  tliey  are  absent.  There  is  usually  an 
infiltrate  of  chronic  inflammatory  cells  (lym- 
{ihocytes  and  jilasma  cells)  in  the  upper  part 
of  the  dermis  underlying  the  epidermal  le- 
sions. 

There  is  some  dispute  as  to  the  relationshii) 
of  this  disease  to  other  precancerous  skin  con- 
ditions. Willis  considers  Bowen’s  disease, 
Paget’s  disease  of  the  nipple,  extra-mammary 
Paget’s  disease  and  Queyrat’s  erythroplasia 
all  to  he  variations  of  the  same  disease,  while 
Ormsby  states  that  Bowen’s  disease  is  similar 
to  other  jirecancerous  dermatoses,  in  which  he 
includes  only  senile  keratosis,  keratosis  due  to 
arsenic,  tar  or  radiation  and  leukoiilakia,  hut 
that  it  is  a distinct  entity.  The  subject  is  con- 
fusing because  other  lesions  may  look  like 
Bowen’s  di.sease  clinically  but  not  histological- 
ly, or  histologically  but  not  clinically. 

The  accepted  treatment  is  surgical  excision. 
Radiation  is  considered  to  be  contraindicated 
because  the  lesions  are  similar  to  early  radia- 
tion ei)ithelioma. 

The  large  fungating  lesion  of  the  skin  be- 
low the  left  breast  and  the  adjacent  lesion 
which  was  biopsied  befoi'e  operation  were  con- 
sidered to  be  probable  scpiamous  cell  carcino- 
ma. There  were  areas  in  these  microscopic 
.sections  which  were  consistent  with  Bowen’s 
disease,  so  that  it  is  believed  that  the  lesion 
arose  from  a ])i'imary  Bowen’s  disease.  The 
lesions  deep  within  the  breast  were  more  ana- 
plastic and  suggested  squamous  cell  carcinoma 
in  s(nne  areas,  a {jrimary  breast  carcinoma  in 
other  areas  with  ai)parent  formation  of  mam- 
mary ducts,  and  iii  other  places  the  cells  were 
too  ana])lastic  to  determine  the  site  of  origin. 
Correlating  the  history  with  clinical  and 
])athologic<xl  findings,  however,  it  seems  likely 
that  this  j)atient  had  a primary  Bowen’s  dis- 
ease which  developed  into  invasive  squamous 
cell  carcinoma  and  metastasized  to  the  left 
breast. 
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CREATINE  EXCRETION  IN  ACUTE 
POLIOMYELITIS 
Preliminary  Report 

Ceoroe  J.  Boines,  i\l.  1).* 
and 

James  C.  Kakavas,  Ph.D.** 

The  biochemical  implications  of  acute  polio- 
myelitis have  received  little  attention  in  the 
literature,  (’reatinuria  and  its  relation  to 
acute  poliomyelitis  is  an  example  in  point. 
Ilypercreatinuria  in  poliomyelitis  was  fir.st 
found  by  Gros’  and  then  Wang^  in  late  cases, 
by  DalldorP  who  observed  it  in  mice  in  the 
early  stages,  and  by  Ivnud  Brochner-iMerten- 
seiP  who  reported  it  in  acute  i>oliomyelitis. 

The  general  subject  of  creatine  and  creatin- 
ine metabolism  has  been  recently  reviewed  by 
Beard®.  Creatine  is  the  chief  nitrogenous  con- 
.stituent  of  muscle  tissue.  Creatine  and  crea- 
tinine are  both  products  of  protein  metabolism 
since  they  arise  from  practically  any  of  the 
amino  acids.  Creatine  is  absent  from  the 
urine  of  normal  males,  but  is  present  in  the 
urine  of  children  uj)  to  the  age  of  iiuberty  and 
frequently  in  urine  of  women.  Excessive  crea- 
tinuria  may  occur  in  starvation,  febrile  and 
wasting  diseases,  in  myopathies,  after  frac- 
tures and  in  certain  metabolic  distiirbances. 
It  is  believed  to  be  derived  from  excessive  cata- 
bolism of  muscle  tissue  and  it  has  an  important 
bearing  on  the  mechanism  of  muscular  con- 
traction and  carbohydrate  metabolism. 

There  is  also  clinical,®  laboratory,'*  and 
])athological  evidence  that  voluntary  muscle 
tissue  atrophies  in  parah'tic  poliomyelitis  and 
that  such  muscle  is  replaced  by  fibrous  and 
fatty  tissue.  On  this  basis,  it  was  postu- 

lated that  by  means  of  ci’eatine  excretion 
studies  it  would  be  possible  to  determine  the 
time  of  onset  and  the  degree  of  muscle  atrophy 
in  poliomyelitis  and  what  effect,  if  any, 
vai'ious  therapeutic  ])rocedures  may  have  on 
such  muscle  atrophy. 

This  preliminary  I'eport  is  being  piiblished 
in  the  hope  that  it  may  stimulate  further 
studies  in  other  hands.  It  embraces  the  data 
of  thirty-eight  ]>atients — 12  controls,  10  non- 
paralytic and  7 bulbar  of  the  1949  Delaware 

•Attending  Chief  of  Communicable  Diseases  at  Doris 
Memorial  Unit  of  the  Wilmington  General  Hospital,  Wil- 
mington, Delaware. 

••Director  of  Department  of  Biological  Sciences.  Uni- 
versity of  Delaware.  Newark.  Delaware. 
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Male,  Bulbo-Spinal  paralytic.  Note  improvement  after  admission  to  Doris  Memorial  Unit.  The  significance  of  the  creatin 

excretion  is  described  in  the  text. 
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, Female,  Extensive  Spinal  paralytic.  Note  improvement  of  muscle  paralysis  and  muscle  spasm.  Creatin  excretion  parallels 

the  extent  of  muscle  atrophy  in  the  patient. 
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outbreak.  In  all  427  creatine  examinations 
were  done.  A more  detailed  report  will  be 
forthcoming  when  all  the  cases  have  been 
analyzed. 

The  total  amount  of  creatine  present  in  a 
twentyfour  hour  sample  of  urine  was  deter- 
mined by  the  Folin^®  method.  The  day  by  daj^ 
excretion  of  two  cases  are  set  forth  as  examples 
in  Figures  1 and  2.  On  the  basis  of  these 
findings  our  preliminary  impressions  may  be 
stated  as  follows: 

1.  Creatine  excretion  is  irregular  from  day 
to  day  but  the  overall  excretion  over  a 
number  of  consecutive  days  is  higher  in 
the  severe  paralytic  than  it  is  in  the  mild 
or  non-paralytic. 

2.  Curare,  prostigmine,  priscoline,  adrenal 
cortex  solution,  vitamins,  intravenous  pro- 
tein hydrolysates,  glucose,  blood  trans- 
fusions and  high  protein  diets  have  no 
significant  affect  on  the  creatinuria. 

3.  Spinal  fluid  findings,  routine  urine  an- 
alysis and  blood  chemistry  bear  no  re- 
lationship to  the  creatine  excretion. 

4.  No  definite  change  is  produced  in  the  crea- 
tinuria by  hot  packs  or  oxygen  by  tent. 

5.  Creatinuria  is  greater  in  the  first  two  weeks 

of  the  acute  illness  when  the  activity  of 
the  patient  is  limited ; and  it  is  greatly 
diminished  after  the  patient  is  much 
more  active.  BeaixF  states  that  muscular 
exercise  does  not  usually  affect  the  crea- 
tine-creatinine excretion. 

6.  l\Iore  creatine  is  excreted  when  the  atro- 
phy is  greater  in  the  lower  extremities. 

7.  Creatinuria  is  generally  higher  in  the 
presence  of  fever  but  this  is  not  consistent 
in  all  cases. 

8.  As  the  w-eight  of  the  patient  drops  the 
creatinuria  rises  and  as  the  loss  of  weight 


stops  or  begins  to  increase,  the  creatinuria 
decreases. 

9.  The  decrease  of  muscle  rigidity  seems  to 
bear  a relationship  to  the  decrease  in  crea- 
tinuria. 

Conclusion 

It  appears  from  the  preliminary  data  that 
daily  creatinuria  evaluations  in  24  hour  speci- 
mens of  urine,  done  from  the  on.set  of  acute 
poliomyelitis,  can  lie  of  value  in  determining 
the  cessation  ot  muscle  pathology,  rigidity, 
atrophy,  and/or  the  re-establishment  of  nor- 
mal muscle  nutrition  and  metabolism.  There- 
fore, active  therapy  directed  toward  the  cor- 
rection of  the  pathologic  ijl^y^iology  in  the 
muscles  should  perhaps  be  continued  until 
creatinuria  diminishes  or  disappears. 

The  authors  acknowledge  with  thanks  the 
technical  assistance  of  Miss  Mary  A.  Medill  and 
Mrs.  Ray  Sammons,  Jr. 
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Committee  on  Fractures  and  Other 
Traumas 

American  College  of  Surgeons 
THE  CARE  OF  HAND  INJURIES 
III 

Surface  Injuries 

I.  The  first-aid  care  of  wounds  of  the  hand 
is  directed  fundamentally  at  protection.  It 
should  provide  protection  from  infection, 
from  added  injury,  and  from  future  disability 
and  deformity.  The  best  tirst-aid  manage- 
ment consists  in  the  application  of  a sterile 
})rotective  dressing,  a firm  compression  band- 
age and  immobilization  by  splinting  in  the 
position  of  function.*  No  atteinjit  should  be 
made  to  examine,  cleanse,  or  treat  the  wound 
until  o])erating  room  facilities  are  available. 

II.  Early  definitive  care  recjuires  thorough 
evaluation  of  the  injury  with  respect  to  its 
cau.se,  time  of  occurrence,  .status  as  regards 
infection,  nature  of  first-aid  treatment,  and 
a[)praisal  of  structural  damage.  For  under- 
taking the  definitive  treatment  the  conditions 
reiiuired  are  a well-e(iuipped  operating  room, 
good  lighting,  adeipiate  instnunents,  sufficient 
assistan(‘e,  com[)lete  anesthesia,  and  a blood- 
le.ss  field.  The  treatment  itself  consists  of 
aseptic  cleansing  of  the  wound,  removal  of 
devitalized  tissue  and  foreign  material  (exer- 
cising strict  conservation  of  all  viable  tissue), 
complete  hemostasis,  and  the  repair  of  injured 
structures,  to  be  followed  by  [)rotective  dress- 
ing to  maintain  the  optimum  position.  After- 
treatment  consists  of  protection,  rest  and  ele- 
vation during  healing  and  early  restoration 
of  function  by  directed  active  motion. 

III.  Burns,  abrasions  and  avulsions  may 

cause  destruction  and  denudation  of  any  area 
of  the  skin  of  the  hand.  The  care  of  such 
injuries  has  three  major  objectives : (1)  Pro- 

tection from  infection;  (2)  Early  restoration 
of  .skin  covering;  (3)  Avoidance  of  disabling 
scari-ing  and  contractures.  These  objectives 
are  sought  in  the  various  stages  of  treatment: 

(1)  First-aid  treatment — (a)  chemical 
burns:  remove  chemical  by  i>rofuse  irrigation 
with  water,  prefei'ably  warm  ; (b)  heat  burns, 
abrasions  and  chemical  burns  (after  washing 
away  the  injuring  agent)  : A])j)ly  sterile 

•Position  of  function  or  position  of  grasp:  wrist  hyper- 
extended  in  cock-up  position;  fingers  in  mid-flexion  and 
separated:  thumb  abducted  and  in  mid-flexion,  with  tip 
pointing  toward  little  finger. 


dressing  completely  to  cover  the  hand,  and 
iiandage  firmly. 

(2)  Definitive  treatment — This  should  be 
carried  on  in  operating  room  under  conditions 
of  strict  asepsis.  (Draping  of  field,  sterile 
gloves,  masking  of  operator  and  attendants) 
(a)  gentle  removal  of  first-aid  dressing,  soak- 
ing loose  with  normal  saline  solution  if  neces- 
sary; (b)  gentle  cleansing  of  injured  surface 
by  light  sponging  with  saline  on  cotton  balls; 
if  surface  is  dirty  or  greasy,  it  may  be  gently 
cleansed  with  .sterile  neutral  soap  in  sterile 
water  or  bland  detergent ; loose  fragments  and 
tags  of  skin  are  removed;  blisters  are  not 
opened;  (c)  sterile  strijis  of  fine-mesh  vase- 
line-imi)iegnated  gauze  are  smoothly  applied 
to  the  injured  surface ; these  are  covered  with 
dry  sterile  gauze,  gauze  being  placed  between 
adjacent  fingers;  the  whole  hand  is  covered 
with  a thick  layer  of  .sterile  mechanic’s  waste 
or  tluft  gauze,  and  splinted  in  the  position 
of  function ; elastic  knit  bandage  is  applied 
over  all,  including  all  fingers,  with  firm  even 
pressure ; the  hand  is  kept  elevated. 

(3)  Subsequent  dressings — The  original 
dressing  is  left  undisturbed  for  12-14  days 
unless  elevation  of  temperature  suggests  ac- 
tive infection  requiring  inspection.  The  sec- 
ond, and  all  subsequent  dressings  until  heal- 
ing, are  done  under  completely  aseptic  con- 
ditions (as  described  above).  Preparations 
for  skin  grafting  should  be  made  in  advance: 
(a)  the  dressing  is  removed;  slough  and  deb- 
ris are  washed  away  by  irrigation  with  normal 
saline  solution  (no  scrubbing  of  surface)  ; (b) 
granulating  areas  from  which  slough  has  sep- 
arated should  be  covered  with  thin  split-thick- 
ness skin  grafts;  (e)  dressing,  similar  to  that 
employed  at  first  definitive  treatment  is  ap- 
plied; hand  is  splinted  in  position  of  function  ; 
(d)  further  dressings,  .similarly  conducted, 
are  done  at  intervals  of  .seven  days  until  ejii- 
thelizatiou  of  burned  surface  is  complete. 
Skin  covei'age  by  grafting  should  be  secured 
as  rapidly  as  possible,  as  the  best  assurance 
again.st  infection,  inllammation,  infiltration, 
scarring,  and  contractures.  This  early  cover- 
age by  “.skin  dressing’’  is  of  the  greatest  im- 
portance, even  when  ejiithelization  from  the 
margins  is  ])roceeding  .satisfactorily.  Split- 
(Concluded  on  Page  310) 
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The  1950  ^Meeting 

The  lOl.st  Annual  Se.ssion  of  the  Medical 
Society  of  Delaware  was  held  at  the  People’s 
Church  Community  Hall,  Dover,  on  October 
2-4,  1950,  President  Lawrence  L.  Fitchett, 
of  IMilford,  presiding. 

The  meeting  of  the  House  of  Delegates  was 
transacted  with  dispatch,  many  of  the  reports 
being  routine.  The  report  of  the  Budget 
Committee  was  referred  to  the  Committee  for 
certain  alterations  and  corrections  and  w^as 
then  adoiited.  There  was  a meeting  of  the 
Council  prior  to  the  meeting  of  the  House 
of  Delegates,  this  being  the  first  such  meeting 
held  under  the  new  By-Laws.  The  Council 
studied  certain  reports  and  recommended 
their  adoption  by  the  House  of  Delegates  later. 
The  transactions  in  full  will  be  printed  in  the 
December  issue  of  The  Journal. 

The  scientific  meeting  proceeded  exactly  as 
lirinted  in  the  September  JoimNAL,  every 


scheduled  paper  being  presented.  The  papers 
were  of  a high  order  and  were  well  received 


and  adequately  discussed. 

The  elections  for  the  year  1951  resulted  as 
follows : 

President  Charles  E.  Wagner,  Wilm. 

President-elect  Ervin  L.  Stambaugh,  Lewes 

Vice-President  Benjamin  F.  Burton,  Dover 

Secretary  Andrew  M.  Gehret,  Wilm. 

Treasurer  Joseph  M.  Messick,  Wilm. 

Rep.  to  D.A.M W.  Oscar  La  Motte,  Wilm. 

The  Woman's  Auxiliary  met  in  the  same 


building  under  the  Presidency  of  Mrs.  J.  Le- 
land  Fox,  of  Seaford.  The  highlight  of  their 
tran.sactions  was  the  establishment  of  a 
scholarshij)  in  nursing,  and  the  first  apjjointee 
is  Mi.ss  Elizabeth  Franzone,  of  Wilmington, 
who  will  study  at  the  Delaware  Hospital. 
Their  election  of  officers  for  the  year  1950-51 
residted  as  follows : 


President  Mrs.  Douglas  M.  Gay,  Wilm. 

President-elect  Mrs.  S.  W.  Rennie,  Wilm. 

Recoi'ding  Sec Airs.  Andrew  M.  Gehret,  Wilm. 


Corresponding  Sec.  ..  Mrs.  E.  T.  O’Donnell,  Wilm. 

Treasurer  ....  Mrs.  Lawrence  L.  Fitchett,  Milford 

The  social  events  were  most  pleasant.  There 
was  a luncheon  on  Tuesday  for  the  members 
and  guests  given  by  the  State  Society  and  a 
■similar  luncheon  on  AVednesday  given  by  the 
Kent  County  Society  as  host.  On  Monday, 
following  the  meeting  of  the  House  of  Dele- 
gates, there  was  a social  hour  for  the  mem- 
bers present  at  the  Dinner  Bell  Inn.  The 
main  social  event  was  the  reception  and  din- 
ner Tuesday  evening  at  the  Maple  Dale  Coun- 
try Club,  which  was  attended  by  98  sub- 
scribers. 

The  AAmman’s  Auxiliary  held  their  luncheon 
on  Tuesday  and  were  addressed  by  Airs.  Helen 
AlcDougall,  of  AVilmington,  Hospital  and 
Physicians’  Pelationship  Officer  of  the  Dela- 
ware Blue  Cross-Blue  Shield,  who  discussed 
some  of  the  ])roblems  of  the  work  in  that  field. 

The  technical  exhibits  were  slightly  less  in 
number  than  the  record  set  at  AA'ilmington  in 
1949,  but  the  decrease  in  costs  will  probably 
show  the  largest  net  income  from  exhibits  we 
have  yet  received.  The  exhibits  were  in  a 
hall  separate  from  the  meetings  and  there 
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was  no  interruption  to  them  beeause  ot'  the 
showing'  of  pictures. 

The  registration  was  as  follows: 


Relioboth  W'ilmington 

Do\  er 

1948 

1949 

1950 

House  of  Delegates  

29 

41 

31 

Scientific  Meetings  

51 

106 

83 

Members  

80 

147 

114 

Guests,  V'isitors,  etc 

17 

38 

19 

Residents,  Internes,  etc.  .. 

3 

20 

6 

Exhibitors  

33 

52 

45 

Medical  Society  

133 

257 

184 

Woman’s  Auxiliary  

41 

68 

45 

Total  

174 

325 

229 

This  registration 

of  114 

tnemliers  out 

of  a 

total  of  304  is  exactly  37  1-2  per  cent  of  the 
meml)ership.  It  is  our  belief  that  the  na- 
tional average  for  state  medical  society  con- 
ventioi\s  is  approximately  25  per  cent.  If 
this  be  true,  comparatively  small  though  our 
meetings  are,  we  feel  that  we  can  hold  our 
heads  high  on  the  score  of  performance. 

8o  passes  into  history  the  1950  session.  Now 
let  us  turn  our  heads  once  more  towards  Wil- 
mington and  make  the  1951  session  the  best 
ever. 


THE  CARE  OF  HAND  INJURIES 

{Concluded  from  Page  308) 
thickne.s.s  grafts  ai'c  best  for  this  purpose, 
even  though  it  is  anticipated  that  some  of 
grafted  area  must  later  be  removed  for  re- 
placement by  moi'e  suitable  skin. 

(4)  Re.storation  of  function — As  soon  as 
epithelization  of  burned  surfaces  is  conpdete. 
directed  active  use  and  exercise  of  the  hand 
is  begun.  Normal  use  of  the  hand  is  encourag- 
ed and  voluntary  exercises  and  api)ro]iriate 
occupational  therapy  pi'cscribed. 

Prepared  by  the  American  Society  of  Surgery 
of  the  Hand. 


During  the  last  twenty  yt'ai's  a great  and 
increa.sing  interest  has  been  taken  in  the  inci- 
dence of  tubercidosis  in  nurses  and  the 
methods  to  be  used  in  an  endeavour  to  reduce 
this.  It  is  now  clearly  recogidzed  that  nur.ses, 
even  in  general  hospitals  where  tnberetdosis 
is  rigidly  excluded,  run  a far  greater  risk 
of  developing  this  disease  than  do  coni[)aral)le 
members  of  the  general  ])opnlation.  (leoffrey 
Bewley,  Dubl.,  F.K.C.IM.,  F.R.r.S.l., 

D.B.ll,  The  Baticet — .March  25,  1950. 


STATEMENT  OE  OWNERSHIP,  MAN- 
AGEMENT, CIRCULATION,  ETC. 

Required  by  the  Act  of  Congress  of  August  24,  1912,  and 
as  amended  by  the  Acts  of  March  3,  1933,  and  July  2, 
1946  (Title  39,  United  States  Code,  Section  233) 
of  The  Delaware  State  Medical  Journal,  Pub- 
lished Monthly  at  Wilmington,  Delaware, 
for  October  1st,  1950 
STATE  OF  DELAWARE  \ 

COUNTY  OF  NEW  CASTLE  ( 

Before  me,  a Notarj-  Public  in  and  for  the  State 
and  county  aforesaid,  personally  appeared  M.  A. 
Tarumianz,  M.  D.,  who,  having  been  duly  sworn 
according  to  law,  deposes  and  says  that  he  is  the 
.Managing  Editor  of  the  Delaware  State  Medical 
.Journal  and  that  the  following  is,  to  the  best  of 
his  knowledge  and  belief,  a true  statement  of  the 
ownership,  management  (and  if  a daily  paper,  the 
cii dilation)  etc.,  of  the  aforesaid  publication  for 
the  date  shown  in  the  above  caption,  reejuired  by 
the  Act  of  August  24,  1912  as  amended  by  the  Act 
of  March  3,  1933,  and  July  2,  1946,  embodied  in 
section  233,  Postal  Law's  and  Regulations,  printed 
on  the  reverse  of  this  form,  to  wit: 

1.  That  the  names  and  addresses  of  the  i)ub- 
lisher,  editor,  managing  editor,  and  associate 
editor  are: 

Name  of — Post  Office  Address 

Publisher — Star  Publishing  Co.,  309  Shipley  St., 
Wilmington,  Del. 

Editor — W.  Edwin  Bird,  M.  D.,  822  N.  American 
Bldg.,  Wilmington,  Del. 

Managing  Editor — M.  A.  Tarumianz,  M.  D.,  Farn- 
hurst,  Delaware. 

Business  Manager — Andrew  M.  Gehret,  M.  D., 
1007  Park  Place,  Wilmington,  Del. 

2.  The  owner  is:  (If  owned  by  a corporation, 

its  name  and  address  must  be  stated  and  also  im- 
mediately thereunder  the  names  and  addresses  of 
stockholders  owning  or  holding  1 percent  or  more 
of  total  amount  of  stock.  If  not  owned  by  a cor- 
poration, the  names  and  addresses  of  the  individ- 
ual owners  must  be  given.  If  owned  by  a partner- 
ship or  other  unincorporated  firm,  its  name  and 
address,  as  well  as  that  of  each  individual  mem- 
ber, must  be  given.) 

The  Medical  Society  of  Delaware 

3.  The  known  bondholders,  mortgageas,  and 

other  security  holders  owning  or  holding  1 per- 
cent or  more  of  total  amount  of  bonds,  mortgages, 
or  other  securities  are:  (If  there  are  none,  .so 

state.) 

None 

4.  Paragraphs  2 and  3 include,  in  cases  where 
the  stockholder  or  security  holder  appears  upon 
the  books  of  the  company  as  trustee  or  in  any 
other  fiduciary  relation,  the  name  of  the  person 
or  corporation  for  whom  such  trustee  is  acting; 
also  the  statements  in  the  two  paragraphs  show 
the  affiant’s  full  knowledge  and  belief  as  to  the 
circumstances  and  conditions  under  W'hich  stock- 
holders and  security  holders  who  do  not  ajtpear 
upon  the  books  of  the  company  as  trustees,  hold 
stock  and  securities  in  a capacity  other  than  that 
of  a bona  fide  owner. 

5.  The  average  number  of  copies  of  each  issu(> 
of  this  publication  sold  or  distributed,  through  the 
mails  or  otherwise,  to  paid  subscrihers  during  the 
12  months  preceding  the  date  shown  above  was: 
(This  information  is  required  from  daily,  weekly, 
semiweekly,  and  triweekly  newspapers  only.) 

M.  A.  Tarumianz.  M.  D. 

Managing  Editor 

Sworn  to  and  subsci-ibed  before  me  this  25th 
■lav  of  August.  19.50. 

(SE.MA  Dorothy  Davis 

Notary  Public 

(My  commi.ssion  expires  February  15,  1952) 
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POSTGRADUATE  TRAINING  OF  THE 
GENERAL  PRACTITIONERS 

Laurence  L.  Fitchett,  M.  I).,** 
Milford,  Del. 

The  late  Hey  wood  Broun  once  wrote:  “A 
clergyman  could  sleep  for  twenty  years  and 
come  back  to  his  pulpit  and  nobody  in  his  con- 
gregation would  find  him  any  less  adequate  in 
his  job  than  before  he  w'ent  away.  I think 
a lawyer  might  still  get  by  even  after  so  long 
a slumber,  and  I’m  sure  an  editor  could  . . . . 
But  where  would  a doctor  be  if  he  were  ig- 
norant of  developments  in  his  profession  for 
even  as  short  a time  as  five  years  ? ’ ’ 

One  of  the  most  common  and  tragic  mis- 
takes made  by  a physician  is  to  assume,  that, 
with  the  awarding  of  his  medical  degree  the 
completion  of  his  internship  and  the  acquir- 
ing of  his  license  to  practice  medicine,  he  is 
a finished  product  and  that  his  student  days 
are  over.  Even  laymen  recognize  the  fact  that 
it  is  impossible  for  a doctor  to  remain  station- 
ary in  his  profession ; he  must  either  go  for- 
ward or  backward. 

In  Delaware  the  education  of  our  children 
in  our  public  schools  is  in  the  hands  of  indi- 
viduals who  are  recpiired  by  law  to  refresh 
their  training  methods  and  their  knowledge 
at  regular  intervals  by  attendance  at  some 
recognized  school  for  a stipulated  length  of 
time.  The  health  and  lives  of  these  same 
children  are  in  our  hands,  and  the  ty])e  and 
quality  of  the  care  they  will  receive  is  eiitire- 
ly  up  to  us  as  individual  physicians,  and  I 
believe  this  is  as  it  should  be. 

There  have  been  tremendous  changes  in  the 
basic  medical  sciences  in  the  past  few  years. 
The  science  of  nuclear  physics  has  opened 
whole  new  fields  in  the  study  of  physiology 
w'ith  the  use  of  tracer  elements.  We  are  daily 
confronted  with  diseases  which  were  poorly 

’Presidential  Address,  read  before  the  Medical  Society 
of  Delaware,  Dover,  October  4,  1950. 

’’Attending  Physician,  Milford  Memorial  Hospital. 


understood  a few  years  ago.  The  viral  in- 
fections, infectious  hepatitis,  the  fungus  dis- 
eases, even  coronary  thrombosis  was  infre- 
quently recognized  twenty-five  years  ago. 

The  degenerative  disorders  of  the  body  have 
come  into  prominence  with  the  remarkable  in- 
crease in  the  life  span  of  man  in  the  past  few 
decades.  Another  field  of  expanding  import- 
ance concerns  those  persons  with  iisyehiatric 
liroblems.  The  effect  of  an  individual’s  en- 
vironment in  precipitating  mental  disorders  is 
assuming  more  and  more  importance  in  these 
fast  moving  times. 

But  it  is  in  the  field  of  tlierapy  that  such 
tremendous  strides  have  been  and  are  being- 
made.  The  use  of  the  sulfanamides,  the  vita- 
mins, and  the  antibiotics  has  revolutioned  the 
therapy  of  disease  for  all  of  us.  The  use  of 
anticoagulants,  nitrogen  mustards,  “tracer” 
elements,  and  such  drugs  as  jiropylthiouracil 
tolserol  and  priscoline  are  illustrative  of 
these  changes.  Whole  chapters  of  therapy  are 
being  written  and  rewritten  with  the  use  of 
ACTH  and  cortisone. 

All  of  these  changes  in  medicine  are  a chal- 
lenge to  the  family  doctor.  More,  they  de- 
mand continuous  adjustments  in  the  evolution 
of  medicine  as  a whole,  beginning  with  the 
training  of  the  embryo  doctor  in  the  basic 
sciences,  through  medical  school  and  hospital 
training  and,  finally,  the  practice  of  medi- 
cine itself  in  one  form  or  another.  And  al- 
though what  I have  to  say  is  primarily  con- 
cerned with  the  general  practitioner,  much  ol 
it  can  be  applied  to  the  speciali.st  as  well. 

The  important  problem  then,  is  how  best 
can  we  transmit  these  new  and  cverchanging 
developments,  and  how  (puckly  to  the  general 
])ractitioner,  that  he  may,  within  the  sphere 
of  his  activities  make  them  api)licable  in  his 
practice?  The  general  lu-actitioner  works 
alone,  as  a rule,  and  working  alone  he  engages 
in  practically  every  branch  of  medical  en- 
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deavor — medicine,  surgery,  obstetrics  and 
gynecology,  j)ediatrics,  geriatrics,  eye,  ear, 
nose  and  throat,  etc.  lie  must  then  he  kept 
abreast  of  tho.se  newer  concepts  in  all  fields  of 
medicine  found  worthy  by  study  and  trial, 
and  he  supplied  with  these  newer  imi>lements 
of  his  art  ; and  ever  and  above  all,  he  must 
he  given  them  as  near  his  particular  area  of 
activity  as  i)ossihle  and  at  a time  convenient 
foi-  him  to  leave  his  ever  pre.sent  responsibili- 
ties. 

The  most  important  asj)ect  of  the  coutiiuied 
l)ost-graduate  training  of  a family  doctor  is 
the  habit  of  study  in  tlie  individiial  involved. 
The  habit  of  con.stant  .study  makes  the  differ- 
ence between  an  ordinary  or  even  a good  doc- 
tor and  what  the  public,  calls  “a  real  doctor.” 
Finding  the  time  for  reading  and  study  in 
the  life  of  a busy  general  ])ractitioner  is  often 
difficult,  hut  as  is  often  remarked,  one  can 
find  time  to  do  what  one  wants  to  do.  This 
habit,  once  formed,  will  he  ])roduetive  of  rich 
lesults  as  reflected  in  the  individual’s  daily 
work. 

Many  state  medical  societies  have  appre- 
ciated their  responsibilities  in  furnishing  con- 
tinued medical  education  of  their  members. 
To  mention  a few,  Pennsylvania  and  IMassa- 
chusetts  hold  one  day  exten.sion  courses  in 
various  sections  of  the  state,  throughout  the 
year.  These  are  in  addition  to  post  graduate 
courses  lasting  a week  held  in  Cambridge  and 
Philadelphia.  Michigan  and  ^Minnesota  early 
established  formal  i)rograms.  Tennessee, 
North  Cai'olina,  and  Oklahoma  have  develop- 
ed a “eii-cuit”  type  of  instruction  in  which  an 
instructor  or  group  of  instructors  makes  a 
faii'ly  complete  coverage  of  at  least  the  rural 
aeas.  In  Oklahoma,  for  exani{)le,  a capable 
instructor  is  chosen;  he  is  granted  a leave  of 
absence  from  the  school  where  he  teaches,  the 
salary  is  i)aid  by  the  medical  society  and  the 
year  is  spent  touring  the  .state  and  spending 
perhaps  a week  in  each  area,  covering  the 
instructor’s  particular  subject.  Each  year  a 
different  phase  of  medical  j)ractice  is  covered 
and  the  effort  is  dii-ected  at  the  general  i)rac- 
titioner.  In  Delaware  the  recent  refreshei- 
cour.ses  sponsored  by  the  New  Ca.stle  Society 
and  the  Delaware  Academy  of  IMedicine  are 
an  evidence  of  our  awareness  of  this  ])roblem 


of  continued  medical  education  for  the  family 
])hysician. 

The  section  on  General  Practice  of  the 
American  IMedical  Association  was  establish- 
ed in  PJ45.  In  1947  the  American  Academy  of 
General  Practice  was  formed,  memberships  in 
which  must  be  renewed  every  three  years  and 
one  of  the  reciuirements  for  renewal  is  at  least 
150  hours  devoted  to  ])ost-graduate  work  of 
some  kind  during  the  three  year  period.  The 
annual  se.ssions  of  the  A^IA,  and  recently  the 
interim  se.ssion,  aimed  solely  at  the  general 
])ractitioner,  the  annual  meeting  of  the  state 
.societies  are  all  excellent  methods  of  continu- 
ing medical  education.  Put  there  has  de- 
veloped a notable  trend  along  the  line  of  one 
day  exten.sion  courses  on  a regular  basis 
Ihroughout  the  year,  usually  by  a county  or 
district  society.  These  again  .should  be  in 
.some  of  the  small  communities  as  well  as  the 
hu'ge  cities  of  the  .state  to  make  it  easier  and 
le.ss  expensive  in  time  and  money  for  the  gen- 
eral practitioner  to  attend. 

.Medical  schools  and  their  faculties,  already 
burdened  with  undergraduate  teaching,  are 
gradually  becoming  more  conscious  of  their 
obligation  to  make  their  services  more  and 
more  available  for  the  continued  training  of 
the  general  i)ractitioner.  This  has  been  met 
in  the  i>ast  by  exteiision  courses,  panel  dis- 
cussions and  in  live  clinic  instructions  but 
these  have  been  carried  out  either  in  the  medi- 
cal school  or  the  adjacent  teaching  hospital 
and  rarely  in  a .section  of  the  .state  that  would 
make  it  easier  in  time  and  with  minimum  ex- 
])en.se  to  the  general  ])ractioner.  By  means 
of  a coordinated  effort  between  the  medical 
schools  and  our  societies,  it  might  be  possible 
foi'  some  of  our  outstanding  teachers  to  partic- 
ipate in  i)anel  discussions  and  in  grand 
rounds  in  hospitals  in  each  section  of  the  state 
for  the  physicians  in  that  locality  and  for  the 
general  i)ractitioner  in  i)articular. 

The  same  might  be  said  of  fulltime  prac- 
ticing ])hysicians  in  tbe  larger  non-teaching" 
hos])ital,  men  of  proven  medical  scholarshi]) 
and  teaching  ability.  It  might  be  possible  to 
develop  a plan  wheinby  on  a regular  schedule 
throughout  8-9  months  of  the  year  these  teach- 
ers could  spend  a few  hours  at  a hospital  in 
different  cities  throughout  the  state  making- 
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rounds  and  holding  clinics,  the  days’  activities 
open  to  all  general  practitioners  in  that  area. 

Another  method  of  furthering  postgraduate 
training  would  be  by  the  use  of  the  scientific 
exhibits  at  the  annual  meeting  of  the  Ameri- 
can Medical  Association.  These  exhibits, 
graphically  presenting  the  latest  knowledge 
of  some  aspect  of  medicine  are  seen  only  by 
those  attending  the  convention.  If  some  plan 
could  be  formulated  whereby  a few  of  the  out- 
standing ones  could  be  assembled  and  placed 
“on  the  road,”  so  to  speak,  visiting  various 
cities  throughout  the  country,  it  might  do 
much  to  bring  newer  knowledge  quickly  and 
effectively  to  our  general  practitioner. 

Movies  have  been  used  extensively  in  teach- 
ing surgical  technique  but  there  is  a great 
field,  as  yet  largely  undeveloped,  for  the  de- 
velopment of  films  on  medical  subjects  and 
aimed  at  the  general  practitioner.  The  radio 
is  another  method  of  instruction  that  might  be 
exploited  further.  Why  could  it  not  be  pos- 
sible for  the  busy  practitioner  of  the  future 
to  listen  through  his  radio  to  a paper  being 
presented  by  some  eminent  clinician  at  a meet- 
ing of  the  Post-Graduate  Medical  Association, 
for  example? 

Why  could  it  not  be  possible  for  some  of 
the  more  interesting-  discussions  or  presenta- 
tions at  any  of  the  large  meetings  to  be  re- 
corded either  on  a long-playing  record  or  wire 
tape?  It  is  hard  to  conceive  of  any  general 
Iiractitioner  who  would  not  be  eager  to  pur- 
chase recordings  of  this  type  in  his  particular 
field  of  interest.  Visual  instruction  and  audi- 
tory instruction  have  a certain  advantage  over 
the  written  page  and  no  more  so  than  at  the 
end  of  a long  arduous  day  of  practice. 

In  conclusion  then,  the  responsibilities  of 
continued  medical  education  rests  upon  the 
medical  schools,  the  medical  societies,  and  the 
Board  of  Health.  It  requires  the  utilization  of 
all  the  present  methods  of  postgraduate  in- 
struction, plus  a determined  expansion  of  fa- 
cilities already  jiresent,  especially  the  utiliza- 
tion of  teaching  groups  from  the  medical 
schools  and  the  use  of  qualified  men  from  the 
larger  non-teaching  hospitals.  Further,  the 
placing  on  tour  of  some  of  the  important 
scientific  exhibits,  the  use  of  the  movies,  radio 
and  recordings  should  be  expanded  and  ex- 


ploited to  the  fullest  extent.  Finally,  it  is  of 
the  utmost  importance  to  consider  the  fact 
that  to  be  effective,  continued  medical  educa- 
tion must  be  brought  to  the  general  practi- 
tioner at  a place  and  time  that  will  conserve 
his  time,  his  finances  and  above  all,  his  ener- 
gies— energies  so  needed  for  the  arduous  du- 
ties of  his  ever-busy  day. 
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REPORT  OF  ONE  YEAR'S  EXPERIENCE 
AS  NEUROPSYCHIATRIC  CONSULTANT 
TO  A GENERAL  HOSPITAL* 

Paul  J.  Poinsard,  M.  D., 
Philadelphia,  Pa. 

During  the  period  from  November,  1948  to 
December,  1949  inclusive,  a total  of  120  pa- 
tients were  seen.  This  includes  22  in-patient 
consultations  (neurological  and  psychiati*ic) , 
16  clinic  patients  (neurological  and  psychi- 
atric), 4 neurological  out-patient  consulta- 
tions and  2 student  nurses  who  had  psychi- 
atric difficulties.  Reported  here  are  97  cases. 
This  excludes  23  patients  not  classifiable  or 
i-eportable  because  of  insufficient  evidence  ob- 
tained at  one  interview. 

The  total  number  of  iiatient  interviews  has 
been  346.  This  figure  includes  consultations 
as  well  as  those  who  have  continued  in  treat- 
ment. The  greatest  number  of  interviews  for 
one  patient  has  been  25.  The  diagnostic  classi- 
fications and  number  of  patients  seen  under 


each  diagnostic  heading  is  as  follows : 

Involutional  Melancholia 11 

(a)  predominantly  paranoid  ....  2 

(b)  predominantly  depressed  ....  8 

(c)  predominantly  agitated 1 

Sclmophrenia  7 

Manic  Depressive  Psychoses  2 

Senile  Psychoses 2 

Post-Operative  Psychoses 1 

Paranoid  Conditions  5 

Psychoses  — Undiagnosed 1 

Psychoneuroses 37 

(a)  depressions 8 

(including  reactive,  post-partem  and 

])sychoneurotic  depressions) 

(b)  phobic  anxiety 13 

*St.  Francis  Hospital.  Wilmington,  Delaware.  Pre- 
sented before  Staff  Meeting,  October,  1949. 
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(c)  Obsessive  compulsive 

neuroses  G 

(d)  anxiety  state  and  anxiety 

hysteria  7 

(e)  conversion  hysteria 1 

(f)  i)sychoneuroses  mixed  2 

Psychosomatic  Conditions  7 

(a)  headache  4 

(b)  peptic  ulcer 2 

tc)  spastic  colitis 1 

Alcoholism  5 

Enuresis  1 

Impotency  1 

Behavior  Disorders  2 

Psychopathic  Personality 1 

Neurological  Conditions 14 

Ej)ilei)sy  3 

Intra vertebral  discs  4 

Traumatic  head  injury 2 

1^'raetured  thoracic  vertebra 1 

Possible  cranial  neoplasm 1 

Cei'ebral  vascular  accidents 3 


1 NVOLUTIONAL  MELANCHOLIA 

Age  Factors.  The  age  of  onset  of  involu- 
tional melancholia  varies  greatly.  It  occurs 
most  fretiuently  in  women  in  their  late  forties 
and  in  men  during  the  late  fifties.  It  is  not 
unusual,  however,  to  see  cases  occurring  in 
women  as  early  as  thirty-five.  Certain  phys- 
iological changes  occur  during  this  period 
particularly  in  reference  to  the  functioning 
of  the  endocrine  glands,  but  the  psychological 
imj)lications  are  i)robably  more  important 
than  the  physiological  changes  in  the  genesis 
of  the  symptoms.  The  i)sychological  impli- 
cations relate  to  threats  to  the  personality  by 
the  aging  j)roce.ss  and  all  of  its  connotations; 
loss  of  children  from  the  parental  home, 
through  maridage  and  other  factors  and  reali- 
zation that  many  of  life’s  wishes  will  go  un- 
fulfilled. Impairment  of  biological  function- 
ing, particularly  in  the  sexual  realm  is  an 
extremely  impoi'tant  contributing  factor. 

Pre-illness  Personality.  Kecent  studies 
have  indicated  that  the  pre-illness  ])ei’sonality 
of  the  involutional  cases  is  not  as  consistently 
typical  as  was  heretofore  believed,  however, 
certain  personality  characteristics  do  occur 
with  enough  freiiuency  to  be  helpful  in  estab- 
lishing the  diagnosis.  A survey  of  ])er.sonal- 
ity  traits  is  apt  to  reveal  that  the  ])atient  has 


been  an  exacting,  fastidious,  meticulous,  over 
conscientious,  penurious  person  whose  de- 
mands ui)on  himself  and  others  has  been  ex- 
cessive. The  pre-illness  personality  is  usually 
marked  by  extreme  rigidity  and  the  above 
mentioned  traits  which  repre.sent  a reaction 
formation  again.st  aggression. 

Symptoms.  One  does  not  need  the  pres- 
ence of  frank  p.sychotic  symiitoms  in  order  to 
make  the  diagnosis  of  involutional  depression. 
The  typical  early  case  comjilains  of  co  i.stant 
fatigue,  usually  worse  in  the  morning,  dis- 
intei’est  in  all  activities,  irritability,  and  in- 
ability to  concentrate.  There  is  physical  as 
well  as  intellectual  retardation  associated  with 
the  depression.  As  indicative  of  the  physical 
retardation  and  fatigue  the  jiatient  will  often 
say,  “there  are  many  things  I would  like  to 
do  but  I just  don’t  have  the  available  energy,’’ 
or  in  reference  to  hou.sework,  “things  pile  up 
on  me  and  I just  don’t  seem  to  be  able  to  do 
anything  about  it.’’  Retardation  in  the  in- 
tellectual si>here  jire.sents  it.self  as  inability 
to  concentrate.  Emotionally  the  person  is  de- 
])ressed  and  freipiently  given  to  bouts  of  ciw- 
ing.  Self  accusatory  ideas  that  have  their 
origin  in  guilt  are  jiresent  and  the  pereon 
feels  that  he  has  been  a failure  as  a spouse 
and  iiarent.  He  will  fre(iuently  blame  him- 
self for  his  illne.ss  by  such  remarks  as,  “to 
think  that  I would  ever  allow  myself  to  get 
in  this  condition.”  Considerable  anxiety  is 
])rovoked  because  of  the  person’s  inability  to 
conduct  his  life  according  to  his  former  “gal- 
vanized” standards.  The  im])ortance  of  early 
diagnosis  in  the.se  ca.ses  is  extremely  important 
because  there  is  no  other  emotional  illness  in 
which  suicidal  attem])ts  are  so  prevalent. 

Prognosis.  AVithout  any  type  of  treatment 
about  40  ])ercent  of  cases  of  involutional 
melancholia  recover  in  a period  from  one  to 
ten  years.  A small  percentage  of  mild  cases 
recover  with  the  administration  of  hormonal 
substances  but  the  reason  for  symptomatic  re- 
lief in  these  cases  has  not  been  accurately  es- 
tablished. Since  the  use  of  electroshock  thera- 
])y  bettei'  than  ninety  percent  of  cases  show 
])rompt  r(*covery.  Croups  fi’om  which  statis- 
tical data  have  been  derived  invariably  in- 
clude a large  percentage  of  cases  that  have 
run  the  gamut  of  hormonal  thera]>y  prior  to 


November,  1950 


Delaware  State  Medical  Journal 


315 


receiving  electroshock  therapy.  The  patient 
who  manifests  depressive  features  as  the 
largest  component  of  his  illness  usually  has 
the  best  prognosis.  The  prognosis  is  not  so 
good,  however,  in  those  eases  with  definite 
paranoid  ideation,  as  manifest  by  suspicious- 
ness, ideas  of  reference  and  delusions  of  per- 
secution. The  more  flexible  and  rigid  the  pre- 
illness personality,  the  poorer  the  prognosis. 

As  listed  previously,  there  were  11  eases 
diagnosed  as  involutional  melancholia,  in- 
cluding eight  predominantly  depressed,  two 
predominantly  paranoid  and  one  predomin- 
antly agitated.  Of  the  eight  predominantly 
depressed,  electroshock  therapy  was  recom- 
mended for  three,  three  were  seen  in  consul- 
tation, and  did  not  return  for  further  evalua- 
tion and  treatment  and  the  remaining  two 
were  seen  in  psychotherapeutic  inteiwiews  for 
a total  of  three  visits  each.  Failure  to  follow- 
up precludes  report  on  the  present  condition 
of  the  two  patients  seen  in  psychotherapeutic 
interviews.  While  they  professed  improve- 
ment at  the  time  of  their  last  visit,  little  per- 
manent improvement  can  be  expected  from 
seeing  an  involutional  patient  three  times. 

Of  the  three  cases  in  which  electroshock 
was  advised  one  was  admitted  to  a sanitarium 
under  my  care.  Following  four  treatments 
she  left  the  sanitarium,  and  at  last  report  a 
year  following  the  treatment  she  continued  to 
be  free  of  her  symptoms  of  depression  and 
was  able  to  carry  on  her  work  as  housewife. 

Of  the  two  cases  predominantly  paranoid, 
institutionalization  and  electroshock  treat- 
ment was  recommended  in  both  cases.  An 
excerpt  from  the  interview  from  one  of  the 
patients  is  as  follows : 

“I  don’t  know  whether  I’m  going  crazy  or 
not.  I ’ve  been  upset  for  six  years  and  I swear 
it’s  not  my  imagination.  People  are  talking 
about  me.  I meet  people  and  they  actually 
burst  out  laughing.  I was  persecuted  by  peo- 
ple I worked  with,  drawers  were  pulled  out 
and  windows  opened  for  some  reason.  I used 
to  find  things  in  the  craziest  places.  There 
were  three  people  laughing  and  carrying  on 
and  they  may  have  been  responsible  for 
spreading  this  thing  all  over  the  world.” 

Following  six  electroshock  treatments,  she 
left  the  sanitarium  against  advice.  At  the 


time  of  her  last  visit  her  general  condition 
was  slightly  improved  but  her  delusional  sys- 
tem generally  remained  unchanged.  She  was 
using  the  mechanism  of  denial  which  enabled 
her  to  say,  ‘‘what’s  the  difference,  those  people 
aren ’t  important  anyway.  ’ ’ This  afforded  her 
some  relief  from  anxiety  although  she  had  no 
insight  into  the  delusional  nature  of  her  ideas. 

Case  2.  A 48  year  old  unmarried  woman 
gave  the  following  history:  Two  weeks  pre- 

viously a gentleman  at  work  had  put  his  hand 
on  her  arm.  The  next  morning  upon  enter- 
ing the  elevator  at  work  she  felt  that  she  was 
being  publicly  snubbed.  Two  mornings  later 
she  woke  up  with  the  feeling  that  the  entire 
floor  of  her  bedroom  was  vibrating.  She  stated 
that  at  this  time  she  felt  as  if  she  was  hyp- 
notized and  it  seemed  that  her  whole  body  had 
been  drained.  On  occasions  she  would  have 
to  sleep  sitting  in  a chair  with  her  head  rest- 
ing on  a table  to  escape  the  vibration  that 
seemed  to  be  present.  At  one  time  she  could 
hear  automobile  horns  honking  in  a one-two 
rhythm  that  seemed  to  be  referred  to  her. 
She  had  sensations  that  her  entire  body  was 
burning  up  and  she  felt  as  if  she  wasn ’t  going 
to  live  through  the  day.  She  described  a small 
light  similar  to  that  of  a flashlight  which  seem- 
ed to  be  focused  upon  her  hand  and  upon  her 
head.  She  often  felt  that  she  was  in  between 
the  electric  current  from  the  floor  above  and 
the  floor  below.  While  sitting  at  a table  she 
felt  a clicking  sensation  in  her  back.  She 
was  rushed  to  the  hospital  and  while  there 
her  entire  body  jumped  up  and  down  as 
though  she  was  being  shocked  all  over. 

This  patient  was  admitted  to  a sanitarium 
where  she  received  combined  electroshock 
treatment  and  insulin  coma.  The  sanitarium 
stay  lasted  about  six  weeks  and  she  was  dis- 
charged as  improved.  She  continued  to  have 
vague  paranoid  ideas  and  numerous  somatic 
complaints  but  not  to  an  incapacitating  de- 
gree. A month  following  discharge  she  re- 
turned to  her  former  place  of  employment  but 
was  unable  to  remain  because  of  delusional 
ideas  that  people  were  talking  about  her  and 
discriminating  against  her.  She  continued  to 
be  seen  in  psychotherapy  for  a total  of  twen- 
ty-two visits.  At  the  present  time  she  is  free 
of  paranoid  ideation,  has  no  somatic  com- 
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plaints  and  is  employed.  Electroshock  therapy 
should  always  be  supplemented  with  psycho- 
therapy. 

Schizophrenia 

Seven  cases  of  schizophrenic  psychoses  were 
seen.  One  of  these  cases  was  admitted  to  the 
state  hospital,  one  was  transferred  to  a hos- 
jiital  where  she  had  been  previously  treated 
and  on  three  there  was  no  follow-up.  The 
two  who  remained  in  treatment  were  hospital- 
ized. One  inijiroved  following  a month’s  pe- 
riod of  hospitalization  with  supportive  psycho- 
thera])y  in  a hospital  regime  with  definite 
schedule,  recreation,  occujiational  therapy  and 
a general  regime  oriented  in  the  direction  of 
helping  the  person  wlio  is  emotionally  ill. 
She  continues  to  be  seen  at  two  or  three  week- 
ly intervals.  Her  condition  is  considerably 
inijiroved  but  her  social  adjustment  continues 
to  be  inadequate. 

Case  2.  In  addition  to  presenting  a latent 
.schizoiJirenic  iirocess,  presented  character- 
ological  difficulties  and  marked  retardation 
of  emotional  development.  Insulin  therajiy 
of  a deep  coma  tyjie  was  begun  but  had  to  be 
discontinued  because  of  .severe  allergic  re- 
action to  the  in.sulin.  No  improvement  has 
been  observed  in  this  case. 

Manic  I lEPRESsmi;  Psychoses 

Two  cases  of  manic  depressive  psychoses 
were  seen.  One  case  seen  in  the  depressive 
phase  was  relieved  of  her  depression  follow- 
ing ambulatory  electroshock  treatment  at  a 
general  hospital.  (Ambulatory  electroshock 
should  be  reserved  for  those  cases  in  which 
hospitalization  is  not  feasible.)  The  other 
ca.se  was  seen  originally  in  a hypomanic  state 
comi)licated  by  addiction  to  alcohol  and  ben- 
zedi'ine.  A short  sanitarium  .stay  with  psycho- 
therapy enabled  her  to  get  along  without  al- 
cohol and  benzedrine.  She  continued  well  for 
.several  months  when  she  became  depressed, 
had  self  accusatory  ideas,  delusions  of  worth- 
le.ssness  and  a delusion  that  she  was  pregnant. 
She  was  i-eadmitted  at  a sanitarium  for  elec- 
tro.shock  treatment  and  following  ten  treat- 
ments was  well  enough  to  return  home. 

Senii.e  Psychoses 

Two  cases  of  seidle  jisychoses  were  seen  in 
f'onsultation.  Little  can  be  offered  these  pa- 
tients except  the  recommendation  that  they 


be  constantly  supervised  at  home,  or  if  they 
are  unmanageable  at  home,  that  they  be  in- 
stitutionalized. Electroshock  therapy  is  some- 
times effective  in  helping  the  agitated  senile 
patient  to  become  a better  hospital  citizen. 

Alcoholism 

Five  cases  of  over-dependence  on  alcohol 
to  varying  degrees  were  seen  in  consultation. 
None  of  the.se  cases  continued  in  treatment. 
Three  of  the  five  suffered  from  a mai’ked  psy- 
choneurosis sufficient  in  itself  to  warrant  jusy- 
chiatrie  treatment.  A person  suffering  from 
alcoholism  will  not  profit  from  psychiatric 
treatment  until  he  reaches  the  point  himself 
where  he  wants  to  stop  drinking  and  when 
he  realizes  that  he  needs  help  with  his  illness. 
Even  then,  the  percentage  of  “cures”  is  rela- 
tively small.  While  good  re.sults  have  been 
reiHirted  in  some  circles  by  the  use  of  anta- 
buse,  deaths  and  severe  toxic  reactions  have 
been  reported.  To  avoid  toxic  reaction  the 
liatient  merely  refrains  from  taking  his  daily 
pill  if  he  desires  to  drink.  While  much  work 
has  been  done  on  the  condition  reflex  treat- 
ment and  bio-chemical  sensitivity  concerning 
addiction  to  alcohol,  it  is  unlikely  that  the 
alcoholic  person  will  remain  “cured”  until 
he  has  resolved  the  emotional  conflict  which 
expresses  itself  in  terms  of  a need  for  alcohol. 
Certainly  Alcoholic  Anonymous  deserves 
great  credit  for  their  work  with  these  jieople. 

Psychoneuroses 

Depression.  Eight  cases  of  depression 
were  seen,  including  reactive,  post-partum, 
and  autonomous  psychoneurotic  depression.  In 
this  group  electroshock  therapy  was  recom- 
mended in  four  cases.  Two  of  the  four  cases 
with  })o.st-partum  depressions  have  remained 
sym])tom  free  up  to  the  present  time  following 
this  type  treatment,  supplemented  with  psy- 
chotherapy. One  case  of  reactive  depression 
was  admitted  to  the  State  llosjiital  for  electro- 
shock treatment  and  follow-u])  report  indi- 
cates that  she  is  symiitom  free.  The  fourth 
case  in  which  electroshock  treatment  was  ad- 
vised had  a complete  remi.ssion  following  three 
electroshock  treatments  but  in  a period  of  two 
or  three  weeks  rehqised  slightly  as  would  be 
expected  from  insufficient  treatment.  The  re- 
maining four  cases  of  depression  all  admitted 
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some  improvement  in  short  term  psycho- 
therapy. 

Phobic  Anxiety.  Thirteen  cases  were  seen 
in  consultation.  The  largest  number  of  cases 
of  psychoneurosis  seen  fall  under  this  classi- 
fication. Originally  Janet  included  under  the 
term  psychoasthenia,  all  cases  of  obsessive  neu- 
roses, compulsive  neuroses  and  phobias.  While 
the  diagnosis  of  psychoasthenia  continues  to  be 
included  as  accepted  nomenclature  by  the 
American  Psychiatric  Association  it  is  a diag- 
nosis that  is  rarely  used.  The  tendency  is  to 
diagnose  these  cases  in  accordance  with  the 
predominant  feature,  namely  obsessive,  com- 
pulsive, or  phobic.  The  person  with  phobias 
tends  to  displace  his  anxiety  onto  some  exter- 
nal object.  By  the  use  of  the  mental  mechan- 
ism known  as  displacement  he  externalizes  in 
an  attempt  to  get  rid  of  an  internal  fear. 

At  this  point  let  us  consider  how  anxiety 
is  handled  in  the  most  common  types  of  neu- 
roses. Anxiety  is  liberated  primarily  from 
within  the  personality  itself,  but  is  often 
precipitated  by  an  emotionally  traumatic  ex- 
ternal event.  The  manner  in  which  the  in- 
dividual attempts  to  handle  the  anxiety  deter- 
mines to  a large  extent  the  type  of  psycho- 
neurosis. When  anxiety,  this  overwhelming- 
feeling  of  apprehension,  remains  “free  float- 
ing” the  neurosis  is  classified  as  anxiety  neu- 
rosis or  anxiety  state.  If  the  anxiety  is  con- 
verted into  somatic  symptoms  in  the  viseral, 
motor,  or  sensory  sphere,  the  patient  has  a 
conversion  hysteria.  In  compulsion  neurosis 
the  patient  controls  his  anxiety  by  repetitive 
activity.  This  activity  or  ritual  protects  the 
patient  against  the  threat  of  repressed  im- 
pulses. In  phobias  the  anxiety  is  handled  by 
displacement  from  its  original  source  onto 
some  external  object. 

Examples  of  phobias  complained  of  are  fear 
of  heart  disease,  fear  of  cancer,  fear  of  germs, 
fear  of  pregnancy,  fear  of  riding  in  an  ele- 
vator, fear  of  killing  someone  else,  fear  of 
killing  themselves,  and  an  extremely  com- 
mon fear  of  having  a nervous  breakdown  or 
fear  of  insanity.  Fears  of  scissors  and  knives 
are  not  uncommon.  Like  the  obsessive  idea 
a phobia  thrusts  itself  persistently  into  con- 
sciousness. Since  morbid  anxiety  always  ac- 
companies the  phobia  the  patient  is  constant- 


ly depressed.  In  general  one  might  say  that 
the  patient  is  attempting  to  externalize  and 
get  rid  of  an  internal  fear.  While  he  may 
realize  that  his  fears  are  irrational  he  is  usual- 
ly not  aware  of  their  psychological  signifi- 
cance and  is  cpiite  unable  to  regulate  his  life 
except  as  dictated  by  his  phobias.  The  real 
source  of  the  fear  might  come  for  example 
from  his  own  aggressive  impulses  or  the  fear 
of  a threatening  father. 

Mild  cases  of  phobic  anxiety  occasionally  re- 
spond well,  temporarily  at  least,  to  reassur- 
ance and  explanation  of  the  psychopathology. 
This  type  remission  occurred  in  four  cases 
thusly  treated  and  follow-up  revealed  that 
they  are  not  currently  incapacitated  by  their 
phobias.  It  is  possible  that  at  some  future 
date  the  phobia  will  reappear  in  its  original 
form  or  in  some  other  form.  Two  cases  are 
continuing  in  an  analytic  type  of  treatment 
with  marked  improvement  in  both  cases.  In 
the  seventh  ease  because  of  a large  depressive 
component  associated  with  fear  of  heart  dis- 
ease, electroshock  treatment  was  recommend- 
ed. The  patient  was  unable  to  follow  through 
with  the  recommended  number  of  treatments 
and  upon  discharge  from  the  sanitarium  her 
depression  was  relieved  but  her  phobia  con- 
tinued unabated.  The  remaining  six  were 
seen  only  in  consultation  and  were  not  able 
for  various  reasons  to  continue  in  psycho- 
therapy. 

Obsessive-Compulsive  Neuroses.  Six  cases 
were  seen  in  which  the  predominant  feature 
of  the  neurosis  was  that  of  obsessions  and  com- 
pulsions. As  previously  mentioned,  the  ob- 
sessive-compulsive state  is  related  to  phobic 
states  and  it  is  in  this  group  of  psychoneurosis 
that  the  prognosis  is  the  poorest  even  in  long- 
term analytical  treatment.  Electroshock 
therapy  or  insulin  coma  is  not  effective  in  this 
type  illness,  except  perhaps  to  temporarily 
cloud  consciousness  making  the  patient  more 
comfortable  during  the  period  of  time  that  the 
clouding  exists.  Such  a patient  may  become 
more  accessible  to  psychotherapy  while  re- 
ceiving electric  treatment. 

The  decompensated  obsessive-compulsive 
neurosis  usually  becomes  schizophrenic  if  the 
patient’s  defenses  fail.  Out  of  six  cases  seen, 
four  cases  were  unable  to  continue  with  psycho- 
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therapy.  Of  the  two  remaining  one  is  eur- 
x-ently  in  a sanitarium  receiving  electroshock 
therapy  with  improvement.  Tliis  is  a young 
married  woman  with  marked  schizophrenic 
features  that  justifies  a trial  with  this  tyjie 
therapy.  The  other  case  is  that  of  a woman 
in  the  involutional  period  who  is  being  seen 
in  a supportive  therapeutic  regime  in  an  ef- 
fort to  help  prevent  a recurrence  of  a j)sy- 
chotic  reaction  which  she  exiierienced  several 
years  ago. 

Paranoid  Condition 

Five  cases  were  best  classified  under  this 
diagnosis.  It  is  likely  that  most  paranoid  con- 
ditions are  basically  schizophrenic  but  because 
of  the  following  reasons  these  cases  were  not 
given  that  diagnosis.  With  the  exception  of 
delusions  of  iiersecution,  ideas  of  reference 
and  associated  suspiciousness,  these  patients 
in  other  sjiheres  are  in  good  contact  with 
reality.  They  exhibited  good  ego  strength, 
did  not  manifest  evidence  of  regression  and 
generally  did  not  display  the  typical  pre- 
illness schizoid  personality.  One  of  these  pa- 
tients remained  in  short  term  therapy,  was 
.seen  a total  of  fifteen  times  and  at  pi'esent 
has  been  able  to  return  to  the  employment 
from  which  she  had  been  absent  for  two  years. 
The  second  case,  dropped  out  of  treatment 
when  he  began  to  realize  that  an  “affair”  that 
he  had  been  carrying  on  for  years  might  have 
.something  to  do  with  his  delusions. 

( )ne  woman  was  referred  by  an  opthamolo- 
gist  because  her  glasses  were  unsatisfactory. 
She  complained  of  visual  difficulties,  head- 
ache, .sore  eyes,  blurred  vision,  particularly 
when  reading  and  inability  to  “get  off  the  first 
line.”  She  had  no  visual  difficulties  in  the 
shade,  at  night  or  in  dim  light  but  was  unable 
to  read  in  bright  lights  and  could  not  tolerate 
bright  lights  in  the  room.  In  further  discuss- 
ing her  interpersonal  relationship  it  was 
found  that  .she  had  few  friends.  She  felt  that 
most  of  her  in-laws  were  discriminating 
against  her  and  were  jealous  of  her  posses- 
sions. She  admitted  that  for  the  jiast  year 
she  had  been  extremely  tense  and  irritable 
and  become  easily  ipiset.  Bright  lights  re])re- 
sented  “ideas  of  influence”  which  are  not 
uncommon  in  a paranoid  per.son.  When  she 
discovered  that  her  eye  .symptoms  might  well 


be  on  the  basis  of  “nerves”  she  became  an- 
tagonistic to  the  referring  doctor  for  prescrib- 
ing glasses. 

The  fourth  case  was  that  of  an  elderly  wo- 
man who  complained  of  hearing  noises  in  both 
of  her  ears.  Reassurance  and  mild  sedation 
has  been  helpful  in  keeping  her  comfortable. 

The  fifth  case  was  seen  in  consultation  and 
did  not  follow  through  with  recommended 
psycliotherajiy. 

Psychosomatic  Condition 

The  diagnosis  of  iisychosomatic  conditions 
has  been  reserved  for  those  cases  in  which  a 
particular  organ  or  body  system  was  involved. 

Headaches.  Four  cases  were  seen  in  con- 
sultation. Headaches  occur  not  infrequently 
in  association  with  obsessive  and  compulsive 
neuroses  and  in  such  ca.ses  inquiry  into  the 
mental  status  of  the  patient  will  go  far  in  ex- 
plaining their  etiology.  In  these  cases  the 
patient  will  freipiently  say,  “My  mind  feels 
exhau.sted”  or  “There  is  a clicking  feeling  in 
the  back  of  my  neck  when  I turn  my  head.” 
Vague  symiitoms  of  pain  or  discomfort  in  the 
occiptal  region  is  often  associated  with  this 
type  neurosis. 

Peptic  Ulcer.  Ulcer  symptoms  frequently 
appear  in  connection  with  intense  oral  re- 
ceptive tendencies,  the  wish  to  be  taken  care 
of  and  loved.  These  strong  oral  receptive 
tendencies  are  usually  rejected  because  of 
their  incompatability  with  the  ego’s  wish  for 
indejiendence.  Outwardly  these  patients  ap- 
pear efficient,  active  and  productive.  They 
will  say  that  they  give  to  everybody,  help 
peo])le,  and  like  to  have  people  depend  upon 
them.  The  unconscious  attitude,  is  exactly 
the  opposite  and  we  find  an  extreme  and  vio- 
lent need  for  love  and  the  need  for  dependence 
and  help.  These  tendencies  are  repressed  and 
denied  by  the  patient  and  productive  of  con- 
flict— a conflict  between  giving  and  receiv- 
ing. The  liasis  of  the  symptoms  from  a dy- 
namic stand])oint  are  rejected  and  repressed 
oval  receptive  and  oral  aggressive  tendencies 
which  are  transformed  into  the  former  jiat- 
tern — into  the  wish  to  be  fed  and  to  eat.  The 
dysfunction  of  (1)  receiving  and  (2)  taking 
is  the  result  of  these  tendencies  causing  chron- 
ic psychic  stimulation  of  the  stomach  inde- 
])endent  of  the  process  of  nutrition.  One  ca.se 
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of  peptic  ulcer  was  seen  in  consultation.  The 
second  case  was  that  of  a young  adult  male 
with  the  problem  of  obesity,  chronic  gastritis 
and  questionable  demonstrable  peptic  ulcer. 
Following  short  term  therapy  of  approximate- 
ly ten  visits,  he  lost  weight,  gastric  symptoms 
improved  and  he  possessed  effective  insight 
into  the  nature  of  the  symptoms. 

Spastic  Colitis.  One  case  of  spastic  colitis 
was  seen  in  consultation.  While  most  gastric 
cases  deny  their  wish  for  dependence  and 
their  receptive  tendencies,  these  colitis  pa- 
tients will  say  that  they  do  not  receive  from 
others  in  turn  for  their  own  generosity  and 
willingness  to  help.  In  effect  they  believe  they 
have  the  right  to  take  and  demand  because 
they  give  sufficiently.  There  is  no  guilt  or 
inferiority  on  account  of  their  receptive  and 
grasping  wishes  because  they  feel  they  are 
giving  something  in  exchange.  Dynamically 
the  background  of  the  symptoms  include  the 
wish  to  make  amends  for  aggressive  tenden- 
cies and  the  wish  to  be  active  and  aggressive 
in  the  ejective  “and  not  oral  receptive  way.” 
These  factors  serve  as  permanent  irritation  of 
the  peristalsis  independent  of  the  digestive 
functions.  Diarrhea  serves  as  a substitute  for 
giving  of  real  values,  for  making  real  efforts 
and  being  actually  active,  and  for  being  ag- 
gressive. Eepressed  hostility  that  originates 
from  earlier  feelings  of  parental  rejection  fre- 
quently plays  an  important  part  in  the  psy- 
chopathology of  spastic  colitis. 

Enuresis 

One  ease  of  enuresis  was  seen  in  a twelve 
year  old  boy  in  which  extensive  studies  did 
not  reveal  organic  etiology.  Dynamics  in- 
volved led  to  aggressive  tendencies  brought 
about  by  sibling  rivalry  and  an  over-demand- 
ing mother.  Therapy  was  given  in  the  direc- 
tion of  relieving  anxiety  on  the  part  of  the 
frightened  child  and  re-education  of  the 
mother  as  to  proper  mental  attitudes  concern- 
ing the  problem.  Marked  improvement  of 
enuresis  has  been  noted. 

Impotency 

One  case  of  impotency  was  seen  without  ob- 
vious evidence  of  associated  psychoneurosis 
in  a thirty-five  year  old  married  man.  Be- 
cause of  resistances  and  attitudes  on  the  part 
of  the  patient  which  precluded  more  investi- 


gation hypnotism  was  attempted  during  the 
third  interview.  He  returned  twice  for  re- 
inforcement of  hypnotic  suggestion  and  his 
subsequent  failure  to  return  makes  follow-up 
report  impossible. 

Behavior  Disorders — Psychopathic 
Personality 

The  two  eases  of  behavior  disorders  and 
one  case  of  psychopathic  personality  were  not 
continued  in  treatment.  In  both  cases  of 
behavior  disorder  it  was  recommended  that 
the  parents  receive  psychiatric  guidance  in 
order  to  deal  more  effectively  with  the  exist- 
ing problems. 

The  primary  purpose  of  this  report  has 
been  to  acquaint  the  staff  with  the  activities 
of  their  psychiatric  consultant  over  a twelve 
month  period.  When  one  considers  the  num- 
ber of  patients  seen,  the  scope  of  their  dis- 
abilities and  the  possibility  of  their  rehabili- 
tation through  psychiatric  methods,  it  be- 
comes apparent  that  the  modern  general  hos- 
pital in  order  to  fulfill  its  obligation  to  the 
patients  and  the  community  should  make 
every  eff’ort  to  obtain  an  active  psychiatric 
staff  and  adequate  facilities  for  in-patient 
care  and  treatment.  By  such  measures  the 
dignity  of  the  patient  is  preserved  and  the 
psychiatrist  has  a better  opportunity  to  work 
in  close  liaison  with  the  staff  toward  a com- 
plete diagnostic  and  therapeutic  program. 

2031  Locust  Street. 


CONGENITAL  STENOSIS  OF  THE  ILEUM 

G.  S.  Serino,  M.  D.,* 

Wilmington,  Del. 

Congenital  stenosis  of  the  ileum  is  a rela- 
tively uncommon  leison.  Ladd  and  Gross^^  in 
their  textbook  “Abdominal  Surgery  of  In- 
fancy and  Childhood”  reported  only  seven 
eases.  Of  these  seven  cases  five  died  fol- 
lowing operation.  Griffith  and  MitchelP  stat- 
ed that  the  prognosis  in  these  cases  is  al- 
ways grave. 

Congenital  stenosis  of  the  ileum  is  the  re- 
sult of  an  arrest  in  the  development  of  the 
embryo.  Prior  to  the  fifth  week  of  fetal  life 
the  intestine  presents  a lumen  lined  with 
epithelium.  Between  the  fifth  and  twelfth 
weeks  the  epithelium  proliferates  and  the  in- 
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testinal  lumen  is  changed  into  a solid  coni. 
By  the  twelfth  week  the  solid  intestinal  cord 
has  become  vacuolized.  This  })rocess  re-estab- 
lishes the  intestinal  lumen.  An  arrest  of  de- 
velopment during  the  stage  of  vacuolization 
results  in  intestinal  stenosis.  This  septum  of 
ti.ssue  which  remains  within  the  intestinal  lu- 
men is  ]>erforated  in  only  one  small  point. 
Steno.sis  may  occur  at  any  ])oint  in  the  small 
bowel,  if  the  se])tum  across  the  bowel  re- 
mains and  is  not  j>erforated  it  is  known  as 
ati'esia. 

Case  Keeort 

W.  W.,  record  no.  104,  a two  year  old  col- 
ored male  entered  the  St.  Francis  llos})ital 
on  January  13,  1950  because  of  abdominal 
distension,  ])ersistent  vomiting,  and  abdominal 
I)ain  of  three  days  duration.  The  child  was 
admitted  on  two  ])revious  occasions  to  this 
hosi)ital.  First  admission  was  on  INlarch  3, 
1949  with  bronchopneumonia.  The  second 
admission  was  on  December  27,  1949  l)ecause 
of  abdominal  ])ain,  diarrhea,  and  vomiting. 
At  operation  performed  by  another  surgeon, 
the  appendix  and  an  acutely  inflamed  gall 
bladder  were  removed.  The  child  was  dis- 
charged on  January  10,  1950.  Three  days 
later,  on  January  13,  1950  this  child  was 
again  admitted  to  the  hospital,  at  which  time 
I was  asked  to  see  the  ]>atient. 

The  ])ositive  physical  signs  were  limited  to 
the  abdomen.  A generalized  abdominal  dis- 
tension was  present.  Tenderness  was  present 
over  the  abdominal  scar.  Peristaltic  sounds 
were  slightly  hyi)eractive.  Pectal  examina- 
tion was  negative.  Dehydration  was  evident. 
His  temi)erature  was  99. G°  F.,  pidse  110,  res- 
jiiratory  rate  28. 

Laboratory  .studies  revealed  a white  count 
of  9,800,  with  54  per  cent  neutroi)hils,  44  ]>er 
cent  lymphocyte.s,  2 pei‘  cent  monocytes.  The 
red  cell  count  was  3,200,000  with  7.5  grams 
of  hemoglobin.  No  sickle  cells  found.  Serum 
j)rotein  5.8.  Urine  analysis  showed  a slight 
trace  of  albumin.  Stool  cultures  were  nega- 
tive for  typhoid-dy.sentery  grouj)  of  bacteria. 
Stools  were  negative  for  occult  blood. 

Roentgen  ray  examination  of  the  chest  was 
within  normal  limits.  Flat  ])late  of  the  ab- 
domen showed  marked  distension  of  the  loo])s 
of  both  small  and  large  l)owel. 


A diagnosis  of  intestinal  obstruction  was 
made  aiul  preoi)erative  measures  were  insti- 
tuted. These  consisted  of  blood  transfusions, 
intravenous  glucose  and  water,  vitamins,  anti- 
biotics, and  the  introduction  of  a l\liller-Ab- 
bott  tube. 

On  January  17,  1950  laparotomy  was  per- 
foi'ined.  The  ascending  colon  was  adherent  to 
the  ])revious  operative  area.  This  was  re- 
lea.sed  and  the  denuded  serosa  was  sutured 
with  fine  silk.  The  small  bowel,  which  was  (juite 
distended  in  this  area,  was  followed  down- 
ward to  a ])oint  about  twenty  inches  from  the 
ileocecal  junction,  where  the  bowel  was  col- 
lapsed. A very  small  IMeckel’s  diverticulum 
was  ])re.sent,  and  about  two  inches  below  this 
area  a definite  septum  was  ])alpable  in  the 
bowel  causing  a comi)lete  obstruction.  A 
side-to-side  anastomosis  was  rapidly  i)erform- 
ed  by  bringing  together  parts  of  bowel  im- 
mediately above  and  below  the  area  of  sten- 
osis. 

Postoperative  treatment  consisted  of  ])a- 
renteral  fluids,  gastric  .suction,  blood  and 
antibiotics.  Feeding  by  mouth  was  started 
on  the  fourth  ])ostoperative  day.  Bowel  move- 
ments became  normal.  The  abdomen  was  en- 
tirely normal  five  days  following  surgery. 

►Summary 

1.  A case  of  congenital  .stenosis  of  the  ilium, 
which  was  cured  by  operation,  is  presented. 

2.  A brief  outline  concerning  the  genesis  of 
this  entity  is  presented. 

3.  This  child  survived  two  major  surgieal 
operations  i)erformed  within  a period  of 
three  weeks. 
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NERVE  BLOCKING— A REVIEW 

John  J.  Draff,  M.  D.,* 
Wilmington,  Del. 

The  experience  of  one  anesthesiologist  with 
nerve  blocking  is  easily  reviewed  by  considera- 
tion of  a number  of  jiatients  as  seen  in  regu- 
lar practice  of  anesthesiology.  It  is  proiHi.sed 
in  this  pajier  to  review  100  nerve  blocks  done 
consecutively  on  unselected  cases  seen  in  con- 
sultation. Fven  a small  statically-unimpor- 
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tant  series  can  support  impressions  of  the 
value  placed  on  this  type  of  therapy  in 
various  conditions.  Cases  are  broken  down 
into  groups: 


No.  of 
Patients 

No.  of 
Blocks 

Diagnostic  Group 

18 

33 

Cerebral  Vascular  Accidents 

7 

17 

Causalgia 

7 

15 

Intercostal  Neuralgia 

7 

10 

Thromboangeitis 

3 

6 

Anterior  Scalene  Syndi'ome 

2 

6 

Atypical  Facial  Pain 

6 

11 

Miscellaneous 

2 

2 

Thrombophlebitis 

The  group  of  cerebral  vascular  accidents  is 
the  largest  in  this  series  and  I feel  it  should 
be  even  larger.  Some  of  these  patients  are 
helped  in  a startling  manner.  In  this  number 
eight  of  the  patients  were  considered  to  have 
derived  definite  benefit  from  the  procedures. 
Several  patients  with  long-standing  disability 
responded  to  treatment.  Improvement  with- 
in minutes  of  paralysis  and  aphasia  present 
for  months  without  change  has  been  encourag- 
ing the  infrequent  times  it  has  been  seen.  A 
successful  case  that  was  attempted  with  mis- 
givings opens  up  whole  fields  of  speculation. 
One  patient  with  little  but  confusion  seemed  to 
clear  after  injection,  but  therapy  was  not  con- 
tinued. No  change  was  seen  for  several 
months  and  at  autopsy  there  was  no  gross 
brain  damage.  Age  seems  to  be  no  absolute 
contraindication,  as  can  be  said  of  established 
subarachnoid  hemorrhage.  One  patient  with 
grossly  bloody  spinal  fluid  recovered  from 
coma  and  went  on  to  a good  return  of  func- 
tion, improvement  being  seen  minutes  after 
injection. 

fSome  of  the  worst  eases  listed  as  failures 
have  shown  serious  results  to  be  reversible. 
One  patient  who  recovered  from  an  accident 
except  for  inability  to  swallow  began  to  re- 
cover completely  following  treatment.  It 
may  be  that  accurate  prognosis  can  be  given 
following  blocks  if  a definite  improvement  in 
paralysis  results  but  this  is  completely  tem- 
porary. Patients  have  been  seen  where  the 
immediate  return  of  function  has  been  exactly 
the  return  of  function  seen  of  a permanent 
nature  many  months  later.  Caution  must  be 


used  to  predict  the  completeness  of  recovery 
when  improvement  is  seen  immediately. 

The  causalgia  group  can  be  one  of  the  most 
gratifying.  In  the  patients  who  adjust  well  to 
the  treatment  when  carefully  given,  the  re- 
sults are  definite,  immediate,  and  often  dra- 
matic. The  pertinent  fact  is  that  the  treat- 
ment tor  some  patients  is  worse  than  the  dis- 
ability. The  discouraging  truth  here  is  that 
some  of  the  eases  that  are  helped  the  most 
cannot  go  on  with  the  therapy.  Thus  we  see 
here  a group  diametrically  opposed  to  our 
next  group.  These  people  are  clearly  helped 
and  their  period  of  disability  shortened  and 
yet  it  may  not  be  at  all  apparent  to  the  pa- 
tient. These  patients  should  have  neiwe  block- 
ing done  even  though  priscol  or  related  drugs 
have  been  tried  with  no  success.  Some  of  our 
clearly  improved  patients  had  not  responded 
to  these  drugs  before.  The  benefits  of  block- 
ing may  be  self-limited  in  the  protracted 
eases,  but  vascodilators  have  not  proved  an 
effective  substitute. 

The  group  of  intercostal  neuralgia  cases 
seems  fated  to  decrease  in  size.  There  pa- 
tients, as  are  all  in  the  series,  are  referred  by 
doctors  for  specific  therapy  often  without 
diagno.sis  ruled  out.  They  do  not  improve 
but  often  are  trying  these  extreme  methods  as 
a last  resort  and  convince  themselves  and  the 
unwary  doctor  that  treatment  should  be  con- 
tinued. The  real  need  in  these  cases  is  for 
the  doctor  who  sees  the  patients  in  consulta- 
tion to  refuse  these  cases  for  block  therapy 
and  have  further  attempts  made  at  diagnosis. 
Technically  these  patients  can  be  difficult  to 
do  accurately,  as  they  are  anxious  to  help  and 
unwittingly  give  misinformation  about  pares- 
thesias and  the  extent  of  areas  of  anesthesia, 
etc.  The  best  plan  seems  to  be  one  of  objective 
evaluation  with  the  patients’  cheerful  impres- 
sions being  minimized.  As  contrasted  with 
the  previous  group  these  patients  are  eager  to 
continue  blocking,  suggesting  additional 
nerves  to  be  tried. 

The  small  number  of  eases  of  anterior  scal- 
ene syndrome  are  peculiarly  representative  of 
the  three  types  of  cases  seen.  One  was  in- 
jected with  no  change  noted  and  was  im- 
mediately referred  for  fuidher  diagnostic 
study.  The  next  was  injected  with  complete 
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relief  that  was  temporary  and  not  progressive 
when  repeated.  When  injection  \vith  saline 
have  no  relief,  the  muscle  was  divided  and 
comi)lete  relief  resulted.  The  third  case  had 
been  already  injected  two  years  previously 
and  liad  no  .symptoms  in  that  interval.  In- 
jections were  repeated  with  progressive  im- 
provement and  symptoms  were  gone  after  the 
third  injection. 

Thromhoangeitis  ])atients  imj)rove  after  this 
and  accompanying  therapy,  and  careful  block- 
ing can  determine  accurately  the  cases  that 
will  improve  on  conservative  measures  or  af- 
ter sympathectomy.  The  blocks  are  often 
valuable  where  vasodialtors  have  been  in- 
conclusive. 

The  cases  of  atypical  facial  nexiralgia  hatl 
been  .studied  and  ti'eated  exten.sively  and  the 
mo.st  to  re{)ort  is  douhtful  inpirovement  after 
stellate  ganglion  block.  Other  eases  of  this 
ty])e  have  been  more  encouraging,  as  have 
been  mauy  conditions  in  which  circulation  has 
been  involved  by  .something  that  can  be  over- 
come by  nerve  blocking. 

The  thrombophlel)itis  cases  in  this  instance 
showeil  no  improvement  and  this  is  held  to  be 
rather  aty|)ical,  as  this  condition  often  re- 
sponds to  this  therapy.  The  veins  involved 
liere  ai)peared  to  be  the  superficial  femoral 
and  the  snbclavian,  and  not  the  more  iisual 
sites. 

The  mi.scellaneous  group  included  one  ])a- 
tienl  with  tic  doloreux  with  operation  refused, 
but  with  pain  relieved  by  alcohol  injection. 
One  ca.se  of  acute  subdeltoid  bursitis  obtained 
gratifying  relief.  Blocks  were  dcnie  on  a 
physician  with  occlusion  of  the  retinal  arteiy, 
with  que.stional  temporary  improvement  and 
no  i)ermanent  help.  Caudal  injection  for  per- 
ineal ])ain  IToiti  spine  metastasis  gave  only 
temi)oraiy  i-elief.  Ibiin  in  the  Achilles  tendon 
at  rest  was  not  helped,  and  exj)loration  was 
done.  Mmt)olus  of  a digital  artei'y  was  not 
improved  by  stallate  block. 

Summary 

For  someone  who  can  endure  the  many  fail- 
ures and  enjoy  the  few  dramatic  re.sults,  nerve 
thcia])y  can  be  a definite  ailjunct  in  the  treat- 
ment of  a wide  vaiiety  of  difficult  cases. 


MORE  RESEARCH  ON  TUBERCULOSIS 

G.  Taggart  Evans,* 

Wil  mington,  Del. 

Help  Fight  TB 
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Kecent  tests  to  find  out  what  types  of  news 
stoi'ies  and  articles  are  most  i)opular  among 
newspaper  and  magazine  readers  revealed 
that  .science  and  medicine  are  among  the  fa- 
vorite subjects. 

The  results  of  these  reader  tests  are  indica- 
tive of  the  growing  interest  on  the  part  of 
the  general  i)ublic  in  the  remarkable  scien- 
titic  developments  of  our  age.  It  is  a healthy 
interest,  based  on  a desire  to  keep  apace  with 
discoveries  and  advances  in  the  scientific 
world  which  have  an  immediate  or  imtential 
l)earing  on  the  lives  of  all  of  us  who  com- 
pri.se  the  “general  public.” 

What  could  I)e  more  natural  than  for  you 
and  me  to  know  to  what  uses  the  atom  bomb 
may  be  i)ut?  To  know  what  the  possible 
con.seciuences  are  of  the  i)roduction  of  the 
more  powerful  hydrogen  bomb  ? To  know 
whether  a remedy  has  been  found  for  the 
common  cold?  Or  if,  at  long  last,  a drug  has 
emerged  as  the  compieror  of  that  age-old 
enemy,  t uberculosis  ? 

Perhaps  one  reason  that  Me  are  taking  such 
a keen  interest  in  .scientific  and  medical  ad- 
vances is  that  such  astounding  progress  has 
l)een  made  in  these  fields  in  recent  years  that 
we  are  expecting  new  “miracles”  almost 
daily.  And  because  of  onr  faith  in  the  scien- 
tists of  today  we  are  gladly  making  greater 
funds  available  for  them  to  continue  re- 
seai'ch  which  may  one  day  bring  nntold  bene- 
fits to  mankind. 

In  the  s])irit  of  the  times,  the  National  Tu- 
berculosis As.sociation,  with  which  the  Dela- 
wai'c  Ant  i-Tul)erculosis  Society  is  affiliatetl. 

•Executive  Secretary,  Delaware  Anti-Tuberculops 
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recently  decided  to  expand  its  medical  re- 
search program.  Expansion  of  the  program 
is  assured  by  an  increase  in  the  allocation  of 
funds  to  the  NTA  by  the  Society  and  the  3,000 
other  affiliates  of  the  National. 

The  work  of  all  the  tuberculosis  associations 
is  supported  principally  by  proceeds  from  the 
annual  sale  of  Christmas  Seals  which  this 
year  will  be  conducted  from  November  20th 
to  Christmas. 

Beginning  with  the  1950  Christmas  Seal 
Sale  the  Delaware  Anti-Tuberculosis  Society 
will  send  six  per  cent  of  the  money  raised  to 
the  National.  Of  this  six  per  cent,  one  per 
cent  is  earmarked  for  medical  and  social  re- 
search for  the  fiscal  year  beginning  next 
April  1.  Thus,  when  you  and  I buy  Christmas 
Seals  this  year  we  shall  know  that  we  are 
contributing  to  research  on  tuberculosis  at 
least  to  the  extent  of  one  per  cent  of  our 
contribution.  We  shall  know,  too,  that  94 
per  cent  of  our  subscription  will  be  used  with- 
in our  owTi  state  to  promote  the  projects  di- 
rected at  eradicating  this  communicable  dis- 
ease within  our  own  state. 

Research  is  by  no  means  a new  activity 
of  the  tuberculosis  associations.  Through  the 
National  organization  the  associations  have 
for  years  helped  support  the  work  of  an  in- 
creasing number  of  scientific  investigators. 

Each  year  a certain  sum  has  been  set 
aside  by  the  National  from  its  Seal  Sale  alloca- 
tion for  research  and,  furthermore,  a number 
of  state  and  local  associations  have  made 
special  contributions  for  research. 

The  current  research  progress  of  the  NTA 
and  its  affiliates  has  made  possible  grants  to 
aid  26  investigators  who  are  engaged  in  five 
main  fields  of  research : clinical  research ; the 
chemistry  of  the  tuberculosis  germ;  bacterio- 
logy; immunology;  and  the  pathology  and 
pathogenesis  of  tuberculosis. 

Investigations  with  patients  include  stud- 
ies to  determine  more  accurately  than  is  known 
at  present  the  true  role  of  bed  rest  in  treat- 
ment. Another  study  is  on  the  course  of 
tuberculosis  in  children,  and  still  another  is 
concerned  wdth  the  use  of  certain  drugs  in 
tuberculosis  treatment. 

A chemistry  study,  long  under  way,  has 
resulted  in  the  breaking  down  of  the  tubercle 


bacillus  into  its  chemical  components.  Basic 
facts  revealed  from  this  study  have  had  prac- 
tical application  in  such  procedures  as  tuber- 
culin testing. 

Two  studies  in  the  field  of  bacteriology 
are  on  the  genetics  of  the  tubercle  bacillus. 
Through  these  investigations  valuable  infor- 
mation is  expected  to  be  gained  on  the  develop- 
ment of  resistance  to  drugs  on  the  part  of  the 
germ  and  on  the  factors  responsible  for  the 
virulence  of  the  tubercle  bacillus. 

In  the  research  on  immunology  both  na- 
tive and  acquired  resistance  to  tuberculosis 
are  under  scrutiny. 

Under  pathology  and  pathogenesis,  stud- 
ies are  under  way  to  determine  the  factors' 
which  cause  a diseased  lung  to  caseate  and 
liquify,  thus  leading  to  the  spread  of  the  dis- 
ease; and  on  the  problem  of  calcification  in 
tuberculosis  and  other  diseases. 

In  addition  to  the  grants  to  aid  investi- 
gators, the  tuberculosis  associations,  through 
the  NTA,  are  also  each  year  awarding  a num- 
ber of  teaching  and  research  fellowships  to  en- 
courage young  investigators  to  devote  their  ta- 
lents to  the  tuberculosis  field. 

Since  it  inaugurated  its  medical  program 
nearly  30  years  ago  the  policy  of  the  NTA 
has  been  to  use  what  funds  were  available  for 
research  to  aid  qualified  investigators  who 
have  at  their  disposal  adequate  facilities  to 
carry  on  their  work.  In  other  words,  the  As- 
sociation has  not  attempted  to  set  up  inde- 
pendent projects  which  might  call  for  the 
equipment  of  laboratories,  but  instead  has  used 
its  funds  to  enable  men  with  ideas  and  facili- 
ties to  pursue  studies  which  promised  to  en- 
hance our  knowledge  of  tuberculosis  and  how 
to  fight  it. 

The  social  research  program  of  the  Na- 
tional Association  includes  special  studies  on 
the  relationship  between  economic  status  and 
tuberculosis,  the  economic  costs  of  the  disease, 
and  the  follow  up  of  former  patients  to  de- 
termine how  they  make  out,  both  physically 
and  economically,  after  leaving  the  tubercu- 
losis hospital. 

The  entire  research  program  is  adminis- 
tered by  the  NTA’s  medical  section,  the  Amer- 
ican Trudeau  Society,  which  has  a membership 
of  approximately  4,000  outstanding  specialists 
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in  chest  tliseascs.  Ainonif  other  resi)onsil)ilities 
of  the  ATS  are  1lie  evaluation  of  new  i)roced- 
nres  reported  effective  in  tnbercidosis  preven- 
tion and  treatment.  As  an  exam])le,  a special 
committee  has  been  stndyino'  BCD,  the  vaccine 
which  has  been  used  with  some  success  in 
creating'  immnnity  to  tnbercnlosis.  The  ATS 
has  recommended  its  iise  for  certain  «ron])s  un- 
duly exi)osed  to  tid)ercnlons  infection,  hut,  be- 
cause of  many  as  yet  unknown  factors,  not  for 
the  iteneral  i)uhlic. 

Whether  or  not  from  research  now  under 
way  a specific  cure  for  tnbercidosis  will  one 
day  he  found — a drug  which  will  be  to  tuber- 
culosis what  penicillin  is  to  pneumonia — no 
one  would  dare  ])redict.  Tuberculosis  is  a stub- 
born disease  and  even  streptomycin,  most 
l)romising  of  the  drugs  now  used  in  TB  treat- 
ment, is  not  a.  cure. 

But  whether  or  not  a drug  is  found,  we 
do  know  that  benefits  will  be  reajied  from  the 
current  research  on  tuberculosis  — that  the 
])hysician,  the  laboratory  technician,  the  public 
health  worker,  will  be  aided  in  the  treatment, 
the  diagnosis,  and  the  pi'omotion  of  the  ])re- 
vention  of  tuberculosis. 

And  we  who  have  formed  the  habit  of 
buying  and  using  Christmas  Seals  can  be 
])roud  that  we  have  helped  make  iiossilde  the 
work  of  the  scientific  investigator  who  is  de- 
voting his  skill  to  shedding  light  on  the  No.  1 
killer  among  infectious  diseases  to  the  end  that 
this  .sower  of  needle.ss  suffering  and  destruc- 
tion can  be  wi])ed  from  the  face  of  the  earth. 


Committee  on  Trauma 
American  College  of  Surgeons 
THE  CARE  OF  HAND  INJURIES 
IV 

Lacerated  Wounds 

I Bi’otection  of  the  Hand  (Abstracted  from 
The  Journal,  June,  1950.)  — The  first-aid 
care  of  wounds  of  the  hand  is  directed  funda- 
mentally at  protection.  It  should  provide  pin- 
tection  from  infection,  from  added  injury, 
and  from  future  disability  and  deformity.  The 
best  first-aid  management  consists  in  Hie  ap- 
])lication  of  a sterile  protective  dre.ssing,  a 
firm  com|>ression  bandage  and  immobilization 

•Position  of  function  or  position  of  grasp;  wrist  hyper- 
extended  in  cock-up  position;  fingers  in  mid  - flexion  and 
separated;  thumb  abducted  and  in  mid-flexion,  with  tip 
pointing  toward  little  finger. 


by  siilinting  in  the  position  of  function.*  No 
attemjit  should  be  made  to  examine,  cleanse,  or 
treat  the  wouiul  until  oiierating  room  facilities 
are  available. 

II  Kefiuirements  of  Early  Definitive 
Ti’eatment  (Ab.stracted  from  The  Journal, 
July  1950.)  — Early  tlefinitive  care  reijuires 
thorough  evaluation  of  the  injury  with  respect 
to  its  cause,  time  of  occurrence,  status  as  re- 
gards infection,  nature  of  first-aid  treatment 
and  appraisal  of  .structural  damage.  For  un- 
dertaking the  definitive  treatment  the  con- 
ditions reijuired  are  a well-e(iuip})ed  operating- 
room,  good  lighting,  adecpiate  instruments, 
sufficient  assistance,  complete  anesthesia,  and 
:i  bloodless  field.  Treatment  itself  consists  of 
aseptic  cleansing  of  the  wound,  removal  of  de- 
vitalized tissue  ami  foreign  material  (exer- 
cising strict  con.servation  of  all  viable  tissue), 
complete  hemostasis,  and  the  repair  of  injured 
siructures,  to  l)e  followed  by  protective  dress- 
ing to  maintain  the  oi>timum  ])osition.  After- 
treatment  consists  of  ])rotection,  rest  and  ele- 
vation during  healing,  and  early  restoration 
of  function  by  directed  active  motion. 

III  St’rface  In.h’ries  (Cf.  The  Journal, 
October,  1950.) 

ill  Surface  Injuries  (Cf.  The  Journai,, 
October,  1950.) 

IV  Lacerated  Wounds 

Lacei'ations  may  damage  .skin,  fat,  fascia, 
muscles,  tendons,  tendon  .sheaths,  blood  ves- 
sels, nerves  and,  more  rarely,  joint  or  bone. 
The  treatment  of  such  injuries  has  four  ob- 
jectives: 1.  protection  from  infection;  2. 

restoration  of  structures  ; 3.  avoidance  of  de- 
formity; 4.  early  restoration  of  function. 

These  objectives  are  furthered  by  ])roper 
first-aid  care,  as  outlined  in  I (Protection  of 
the  Hand)  and  by  definitive  treatment. 

A — Definitive  Treatment 

To  be  undertaken  only  under  the  jiropcr 
conditions  and  according  to  the  ])rinciples 
outlined  in  II  ( Be(iuirements  of  Early  De- 
tiidtive  Treatment).  Careful  history  of  the 
iiijui-y  should  be  followed  by  examination  of 
the  hand  to  determine:  1 location  and  extent 
of  the  wound;  2 source  of  major  bleeding; 
3 presence  of  foreign  material ; 4 function 

of  tendons,  to  be  tested  again.st  resi.stance;  5 
function  of  iidrinsic  muscles;  (i  condition  of 
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nerves  as  regards  both  sensory  and  motor 
lunetions ; 7 integrity  of  bone  and  joint. 

Following  anesthetization  of  the  patient  and 
application  of  hemostatic  blood  pressure  cuff 
(not  to  be  inflated  above  300  mm),  definitive 
treatment  of  the  wound  consists  of : 1 thor- 

ough cleansing  of  wound  region  and  then  of 
entire  hand  and  forearm  with  soap  and  water 
or  bland  detergent;  2 removal  of  foreign 
material  from  the  wound;  3 careful,  gentle, 
thorough,  but  conservative  excision  of  de- 
vitalized tissues,  sparing  all  structures  that 
may  survive ; 4 repeated  cleansing  of  wound 
by  irrigation  with  warm  normal  saline  solu- 
tion; 5 securing  and  ligation  of  divided 
blood  vessels. 

These  general  measures  are  followed  in  ap- 
propriate cases  by  repair  of  damaged  struc- 
tures. Proper  wounds  for  this  repair  are : 
1 those  in  which  infection  has  not  become 
established ; 2 those  not  grossly  contaminat- 

ed by  highly  infective  material ; 3 relatively 
clean  wounds  not  more  than  three  or  four 
hours  old. 

In  general,  wounds  not  fulfilling  these  cri- 
teria are  better  left  unrepaired  to  await 
secondary  closure  and  later  reconstructive 
surgery.  They  should,  nevertheless,  be  as 
carefully  cleansed  of  foreign  matter  and  dead 
tissue  as  are  those  prepax’ed  for  primary  clos- 
ure. In  such  cases  severed  nerve  ends  may  be 
identified  with  nonabsorbable  sutures  or  light- 
ly united. 

Repair  of  damaged  structures : 1 nerves : 
a.  all  severed  nerves  should  be  re- 
paii’ed,  including  the  digital  neiwes ; b. 
fine  arterial  silk  on  fine  needles  should  be 
used,  accurately  approximating  the  nerve  ends 
by  small  interrupted  sutures  placed  around 
the  periphery.  These  sutures  should  include 
only  the  perineurium,  not  the  nerve  bundles. 
It  is  important  to  avoid  axial  rotation,  par- 
ticularly in  nerves  having  both  motor  and 
sensory  function ; c.  nerves  are  to  be  dis- 
tinguished from  tendons,  especially  at  the 
wrist,  by  their  anatomical  position,  softer  tex- 
ture, pinker  color,  small  surface  capillaries, 
and  distinct  nerve  bundles  seen  on  cut  ends. 
Pulling  on  a nerve  will  not  flex  a finger;  d. 
nerves  should  be  handled  gently,  never  crush- 
ed, rubbed,  or  allowed  to  become  dry. 


(2)  Tendons:  a.  all  severed  tendons 

should  be  repaired,  including  the  tendons  of 
intrinsic  muscles. 

An  important  exception  to  this  rule  con- 
cerns flexor  tendons  severed  within  the  flexor 
sheath  or  in  the  digital  flexor  canal.  Primary 
suturing  of  the  flexor  profundus  in  this  lo- 
cation rarely  succeeds  in  restoring  useful 
function  even  if  the  flexor  sublimis  is  re- 
moved. Suturing  both  flexor  sublimis  and 
profundus  in  this  area  almost  invaidably  re- 
sults in  failure.  Should  even  minor  infection 
occur,  failure  is  assured.  With  rare  excep- 
tions, it  is  sound  practice  to  repair  the  skin 
and  digital  nerves  only,  leaving  the  flexor  ten- 
dons for  secondary  reconstruction  when  sever- 
ed in  this  region,  b.  nonabsorbable  sutures 
of  silk  or  wire  are  used  accurately  to  approxi- 
mate the  severed  tendon  ends  after  they  have 
been  cleanly  squared  off  with  a sharp  knife, 
c.  additional  incisions  to  secure  retracted  ten- 
don ends  should  follow  flexion  creases.  They 
should  be  curved  or  transverse,  never  longi- 
tudinal, and  never  in  the  palmar  or  dorsal 
midline  of  a finger,  d.  tendons  should  be 
handled  gently;  never  crushed,  rubbed,  or  al- 
lowed to  become  dry. 

(3)  Muscle:  a.  severed  muscles  should  be 
lightly  approximated  with  intei’rupted  mat- 
tress sutures,  avoiding  tension  and  constric- 
tion ; b.  muscle  thus  repaired  should  be  alive, 
contractile  and  vascular,  all  devitalized  shreds 
being  trimmed  away. 

Following  these  procedures,  the  homostatic 
blood  pressure  cuff  is  released  to  permit  identi- 
fication, control  and  ligation  of  bleeding  ves- 
sels. The  field  should  be  dry  before  closure 
of  the  wound. 

(4)  Fascia:  severed  fascial  and  ligamen- 
tous tissue  sliould  be  repaired  with  interrupt- 
ed mattress  sutures,  avoiding  tension. 

(5)  Subcutaneous  tissue:  subcutaneous 

fatty  tissue  may  be  lightly  approximated  with 
interrupted  fine  sutures. 

(6)  Skin:  the  skin  should  be  closed  with 
fine,  nonabsorbable  sutures. 

(7)  Dressing:  firm  pressure  dressing  is 

applied,  the  fingers  being  separated,  with 
gauze  between  them.  The  hand  is  immobiliz- 
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ed  l)v  in  the  position  of  function, 

excei)t  wlion  suture  of  severed  tendons  re- 
quires splinting  in  a position  to  insure  the 
least  strain  on  their  suture  lines.  If  nerves 
have  been  severed,  the  position  of  function 
is  })articularly  imiiortant  to  prevent  deformity 
due  to  contracture  of  active  muscles  when 
their  opponents  are  denervated  and  paralyzed. 

H — Aftercare 

(1)  Antibiotics  and  tetanus  antitoxm  (or 
toxoid)  are  admini.stered  sy.stematically  as 
prophylaxis  against  infection.  (2)  The  ex- 
tremity is  kept  elevated  for  the  first  three  or 
four  days.  (8)  Dressings  are  not  removed 
for  several  days,  usually  one  week,  unless  in- 
fection develops.  (4)  The  healing  of  severed 
tendons  and  nerves  requires  three  weeks  of 
uninterrupted  immobilization;  (5)  When 
nerves  are  severed,  corrective  siilinting  is 
nece.ssary  until  reinnervation  of  jiaralyzed 
muscles  has  occurred;  (6)  Restoration  of 
function  is  be.st  secured,  after  healing,  by  di- 
rected voluntary  exercise  and  apj)ropriate  oc- 
cupational thera])y. 

Mvery  community  is  entitled  to  .safe  water, 
food,  and  milk,  and  jirotection  from  unsafe 
ilisjiosal  of  wastes;  to  as  .safe  an  environment 
as  we  know  how  to  i)rovide  including  pure  air; 
safe  streets,  homes,  j)laces  of  work,  and  ])laees 
of  education  and  recreation  ; to  the  best  pro- 
tection we  know  how  to  i)rovide  from  the 
contagious  diseases,  including  tuberculosis 
and  the  venereal  diseases;  acce.ss  to  good  medi- 
cal care  and  hos])italization  when  needed;  to 
the  best  |)i-otection  we  know  how  to  j)rovide 
against  the  sjiecial  hazards  of  maternity  and 
infancy;  to  the  best  facilities  we  know  how 
to  provide  for  the  healthy  development  of 
our  children,  including  correction  of  cripi>ling 
physical  and  mental  defects;  recognition  and 
ti-eatment  of  rheumatic  fever  and  other  heart 
disease,  and  to  the  knowledge  and  facilities 
nece.ssai-y  to  prevent  as  many  deaths  as  pos- 
sible fi-om  cancer,  heart  disease,  diabetes,  and 
the  other  <legcnerative  diseases. 

William  Ik  Shepai’d,  1\I.  1).,  Nat.  Tuberc.  A. 
Ifulh,  Oct.  1949. 


NATIONAL  ADVISORY  COMMITTEE 

October  17,  1950 

To  the  Ojficers  and  Members  of  the  Medical 
Sociei]i  of  Delaware : 

The  President  of  the  I’nited  States,  under 
authority  of  Public  Law  779,  81st  Congress, 
has  api)ointed  a National  Advisory  Commit- 
tee on  the  selection  of  doctors,  dentists,  and 
allied  specialists. 

Howard  A.  Ru.sk,  IM.  1).,  as  chairman  of 
that  committee,  has  appointed  a Volunteer 
Delaware  Advisory  Committee  on  the  selec- 
tion of  doctors,  dentists,  and  allied  special- 
ists. 

The  chairman  of  the  Delaware  Committee 
is  authorized  to  ai)point  (subject  to  confirma- 
tion by  the  National  Committee)  such  addi- 
tional members,  or  sub-committees,  as  may 
be  nece.ssary  to  carry  out  the  functions  of  the 
committee. 

The  responsibilities  of  the  Delaware  State 
Committee  are: 

(1)  To  establi.sh  and  maintain  liaison  with 
the  State  Director  of  Selective  Service. 

(2)  To  advise  the  Selective  Service  Sys- 
tem concerning  the  classification  of  in- 
dividual members  of  these  health  pro- 
fessions who  are  .subject  to  classifica- 
tion by  Selective  Service  boards. 

(8)  To  be  i'es])onsible  for  carrying  out 
within  the  state  jiolicies  established  by 
the  National  Advisory  Committee. 

In  compliance  with  the  foregoing  it  will  be 
neces.sary  for  the  committee  to  obtain  and 
file  certain  information  concerning  all  ])er- 
sons  who  |>ractice  medicine  in  the  state  of 
Delaware. 

The  committee  earnestly  solicits  the  active 
cooperation  of  every  member  of  the  medical 
profession  by  conqileting  and  returning  (pies- 
tionnaires  i)roniptly,  and  in  all  other  mea- 
sures, as  they  are  brought  to  its  attention. 

Fraternally, 

Floyd  T.  Hudson 
Robert  IL  Layton,  Jr. 

J.  Pat’l  Winthrop,  D.D.S. 

Ai.fred  R.  Shands,  Jr.,  Co-Chairman 
Victor  D.  Washburn,  ('o-('hairman 
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Concerning  Character 

The  election  last  week  was  a definite  set- 
back to  the  creeping  Socialism  which  has  been 
ravaging  this  country  for  the  past  17  years. 
This  slap-down,  long  overdue,  came  as  a re- 
sult of  the  disgust  and  distrust  of  the  elec- 
torate concerning  both  the  foreign  policy  and 
the  domestic  policy.  On  the  domestic  side,  the 
results  mean  a two-year  breathing  spell,  for 
the  medical  profession,  from  the  crackpots  who 
want  state  medicine  and  the  so-called  wel- 
fare state.  Among  the  potent  factors  that 
won  this  beach-head  was  the  persistent  cam- 
paign of  education  by  the  American  iMedical 
Association,  which  was  conducted  along  the 
highest  ethical  standards,  with  provable  facts 
and  figures ; in  other  words,  it  had  character. 

The  Baltimore  Sun,  an  avowedly  “Inde- 
pendent Democratic’’  paper,  (on  November 
11th),  makes  some  pertinent  remarks  concern- 
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ing  character  in  an  individual,  and  well  may 
The  Sun  speak  of  character — it  has  it  itself. 
Let  us  c^uote : 

THE  MOST  IMPORTANT  THING 
ABOIT’  TUESDAY’S  OHIO  ELECTION 

Something  of  importance  happened  in  Ohio  on 
Tuesday.  Mr.  Taft  got  the  biggest  vote  ever 
polled  for  any  senatorial  candidate  in  that  State. 
He  carried  every  major  industrial  area  in  the 
State,  including  Cleveland.  He  did  this  against 
the  combined  pressure  of  every  labor  outfit  in  the 
United  States  and  every  national  labor  magnate, 
against  the  entire  push  of  the  Truman  Adminis- 
tration and  against  the  unanimous  opposition  of 
the  whole  Marxoid-Pinko-Socialist-“liberal”  crowd 
in  the  Republic. 

Senator  Taft  lacks  a soothing  radio  presence.  At 
electronic  firesides,  phony  or  genuine,  he  is  as 
near  to  being  a dud  as  a man  can  get.  His  lack 
of  masculine  beauty  is  spectacular.  As  a baby 
kisser  he  is  awkward.  His  voice  is  flat,  nasal  and 
in  some  of  its  timbres  reminiscent  of  Donald 
Duck.  His  advocacy  of  give-away  programs  has 
been  practically  nil.  The  Senator’s  garb  is  un- 
distinguished and  he  wears  it  in  an  undistinguish- 
ed manner.  He  offers  nothing  to  the  electorate 
except  brains,  industry  and  character — especially 
character.  That  seems  to  be  enough. 

But  the  story  of  Senator  Taft  in  Ohio  in  the 
year  1950  cannot  stop  there.  Not  yet  stated  is 
the  main  issue  which  lined  up  the  whole  Marxoid- 
Fair  Deal-Pinko-Socialist-Labor-“liberal”  crowd 
against  Mr.  Taft.  What  was  the  Taft  abomina- 
tion in  the  eyes  of  these  people?  It  was  Senator 
Taft’s  insistence  after  fourteen  years  of  labor  law- 
lessness that  labor  be  brought  back  under  the 
same  rule  of  law  that  applies  to  the  rest  of  us. 

It  is  the  statement  of  the  main  anti-Taft  issue 
that  brings  us  to  the  big  climax  and  the  real 
triumph  of  the  Taft  story.  For  Taft  was  re-elected 
senator  in  Ohio  by  the  votes  of  ivorkingmen.  It 
could  not  have  been  otherwise.  The  anti-Taft 
crowd  had  figured  on  labor  majorities  in  the  in- 
dustrial areas  of  the  State  to  overwhelm  the  main 
author  of  the  Taft-Hartley  law.  Instead,  as  stated 
at  the  beginning  of  this  piece,  the  labor  majorities 
went  to  Taft.  The  Ohio  workingmen,  that  is, 
were  American  citizens  before  they  were  labor 
men.  And  as  American  citizens  they  naturally 
agreed  that  labor  ought  to  be  under  the  rule  of 
law  governing  Americans  in  general. 

That  agreement  is  the  really  important  thing 
that  happened  in  Ohio  on  Tuesdaj".  For  what  is 
true  of  Ohio  workingmen  is,  of  course,  true  of 
workingmen  everywhere  in  the  United  States. 

By  way  of  contrast,  the  Wilmington  Sun- 
day Star,  in  its  leading  editorial  on  Novem- 
ber 5th,  came  from  behind  its  cloak  as  an 
“independent,”  and  appeared  as  a frankly 
“Democratic”  organ,  begging  the  voters  of 
Delaware  to  vote  Democratic.  While  we  could 
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pick  that  editorial  to  pieces  parasiT'ai>h  l)v 
parasi'raph,  let  us  (piote  just  one  jiaragraph ; 

The  Republican  Party  goes  a long  way  towards 
making  the  same  kind  of  promises  the  Democrats 
make.  They  say,  in  effect,  weTl  do  much  the 
same  as  they,  but  we’ll  do  it  better,  and,  above 
all,  more  economically. 

Now,  the  man  who  wrote  that  editorial,  we 
are  convinced,  knew  better.  He  certainly 
must  have  known  that  the  Kepublican  jilat- 
form  in  this  state  contained  a pledge  to  op- 
pose the  socialization  ot  medicine.  We  say 
he  mu.st  have  known  better,  for  political  edi- 
torials are  not  written  without  full  knowledge 
of  both  jilatforms. 

This  Journal  is  not  in  the  business  of  poli- 
tics; it  is'  now  ami  always — in  the  business  of 
pre.serving  the  ]>rivate  jiractice  of  medicine 
in  the  American  way,  with  its  unmatched  re- 
sults. Rut  now,  despite  The  Star,  the  elec- 
torate has  made  it  jilain  that  they  too  do  not 
intend  to  give  up  this,  the  most  efficient  way, 
and  that  they  will  not  swallow  any  longer  a 
lot  of  other  ])inkish  proposals. 

For  27  of  the  35  years  we  have  been  the 
Editor  of  the  Delaware  State  IMedical 
Journal  The  Sunday  Star  has  been  our  iirint- 
er.  We  have  rejoiced  in  its  independence — 
and  because  thereof  have  (juoted  it  on  many 
occasions,  which  makes  us  regret  all  the  more 
its  ai)])arent  stepjiing  out  of  character.  Or 
was  this  merely  a slij)  that  is  not  to  be  re- 
peated? What  is  The  Star — “ indeiiendent, ” 
or  “independent  Democratic’’? 


Saline  Solution  in  Burn  Shock 

The  Surgery  Study  Section  of  the  National 
Institutes  of  Health  has  recommended  to  the 
Surgeon  (leneral  of  the  Public  Health  Service 
that  the  use  of  oral  saline  .solutions  be  adojit- 
ed  as  standard  jirocedure  in  the  treatment  of 
shock  due  to  burns  and  other  injuries  in  the 
event  of  large-scale  civilian  cata.strophe. 

The  recommendation  followed  action  taken 
at  the  January  1950  meeting  of  the  Surgery 
Study  Section,  when  such  treatment  was  ap- 
proved in  ])rinciple.  Dr.  Carl  A.  Moyer,  a 
member  of  the  Study  Section,  was  designated 
at  that  time  to  [irepare  a memorandum  suit- 
able foi'  submission  to  Dr.  Norvin  A.  Kiefer, 
Director,  Health  Resources  Division  (now 
Health  Resources  Office),  National  Security 
Resources  Board. 


Dr.  Moyer’s  memorandum,  which  was  sub- 
mitted to  Dr.  Kiefer,  February  15,  1950,  reads 
as  follows : 

“Since  the  publication  of  the  experimental 
work  of  Dr.  Rosenthal,  Dr.  Coder,  et  ah,  orally 
administered  .salt  .solutions  have  been  em- 
ployed in  the  treatment  of  burns  at  the  luii- 
versity  of  (Michigan  Hospital,  Ann  Arbor, 
Mich.;  at  the  Wayne  County  General  Hos- 
pital, Eloise,  (Mich.;  and  at  Parkland  Hos- 
I)ital,  Dallas,  Tex.  Personal  clinical  experi- 
ence, in  the  above-named  hospitals,  has  con- 
vinced me  that  the  orally  administered  salt 
.solutions  are  valuable  adjunctive  agents  in 
the  treatment  of  shock  incident  to  burns,  frac- 
tiues,  iieritonitis,  and  acute  anaphylactoid 
reactions.  Certain  factors  are  important  in 
governing  the  eft'ectivene.ss  of  the  oral  ad- 
ministration of  salt  solutions.  They  are  as 
follows : 

“1.  The  composition  of  the  salt  .solution; 
The  most  ])alatable  salt  solution  is  made  by 
dissolving  3 to  4 grams  of  sodium  chloride 
and  2 to  3 grams  of  sodium  citrate  in  each 
liter  of  water.  If  .sodium  citrate  is  not  avail- 
able, ordinary  baking  soda  may  be  substituted 
for  it. 

“2.  The  concentration  of  salt  should  not 
lie  in  exce.ss  of  140  millieiiuivalents  of  sodium 
per  liter.  If  the  concentration  is  above  this, 
vomiting  and  diarrhea  became  important  com- 
plicating factors. 

“3.  Whenever  ])rofound  perijiheral  cir- 
culatory colla])se  is  present,  the  intravenous 
route  of  administration  must  be  used  until 
]>erii)heral  blood  How  has  been  reestablished. 
The  .salt  .solutions  that  we  have  found  most 
satisfactory  for  this  purpose  are  Hartmann's 
solution  (Lactate-Ringer’s  solution)  or  plas- 
ma. In  addition  to  the  salt  solution  or  plasma 
intravenously,  whole  blood  is  given  concur- 
rently whenever  ])eri])heral  circulatoi'y  col- 
lapse exists.  This  materially  imiilements  the 
effectiveness  of  salt  solutions. 

“The  .slightly  hyjiotonic  salt  solution  is  the 
only  drinking  fluid  ])ermitted  the  injured  in- 
dividual until  the  edema  of  the  injured  ]>arts 
begins  to  subside.  Certain  exceptions  to  this 
rule  have  to  be  made  during  the  hot  weather 
of  summer  when  it  is  sometimes  necessai'y  to 
perndt  the  jiartaking  of  some  non-salty  water. 

“As  much  as  10  liters  of  the  hypotonic  salt 
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solution  have  been  drunk  in  the  24-hour 
period  by  adults  who  have  been  severely 
biUTied.  Since  salt  solution  has  been  substi- 
tuted for  water,  as  a drinkable  fluid,  no  burn- 
ed person  who  has  lived  for  longer  than  3 
hours  after  being  admitted  to  the  hospital 
has  suffered  from  anuria.  The  ‘early  tox- 
emia phase’  of  the  burns  has  also  failed  to 
ajipear  and  the  osmotic  concentration  of  the 
plasma  electrolytes  has  been  well  maintained. 

“We  feel  that  much  more  clinical  observa- 
tion and  actual  experimental  work  should  be 
undertaken  regarding  the  effectiveness  of  the 
basic  principles  of  the  supportive  therapy  of 
burns  that  have  been  so  beautifully  demon- 
strated by  Dr.  Rosenthal.  It  is  obvious  that 
the  adoption  of  a more  active  program  of  in- 
vestigation into  the  relative  effectiveness  of 
simple  measures  to  combat  shock  would  be  of 
extreme  importance  to  the  Armed  Forces  and 
to  the  civilian  population  in  the  event  of  an- 
other war.’’ 

Because  of  the  sharpened  national  emer- 
gency that  developed  during  the  summer  of 
1950,  the  Surgery  Study  Section,  in  approv- 
ing Dr.  Moyer’s  memorandum  at  its  meeting 
on  September  16,  changed  the  last  paragraph 
to  read : 

“While  further  clinical  research  concern- 
ing the  effectiveness  of  oral  salt  solution  in 
the  treatment  of  burns  and  other  injuries  is 
certainly  in  order,  there  is  already  sufficient 
evidence  to  suggest  that  this  form  of  treat- 
ment should  be  used  in  any  large-scale  dis- 
aster involving  the  civilian  population.’’ 

The  Surgery  Study  Section  letter  to  the 
Surgeon  General,  dated  September  16,  1950, 
reads  as  follows : 

“It  is  my  understanding  that  one  of  the 
functions  of  the  Study  Sections  is  to  offer  ad- 
vice to  the  Surgeon  General  in  fields  of  medi- 
cine lying  within  the  special  competence  of 
the  Study  Section  members.  At  the  January 
1950  meeting  of  the  Surgery  Study  Section, 
there  was  considerable  discussion  concerning 
the  use  of  oral  saline  solutions  in  the  treat- 
ment of  burns  and  other  serious  injuries.  It 
was  the  consensus  of  the  Section  at  that  time 
that,  on  the  basis  of  the  animal  work  which 
had  been  done  by  Dr.  Rosenthal  of  the  Na- 
tional Institutes  of  Health,  and  the  clinical 
work  which  had  been  done  by  Dr.  Carl  A. 


Moyer,  by  the  undersigned,  and  by  others, 
the  efficacy  of  such  treatment  had  been  defi- 
nitely demonstrated  and  that,  while  tliere  is 
need  to  stimulate  additional  research  in  this 
field,  our  present  knowledge  is  sound  enough 
so  that  action  can  be  taken  on  this  basis.  Dr. 
Moyer  was  designated  to  draft  a short  mem- 
orandum expressing  our  point  of  view  on 
this  subject.  Such  a memorandum  was  pre- 
pared and  furnished  to  Dr.  Norvin  C.  Kiefer, 
Director,  Health  Resources  Division,  National 
Security  Resources  Board,  on  February  15, 
1950.  A copy  of  Dr.  Moyer’s  memorandum 
is  attached. 

“In  view  of  the  more  acute  national  emer- 
gency that  has  developed  since  Dr.  Moyer 
wrote  this  memorandum,  the  Study  Section, 
at  its  meeting  on  September  16,  1950,  voted 
to  recommend  that  the  principles  of  treatment 
outlined  in  his  memorandum  be  adopted  for 
widespread  use  in  any  large-scale  disaster 
involving  the  civilian  population.  Because 
of  the  present  emergency  situation,  we  have 
modified  the  last  paragraph  of  Dr.  Moyer’s 
memorandum  to  read,  ‘While  further  clinical 
researcli  concerning  the  effectiveness  of  oral 
salt  solution  in  the  treatment  of  burns  and 
other  injuries  is  certainly  in  order,  there  is 
already  sufficient  evidence  to  suggest  that  this 
form  of  treatment  should  be  used  in  any 
large-scale  disaster  involving  the  civilian 
population.  ’ 

“You  are  at  liberty  to  transmit  this  recom- 
mendation of  the  Surgery  Study  Section  to 
the  National  Security  Resources  Board  or  to 
other  proper  agencies,  and,  if  you  see  fit,  to 
publi.sh  it.  We  feel  strongly  that  it  is  im- 
portant for  the  medical  profession  of  the 
country  and  for  those  planning  for  the  hand- 
ling of  ])otential  disasters  to  be  informed  of 
the  value  of  this  simple  and  easily  carried  out 
form  of  treatment.” 

The  letter  was  signed  by  Frederick  A.  Col- 
ler,  M.  I).,  University  of  Michigan,  Chairman 
of  the  Surgery  Study  Section.  Members  of 
the  Study  Section,  in  addition  to  Dr.  Coller, 
are : Dr.  Claude  S.  Beck,  professor  of  neuro- 
surgery, Western  Reserve  University;  Dr. 
Loren  R.  Chandler,  dean,  Stanford  Univer- 
sity Medical  School ; Dr.  Lester  R.  Drag- 
stedt,  professor  of  surgery,  LTniversity  of 
Chicago ; Di’.  Daniel  C.  Elkin,  professor  of 
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surgery,  Emory  University;  Dr.  Carl  A.  ^loy- 
er,  dean  and  professor  of  surgery,  Southwes- 
tern Medical  School,  University  of  Texas; 
Dr.  Harris  H.  Shumaeker,  Jr.,  ])rofe.ssor  of 
surgeiy,  Indiana  University  IMedical  Center; 
Dr.  Owen  11.  Wangensteen,  profes.sor  of  surg- 
ery, I'niversity  of  IMinnesota ; Dr.  Allen  (). 
Whipi)le,  clinical  director.  Memorial  Hos- 
pital. New  York  City;  Dr.  H.  L.  Skinner, 
chief  of  surgery,  Staten  Island  Marine  Hos- 
l)ital ; Dr.  Henry  Beecher,  ])rofessor  of  an- 
esthesiology, Harvard  University  IMedical 
School  ; Dr.  J.  Cordon  Lee,  chief  of  surgery, 
IMount  Alto  Hos])ital,  Washington,  D.  C. ; 
Dr.  Howard  R.  Lawrence,  chief  of  surgery, 
Francis  E.  Warren  Air  Force  Base  Hosi)ital, 
Wyoming;  and  Dr.  C.  Halsey  Hunt,  Chief, 
Division  of  Hosj)itals,  Public  Health  Service. 
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PR  Conference 

The  ID.'iO  AM  A Public  Rehitioiis  (kiiifer- 
(Uicc  is  .set  for  December  3 ami  4 in  Uleve- 
laml,  just  prior  to  the  Uliiiieal  Session  of  the 
Amerieaii  Medieal  Association.  It  will  con- 
ceiilrate  on  county  society  programs  aimed 
at  iiicn'asing  community  goodwill  toward  the 
medical  iirofession.  In  attendance  at  tlie  two- 
day  sf'ssion  will  he  some  300  M.  I),  chairmen 
of  staff'  and  eounty  medical  society  public 
relations  commitlcf's,  society  executive  secre- 
taries and  public  relations  directors,  officers 


of  the  American  IMedical  Association  Woman's 
Auxiliary  and  key  repre.sentatives  of  allied 
health  organizations. 

The  program  schedule  calls  for  four  work 
sessions,  two  noon  sessions  and  an  evening 
se.ssion.  All  activities  will  be  at  the  Hotel 
Statler. 

The  oiiening  work  session  on  Sunday,  De- 
cember 3,  will  take  up  the  imiiortant  “ground- 
work for  a successful  iniblic  relations  pro- 
gram. ’ On  the  docket  will  be  discu.ssions  on 
organizing  public  relations  committees,  finan- 
cing the  ])rogram,  techniques  for  finding  out 
what  public  relations  work  is  needed,  pro- 
gram planning,  and  ways  to  build  supiiort 
among  society  members. 

Work  se.ssions  on  IMonday,  December  4,  will 
include  a timely  summary  of  “county  socie- 
ties and  the  legislative  scene,"  a .series  of  brief 
reports  on  specific  worthwhile  eounty  public 
relations  activities,  and  an  open  forum  jieriod 
dui’ing  which  conferees  will  divide  into  three 
groups  to  swap  ideas  with  representatives 
from  similar-sized  communities. 

Appearing  at  the  “ legi.slative  " session  will 
be  Dr.  Dwight  H.  IMurray,  A.IM.A.  Trustee 
and  Uhairman  of  the  Committee  on  Legisla- 
tion and  Dr.  Joseph  S.  Lawrence,  Director 
of  A.IM.A.  Wa.shington  Office. 

The  “activities  with  a purpose,”  session 
will  .show  how  county  public  relations 
jects  have  improved  community  feelings  to- 
wards doctors.  Among  the  jirojects  to  be  dis- 
cussed are  “community-minded  doctors,"  “a 
doctor  for  every  family,"  “working  with 
other  jirofe.ssions, ’’  “the  doctor  and  civilian 
defen.se,'’  and  “let  the  doctor  sjieak. " 

On  ^Monday  afternoon  three  di.seussiou 
groups  will  be  formed  to  take  up  medical 
public  relations  jiroblems  in  small  communi- 
ties, medium-sized  communities,  and  metro- 
politan areas. 

Sunday  noon.  Dr.  John  W.  Cline,  Presi- 
dent-elect of  the  American  Medical  Associa- 
tion, will  keynote  the  Conference  with  an 
addre.ss  on  “Serve  Your  Nation  Through  Bet- 
ter Public  Relations."  Speaker  at  the  IM on- 
day  noon  se.ssion  will  be  R.  W.  IMills,  secre- 
tary of  the  Fond  du  Lac.  Wisconsin,  Associa- 
tion of  Commerce,  llis  topic  is:  “The  .\mei’- 
ican  Way  of  Life." 

Mid-point  of  the  idea-jiacked  Public  Re- 
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lations  Conference  will  be  the  annual  Con- 
ference dinner  Sunday  evening.  Sharing  the 
speaker’s  platform  will  be  A.M.A.  President, 
Dr.  Elmer  L.  Henderson,  and  a nationally 
prominent  man  outside  the  medical  field.  In 
addition,  the  program  will  feature  cartoonist 
Marvin  Bradley,  one  of  the  creators  of  the 
comic  strip,  “Rex  Morgan,  M.  D.’’ 

As  a supplement  to  the  regular  Conference 
sessions,  two  special  visual  aid  demonstrations 
have  been  scheduled.  One  will  be  a screening 
of  the  new  Louis  de  Rochemont  film,  “M.  D. 
— the  U.  S.  Doctor.’’  The  other  will  be  a 
demonstration  of  a television  package  show 
being  produced  by  the  Bureau  of  Health  Edu- 
cation for  use  by  state  and  county  societies. 


OBITUARY 

Harry  G.  Buckmaster,  M.  D. 

Dr.  Harrj^  G.  Buckmaster  died  on  Septem- 
ber 7,  1950,  in  the  Wilmington  General  Hos- 
pital at  the  age  of  80.  He  had  been  ill  three 
weeks.  The  oldest  practicing  physician  in  the 
city,  and  probably  the  oldest  in  the  state.  Dr. 
Buckma.ster  had  continued  with  his  work  until 
his  illness. 

Dr.  Buckmaster  was  also  known  as  a sports- 
man, maintaining  his  own  stable  of  horses 
which  he  drove  himself  as  well  as  entering  in 
all  kinds  of  contests.  He  was  an  expert  trap- 
shooter,  and  had  a large  collection  of  prizes 
won  in  competition. 

Dr.  Buckmaster,  who  practiced  in  Wilming- 
ton for  56  years,  was  born  in  Woodside,  Kent 
County,  on  Oct.  3,  1869,  the  oldest  of  five 
children  of  Charles  M.  and  IMary  Paine  Buck- 
master.  He  attended  the  Woodside  School 
and  Friends  School  here,  and  graduated  from 
the  Wilmington  High  School  with  the  class  of 
1889.  He  taught  school  in  Harrington  before 
taking  up  the  study  of  medicine  with  Dr. 
James  T.  Massey  of  Canterbury,  Del.  In  1891 
he  entered  the  University  of  Pennsylvania 
IMedical  School,  where  he  received  the  degree 
of  Doctor  of  Medicine  in  1894. 

He  established  himself  in  medical  practice 
shortly  after  receiving  his  degree,  and  in  1896 
purchased  a drug  store  and  moved  to  400  East 
Fourth  Street,  where  he  maintained  his  head- 
quarters for  half  a century.  During  this  time 
he  served  on  the  staff  of  the  Wilmington  Gen- 


eral Hospital.  He  was  also  a member  of  the 
New  Castle  County  Medical  Society,  Medical 
Society  of  Delaware,  and  the  American  Medi- 
cal Association. 

Dr.  Buckmaster  was  a member  of  the  State 
Selective  Service  Board,  the  Delaware  State 
Rehabilitation  Commission,  and  served  as  city 
vaccine  commisioner  for  southeastern  Wil- 
mington. Fraternally  he  was  affiliated  with 
Eden  Lodge  No.  34,  lOOF,  and  was  a mem- 
ber and  examining  physician  for  the  Wil- 
mington Aerie,  Fraternal  Order  of  Eagles.  He 
was  also  a member  of  the  University  of  Penn- 
sylvania Alumni  Association. 

A staunch  Democrat,  Dr.  Buckmaster  was 
active  in  the  Democratic  League  of  Delaware. 
He  was  an  unsuccessful  candidate  several 
times  for  city  offices.  For  16  years,  he  was  as- 
sociated with  the  Wilmington  Board  of  Edu- 
cation, and  served  as  a member  of  the  General 
Assembly  in  1904.  He  was  a member  of  West- 
minster Presbyterian  Church. 

He  is  survived  by  his  second  wife,  Mrs. 
Helen  O’Connell  Buckmaster,  and  one  sister, 
Mrs.  W.  Earl  Lind  of  Wilmington. 

Fimeral  services  took  place  from  the  Hearn 
Funeral  Home  on  September  9th,  the  Rev. 
Dr.  A.  H.  Kleffman,  pastor  of  AVest  Presby- 
terian Church,  officiating.  Interment  was  pri- 
vate. 


BOOK  REVIEWS 

Campbell’s  Operative  Orthopedics.  2nd  edi- 
tion in  two  vols.,  edited  by  J.  S.  Speed,  M.  D., 
and  Hugh  Smith,  M.  D.  Pp.  1643  with  1143 
illustrations.  Cloth.  Price  $30.00.  St.  Louis: 

C.  V.  Mosby  Company,  1949. 

The  second  edition  of  the  “Camj)bell’s 
Operative  Orthopedics’’  is  now  in  two  vol- 
umes. It  differs  from  the  first  in  that  it  is 
written  mainly  for  the  less  experienced  or- 
thoiiedic  surgeon.  Thus,  there  is  considerable 
new  material  relative  to  the  indications  for 
surgery  and  giving  the  reasons  for  such  pro- 
cedures. 

Techniques  which  have  been  developed  in 
the  past  ten  years  are  included  and  there  is 
a wider  choice  of  operative  procedures.  There 
is  data  not  only  for  the  operation,  but  for 
the  pre-and  ])ost-operative  care.  There  are 
many  new  illustrations  taken  from  the  .jour- 
nals in  which  the  operations  were  described 
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by  the  originating'  surgeons,  to  whom  credit 
is  given. 

Tliree  new  ehai>ters  have  t)een  added:  Pre- 
perative  and  Postoperative  Care,  Amputations, 
and  Peripheral  Nerve  Injuries.  There  liave 
also  been  new  additions  to  other  chapters, 
namely.  Rupture  of  Lumbar  Discs,  which  has 
been  added  to  the  section  on  ^Miscellaneous  Af- 
fection of  Joints,  and  iMold  Arthroplasty  of 
the  Hip,  which  has  been  added  to  the  chapter 
on  Arthroplasty. 

The  authors  who  contributed  to  this  work 
are  all  members  of  the  staff  of  the  Campbell 
Clinic.  The  editors.  Dr.  Speed  and  Dr.  Smith 
collaborated  with  Dr.  Camj)bell  in  the  pi'e- 
paration  of  the  first  edition.  This  new  edition 
contributes  extensively,  as  did  the  first,  to 
the  field  of  orfhoi)edic  surgery  aud  offers  a 
reference  book  to  tbe  yoiuiger  and  less  ex- 
perienced operator. 


A Manual  of  Cardiology.  By  Thomas  J. 
Dry,  M.  H.,  M.  S.  in  Medicine,  Associate  Pro- 
fessor of  Medicine,  University  of  Minnesota 
(Mayo  Foundation):  Consultant  in  Section 
on  Cardiology,  Mayo  Clinic.  Second  edition. 
Pp.  355,  with  97  illustrations.  Cloth.  Price, 
.$5.00.  Philadelphia:  W.  B.  Saunders  Com- 

pany, 1950. 

Your  reviewer,  a cardiologist,  felt  that  this 
book,  with  very  few  exceittions,  contains  excel- 
lent material  of  high  (piality  and  high  fidelity. 
It  was  his  ()])inion,  however,  that  the  material, 
while  too  advanced  for  the  general  itractition- 
er  untrained  in  cardiology  was  too  elementary 
for  one  with  any  training.  To  avoid  a biased 
opinion,  the  book  was  loaned  to  a representa- 
tive general  ])ractitioner,  20  years  in  ])iactice, 
who  stated  that  i)rior  to  finishing  fhe  first 
chaj)ter  the  material  was  over  his  head  and  he 
felt  that  there  should  be  much  more  in  the 
way  of  explanation  of  basic  fundamentals. 

The  book  cannot  be  recommended  for  the 
general  lU'actifioner.  If  is  doubtful  if  the 
si)ecialist  would  find  it  of  much  use. 


The  National  Formulary.  9th  edition,  1950. 
Pj).  918.  Cloth.  Price  .$8.00.  Washington: 
American  Pharmaceutical  Association,  1950. 

The  new  and  completely  revised  NP’’,  the 
ninth  edition  since  1888,  is  now  available. 
It  provides  official  specifications  for  many 
(ovei'  159)  widely  used  drugs  not  previously 
included  in  either  the  LSP  or  fhe  NF.  It 


provides  standartls  for  717  basic  drugs  and 
dosage  formulas.  The  price  includes  all  sup- 
l)lements  which  may  be  issued.  The  book  is 
official  from  November  1,  1950.  In  addition, 
formulas  and  standards  are  continued  in  the 
new  NF  for  many  USP  XII 1 iiot  admitted  to 
USP  XIV.  This  book  rei)resents  the  culmina- 
tion of  four  years  of  work  by  the  Committee 
of  National  Formulary,  the  staff'  of  the  Ameri- 
can Pharmaceutical  Association  Laboratory, 
and  hundreds  of  collaborators.  The  book  is 
recjuired  by  law  as  part  of  the  minimum  equip- 
ment for  pharmacists  in  most  .states. 


New  and  Nonofficial  Remedies,  1950.  Pp. 

800.  Cloth.  Price.  .$3.00.  Philadeli)hia:  .1.  B. 

Lippincott  Company,  1950. 

Space  does  not  ])ermit  a discussion  of  this 
volume;  suffice  it  to  say  that  it  contains  de- 
scriptious  of  the  articles  which  stand  accepted 
by  the  Council  of  Pharmacy  and  Chemistry  of 
the  A IMA  as  of  January  1,  1950,  and  is  is- 
sued under  the  direction  and  supervision  of 
.said  Council.  This  book  should  be  on  the 
de.sk  of  every  pharmacist  and  every  jthy.sician. 


Reports  of  the  Council  on  Pharmacy  and 
Chemistry  of  the  A.  M.  A.  Pp.  231.  Cloth. 

Price  . Philadelphia:  J.  B.  Lippincott 

Company,  1949. 

This  is  the  latest  reprint  of  the  articles  that 
have  ap])eared  in  the  Journal  of  fhe  A.3/.*L, 
together  with  some  comments  which  were  not 
jiublished  in  the  Journal.  The  volume  sup- 
plements other  Council  publications,  includ- 
ing New  and  Nonofficial  Remedies,  Useful 
Drugs,  Epitome  of  the  U.8.P.  and  N.F.,  etc. 
Like  N.N.R.,  this  volume  is  a must  on  the 
desk  of  every  itharmacist  and  physician. 


Physicians’  Desk  Reference  to  Pharmaceu- 
tical Specialties  and  Biologicals.  Pj).  312. 
Cloth.  Gratis.  Rutherford,  N.  J.:  Medical 

Economics,  Inc. 

This  is  the  1950  edition  of  a volume  that  is 
becoming  each  year  increasingly  ])oitular.  It 
is  divided  into  live  sections,  the  first  of  which 
is  an  al])habetical  list  of  itharmaceuticals,  then 
comes  a drug  and  i)harmacologieal  index, 
giving  the  manufacturers  of  each,  then  an  in- 
dex of  thera])eutic  indications,  then  a profes- 
sional itroducfs  iti formation  section  listing  the 
manufacturer  and  his  drugs  indicates  the 
dosage  and  ])ackaging,  and  finally  a section  of 
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general  professional  information  which  con- 
tains an  nnnsual  amount  of  miscellaneous  in- 
formation. 

AVe  have  had  occasion  to  refer  to  this  vol- 
ume so  often  that  it  occupies  a prominent  po- 
sition on  our  desk. 


The  Cytologic  Diagnosis  of  Cancer.  By  the 
Staff  of  the  Vincent  Memorial  Laboratory  of 
the  Vincent  Memorial  Hospital,  a gynecologic 
service  affiliated  with  the  Massachusetts  Gen- 
eral Hospital  and  the  Department  of  Gyno- 
cology,  Harvard  Medical  School.  Published 
under  the  sponsorshijD  of  The  American  Can- 
cer Society.  Pp.  229,  with  153  figures.  Cloth. 
Price,  S6.50.  Philadelphia;  W.  B.  Saunders 
Company,  1950. 

AVe  consider  this  one  of  the  most,  if  not 
the  most  complete,  and  at  least  the  most 
satisfying  text  on  this  subject  that  has  been 
published.  The  descriptions  are  brief  but 
pithy.  The  illustrations  are  beautiful.  The 
book  is  dedicated  to  the  originator  of  the  Pa- 
panicolaou method  and  should  be  in  the  hands 
of  all  physicians,  surgeons,  gynecologists, 
pathologists  and  laboratory  workers,  who  at- 
tempt to  make  the  diagnosis  of  cancer  in  the 
female  genital  organs. 


Shearer’s  Manual  of  Human  Dissection. 
Edited  by  Charles  E.  Tobin,  Ph.  D.,  Associate 
Professor  of  Anatomy,  University  of  Roches- 
ter. 2nd  edition.  Pp.  286,  with  79  illustra- 
tions. Cloth.  Price,  $4.50.  Philadelphia: 
Blakiston  Company,  1949. 

This  manuel  is  a guide  for  the  medical  stu- 
dent in  his  dissections,  but  is  hardly  complete 
enough  to  be  used  alone : some  standard  text 
book  of  anatomy  must  be  used  in  conjunction 
with  this  book.  The  illustrations  are  not 
too  numerous.  The  text  is  readable  and  the 
use  of  bold  face  type,  indicating  the  more  im- 
portant structures,  make  reading  distinctly 
easier.  The  index  is  adequate.  We  find 
the  second  edition,  coming  twelve  years  af- 
ter the  first,  a definite  improvement  on  the 
first  edition. 


A Primer  for  Diabetic  Patients — An  Outline 
of  Treatment  for  Diabetes  with  Diet  and  In- 
sulin including  Directions  and  Charts  for  the 
Use  of  Physicians  in  Planning  Diet  Prescrip- 
tions. By  Russell  M.  Wilder,  M.  D.,  Professor 
and  Chief  of  the  Department  of  Medicine, 
Mayo  Foundation,  University  of  Minnesota; 
Senior  Consultant,  Division  of  Medicine,  Mayo 


Clinic.  9th  edition.  Pp.  200,  with  8 figures. 

Cloth.  Price,  $2.25.  Philadelphia:  W.  B. 

Saunders  Company,  1950. 

The  fact  that  AVilder’s  little  manual  has 
reached  its  ninth  edition  since  the  first  one 
appeared  in  1921,  is  proof  that  the  book  has 
intrinsic  merits  that  bring  on  demands  tor 
repeated  editions.  Tlie  book  descriltes  the 
disease,  its  complications,  and  its  treatment  in 
terms  that  no  person  of  ordinary  intelligence 
can  misunderstand.  Unquestionably  one  of 
the  best  diabetic  primers  in  print. 


A Century  of  Medicine  in  Jacksonville  and 
Duval  County.  By  Webster  Merritt,  M.  D. 
Pp.  201,  with  46  illustrations.  Cloth.  Price, 
$3.50.  Gainesville,  Florida:  University  of 

Florida  Press,  1949. 

Dr.  Merritt  is  to  be  congratulated  on  the 
splendid  history  he  presents  of  medicine  in 
and  around  Jacksonville,  Florida,  since  1847. 
The  book  is  extremely  well  documented  and 
will  be  accepted  as  authoritative.  An  excellent 
little  volume  for  the  library  of  the  man  whose 
hobby  is  medical  history. 


A Year  With  Osier.  By  Joseph  H.  Pratt, 

M.  D.,  Physician-in-Chief,  Joseph  H.  Pratt  Diag- 
nostic Hospital,  Boston.  Pp.  209,  with  six 
illustrations.  Cloth.  Price,  $4.00.  Baltimore: 
Johns  Hopkins  Press,  1949, 

Dr.  Pratt’s  book  contains  the  notes  he  took 
from  Osier’s  lectures  in  1896-1897,  while 
Pratt  was  a third  year  student  at  Johns  Hop- 
kins. Osier’s  delivery  was  for  the  mo.st  part 
slow  and  deliberate,  and  a facile  writer  could 
take  down  practically  verbatim  notes.  Pratt’s 
class  of  1898  contained  22  members  with  7 of 
them  still  living,  but  Knox  is  the  only  one  still 
living  in  Baltimore.  The  book  is  a nostalgic 
recital  of  the  good  old  days  and  shows  that  Os- 
ier’s iiowers  of  observation  were  as  great  as 
those  of  Hippocrates.  Another  Osier  charac- 
teristic brought  to  the  fore  was  his  phenomen- 
al knowledge  of  medical  literature,  both  clas- 
sical and  current.  On  page  33  “ succussions  ” 
become  “successions,”  and  on  page  35  “ech- 
olalia”  becomes  “echolalic,  ” but  such  trivia 
will  be  overlooked  by  every  reader. 

The  book  will  be  of  interest  to  all  students 
of  the  formative  period  of  modern  medicine 
in  America  and  with  the  life  of  Osier,  who  was 
one  of  its  first  transformers  and  still  rates  its 
greatest  exponent. 


1789— MEDICAL  SOCIETY  OF  DELAWARE — 1950 

OFFICERS 

Presidkxt,  Lawrence  L.  Pitchett,  Milford 

Presiiiext-elect,  Charles  E.  Wagner,  Wilmington  Secretary,  Andrew  M.  Geliret,  Wilmington 

Vice-Presidext,  Treasurer,  Josei)h  M.  Messick,  Wilmington 

Executive  Secretary,  W.  Edwin  Bird,  M.  D.,  822  N.  American  Bldg.,  Wilmington 
AAtERiCAX  Medical  Association  (1951)  Delegate;  James  Beebe,  Lewes  Alternate:  C.  E.  Wagner,  Wilmington 
Representative  to  Delaware  Academy  of  Medicine,  W O.  LaMotte,  Wilmington 


STANDING  COMMITTEES 

Scientific  Work 

F.  R.  Everett,  Dover 
O.  A.  James,  Milford 

A.  M.  Gehret,  Wilmington 

Medic.al  Education 

L.  B.  Flinn,  Wilmington 

W.  O.  LaMotte,  Jr.,  Wilmington 

R.  R.  Layton.  Dover 

PUP.LICATION 
W.  E.  Bird,  Wilmington 

M.  A.  Tarumianz,  Farnhurst 

A.  M.  Gehret,  Wilmington 

Public  Laws 
J.  S.  McDaniel,  Dover 
,T.  W.  Lynch,  Seaford 

E.  R.  Mayerberg,  Wilmington 
J.  D.  Niles,  New  Castle 

V.  1).  Washburn,  Wilmington 

Budget 

J.  M.  Messick,  Wilmington 
M.  A.  Tarumianz,  Farnhurst 

D.  D.  Burch,  Wilmington 

W.  T.  Chipman,  Harrington 
J.  R.  Elliott,  Laurel 

SPECIAL  COMMITTEES 

Advi.sory,  Wo.man’s  Auxili.ary 
J.  M.  Messick,  Wilmington 
Roger  Murray,  Wilmington 
Charles  Levy,  Wilmington 
J.  J.  Lazzeri,  Smyrna 
J.  R.  Elliott,  Laurel 

Cancer 

D.  M.  Gay,  Wilmington 

W.  W.  Lattomus,  Wilmington 
J.  W.  Hooker,  Wilmington 
J.  F.  Hynes,  Wilmington 

E.  G.  Laird,  Wilmington 

C.  J.  Prickett,  Smyrna 
R.  R.  Layton,  Dover 
James  Beebe,  Lewes 
Bruce  Barnes,  .Seaford 

Tuberculosis 
L.  D.  Phillips,  Marshallton 

G.  A.  Beatty,  Wilmington 
L.  B.  Flinn,  Wilmington 

J.  S.  McDaniel,  Jr,,  ililford 
L,  C,  McGee,  Wilmington 
J,  M,  Messick,  Wilmington 
C,  J.  Prickett,  Smyrna 
William  Marshall,  Jr.,  Milford 
C.  M,  Moyer,  Laurel 


SPECIAL  COMMITTEES 
Matern.al  and  Infant  Mortality 

A.  H,  Williams,  Laurel 

C,  T,  Lawrence,  Jr.,  Wilmington 

C.  L.  Hudiburg,  Wilmington 

S.  W.  Rennie,  Wilmington 

R.  O.  y.  Warren,  Wilmington 

B.  F.  Burton,  Dover 

Mental  Health 

G.  W.  K.  Forrest,  Wilmington 
J.  S.  McDaniel,  Jr.,  Dover 

0.  V.  James,  Milford 

Industrial  Health 

G.  H.  Gehrmann,  Wilmington 
L.  C.  McGee,  Wilming-ton 

H.  L.  Springer,  Wilmington 
E.  H.  Mercer,  Dover 

H.  VP  Wilson,  Dover 

D.  L.  Bice,  Seaford 

A.  C.  Smoot,  Georgetown 

Vocational  Rehabilitation 
James  Beebe,  Lewes 
G.  A.  Beatty,  Wilmington 

1.  M.  Flinn,  WTlmington 

T.  B.  Strange,  Wilmington 
W.  C.  Pritchard,  Smyrna 

Heart  Disease 

E.  R.  Miller,  Wilmington 

A.  H.  Clagett,  Jr.,  Wilmington 

E.  M.  Krieger,  Wilmington 

F.  R.  Everett,  Dover 
R.  L.  Klingel,  Lewes 

Diabetes 

L.  B.  Flinn,  Wilmington 

J.  R.  Durham,  Jr.,  Wilmington 
Charles  Levy,  Wilmington. 

L.  L.  Fitchett,  Milford 

Arthritis 

A.  R.  Shands,  Wilmington 

I.  M.  Flinn,  Wilmington 
A.  J.  Heather,  Wilmington 

C.  C.  Fooks,  Milford 
O.  A.  James,  Milford 

Health  & Sanitation 
E.  R.  Mayerberg,  Wilmington 

V.  D.  Washburn,  Wilmington 

G.  A.  Beatty,  Wilmington 

W.  T.  Chipman,  Harrington 

H.  V.  P.  Wilson,  Dover 
E.  L.  .Stambaugh,  Lewes 
Bruce  Barnes,  Seaford 


SPECIAL  COMMITTEES 

Medical  Service  and 
Public  Relations 
/ E.  R.  Mayerberg,  Wilmington 
1 L.  C.  McGee,  Wilmington 

B.  M.  Allen,  Wilmington 
W.  O.  LaMatte,  Wilmington 

C.  L.  Munson,  Wilmington 

J.  S.  McDaniel,  Dover 

H.  V.  P.  Wilson,  Dover 
J.  W.  Lynch,  Seaford 

0.  A.  James,  Milford 

Rural  Medical  Service 
J.  R.  Downes,  Newark 
C.  R.  Donoho,  Newark 
J.  D.  Niles,  Middletown 
C.  J.  Prickett,  Smyrna 
H.  W.  Smith,  Harrington 
Bruce  Barnes,  Seaford 
H.  S.  Riggin,  Seaford 

Care  of  Colored  People 
S.  G.  Elbert,  Jr.,  Wilmington 
Conwell  Banton,  W'ilmington 
Sidney  Stat,  Wilmington 
Catherine  Gray,  Bridgeville 

H.  G.  Neese,  Wyoming 
National  Emergency  Medical 

Service 

V.  D.  Washburn,  Wilmington 
,T.  R.  Beck,  Wilmington 

C.  L.  Munson,  Wilmington 

W.  F.  Preston,  Wilmington 
S.  H.  Stradley,  Wilmington 

Medical  Economics 
J.  S.  McDaniel,  Jr.,  Dover 

F.  A.  Bowdle,  Wilmington 
J.  W.  Lynch,  Seaford 

Hospitals  and  Practice 
OF  Medicine 
C.  E.  Wagner,  Wilmington 

G.  A.  Beatty,  Wilmington 
L.  B.  Flinn,  Wilmington 

J.  W.  Howard,  Wilmington 
W.  O.  LaMotte,  Wilmington 
J.  S.  McDaniel,  Dover 
J.  B.  Waples,  Georgetown 

Grievance  Bo.\rd 

1.  L.  Chipman,  Wilmington 
G.  W.  K.  Forrest,  W'ilmington 

J.  D.  Niles,  Middletown 

I.  J.  Mac  Collum,  Wyoming 
James  Beebe,  Lewes 

Social  Hygiene 
A.  D.  King,  Wilmington 
R.  J.  Comegys,  Clayton 
G.  W.  Van  Valkenburgh,  Georgetown 


WOMAN  S AUXILIARY 

Mrs.  Dougl.as  M.  G.av,  President,  Wilmington 

Mrs.  ,S.  \\  . Rennie,  President-elect,  Wilmington  Mrs.  E.  T.  O'Donnell,  Corres/nindinff  Secretary,  Wilmington 

Mrs.  A.ndrew  M.  Gehret.  Recording  Secretary,  Wilmington  Mrs.  Lawrence  W.  Fitchett,  Treasarer,  Milford 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

Meets  Third  Tuesday 
R.  O.  Y.  Warren,  President 

V.  D.  Washburn,  P resident-elect 
J.  A.  Giles,  Vice-President 

J.  R.  Durh.am,  Secretary 
C.  M.  Bancroft,  Treasurer 

Councilors  (1952)  : L.  C.  McGee,  J. 
C.  Pierson,  H.  T.  McGuire. 

Delegates  (1950)  : C.  W.  Bancroft, 

N.  L.  Cannon,  I.  L.  Chipman,  J.  A. 
Giles,  A.  L.  Heck,  J.  W.  Hooker,  C.  T. 
Lawrence,  Charles  Levy,  C.  L.  Munson, 
M.  B.  Pennington,  C.  E.  Wagner,  S. 

H.  Stradley. 

Alternates  (1950):  J.  W.  Barnhart, 

W.  W.  Briggs,  T.  J.  Bulger,  C.  R. 
Donoho,  S.  G.  Elbert,  Jr.,  F.  A.  Jones. 
W.  O.  LaMotte.  Jr.,  W.  H.  Lee,  J.  W. 
Maroney,  F.  P.  Rovitti,  Alex  Smith, 
H.  P.  Sortman. 

Delegates  (1951):  E.  M.  Bohan,  Ira 
Burns,  A.  D.  King,  E.  G.  Laird,  W.  O. 
LaMotte,  Sr.,  C.  E.  Maroney,  E.  R. 
Mayerberg,  K.  S.  Parvis,  W.  M.  Pier- 
son, O.  N.  Stern,  M.  A.  'Tarumianz,  R. 

O.  y.  Warren. 

Alternates  (1951)  : S.  W.  Bartoshesky, 

J.  R.  Beck,  A.  .1.  Fleming,  Mildred 
Forman,  D.  .1.  King,  A.  G.  Lessey, 
W.  L.  McLane,  R.  1).  Sanders,  P.  A. 
Shaw,  H.  H.  Stroud,  H.  A,  Tarrant, 
R.  B.  Thomas. 

MEDICAL  COUNCIL  OF  DELAWARE 
Hon.  Charles  S.  Richards,  President; 
Joseph  S.  McDaniel,  M.  D.,  Secretary; 
Wallace  M.  Johnson. 

BOARD  OF  MEDICAL  EXAMINERS 
J.  S.  McDaniel,  President-Secretary; 
Wm.  Marshall,  Assistant  Secretary;  W. 
E.  Bird,  J.  E.  Marvil,  L.  J.  Jones. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  First  Wednesday 

H.  V.  P.  Wilson,  President,  Dover. 
W.  C.  Pritchard,  Vice-President, 

Smyrna. 

R.  R.  L.ayton,  Secretary-Treasurer, 
Dover. 

Councilor : William  Marshall,  Milford. 
Delegates:  I.  ,J.  MacCollum,  Wy- 

oming, and  H.  V.  P.  Wilson,  Dover. 

Alternates:  J.  S.  McDaniel,  Dover, 

and  H.  W.  Smith,  Harrington. 

DELAWARE  ACADEMY  OF 
MEDICINE 

Open  10  A.M.  to  5 P.M. 

B.  M.  Allen,  M.D.,  President. 

W.  M.  Pierson,  M.D.  First  Vice-Presi- 
dent. 

R.  R.  IViER,  D.D.S.,  Second  Vice- 
President. 

A.  M.  Gehret,  M.D.,  Secretary. 

I.  M.  Flinn,  M.D.,  Treasurer. 

E.  C.  Syrovatka,  LL.D.,  Librarian. 

DELAWARE  PHARMACEUTICAL 
SOCIETY 

Walter  A.  Schueler,  President,  W'il- 
mington. 

Harry  C.  Helm,  First  Vice-President, 
Dover. 

Earl  Hastings,  Second  Vice-President, 
Selbyville. 

Walter  E.  Brown,  Third  Vice-Presi- 
dent, Holly  Oak. 

J.  Wallace  Watson,  Secretary,  Edge 
Moor. 

Albert  Dougherty,  Treasurer.  Wil- 
mington. 


SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Second  Thursday 

J.  E.  M.arvil,  President,  Laurel. 

L.  L.  Fitchett,  Vice-President,  Milford. 
T.  J.  Tobin,  Secretary-Treasurer, 
Milton. 

Councilors:  J.  W.  Lynch,  Seaford; 
A.  C.  Smoot,  Georgetown. 

Delegates:  Bruce  Barnes,  Seaford; 

D.  L.  Bice,  Seaford;  C.  M.  Moyer. 
Laurel ; G.  JI.  Van  Valkenburgh, 
Georgetown . 

Alternates:  W.  G.  Hume,  Selbyville; 

R.  L.  Klingel,  Rehoboth ; A.  C.  Smoot, 
Georgetown;  E.  L.  Stambaugh,  Lewes. 

DELAWARE  STATE  DENTAL 
SOCIETY 

Clyde  Cox,  Presidejtt,  Newark. 
Joseph  Mack,  1st  F.  P.,  Seaford. 

J.  F.  Maguire,  2nd  F.  P.,  Wilmington. 
Lewis  Kreshtool,  Secretary,  Wil- 
mington. 

H.arry  Kurfirst,  Treasurer,  Wil- 
mington. 

P.  E.  Musselman,  Delegate  A.D.A., 
Newark. 

Clyde  Nelson,  Alternate  A.D.A.,  Mil- 
ford. 

DELAWARE  STATE  BOARD  OF 
HEALTH 

J.  D.  Niles,  M.  D.,  President.  Middle- 
town  : I.  J.  MacCollum,  Vice-President, 
Wyoming:  C.  E.  Moore,  D.  D.  S.,  Secre- 
tary, Seaford:  Bruce  Barnes,  M.  D., 

Seaford ; Mrs.  C.  M.  Dillon,  Wilmington  ; 
Mrs.  A.  Louise  Cochran,  Middletown, 
R1  ; Howard  N.  Stayton,  M.  D.,  Wil- 
mington ; Mrs.  N.  W.  Voss,  Wilmington. 
Floyd  I.  Hudson,  M.  D.,  Executive 
Secretary,  Dover. 
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Luzier's  Fine  Cosmetics  and  Perfumes 
make  ideal  gifts  for  most  occasions.  Se- 
lected at  your  leisure  in  the  unhurried  at- 
mosphere of  your  own  home,  Gifts  By  Lu- 
zier  convey  that  personal  touch  character- 
istic of  the  many  individualized  features  of 
Luzier's  Service.  While  everything  in  our 
over-all  service  may  be  considered  a gift 
possibility,  we  have  grouped  various  of  our 
preparations  in  attractive  gift  combinations 
to  suit  the  occasion,  be  it  a small  remem- 
brance or  an  important  event.  For  ease  of 
Christmas  shopping  contact  the  nearest  Lu- 
zier  Consultant. 
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EVERYTHING  NEW  IN  DRUGS 


FOR  DOCTORS  ONLY! 

I 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only.  . . . Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 
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“Truth  never  grows  old” 


Thomas  Fuller,  1639 


With  the  passing  years,  ideas,  theories  and  conceptions 
may  change  with  new  discoveries  and  growing  knowledge. 

But  truth  never  grows  old. 

No  matter  how  widely  the  pendulum  may  swing,  truth 
remains  the  center  of  its  path. 

Because  of  its  inherent  soimdness,  Dextri-Maltose®  is 
the  carbohydrate  of  choice  in  more  hospitals  than  ever 
before.  It  enjoys  the  confidence  of  ever-growing 
thousands  of  physicians. 

And  the  physician  who  prescribes  Dextri-Maltose  in  infant 
feeding  follows  a course  confirmed  by  a great  mass 
cf  evidence,  for  no  other  carbohydrate  enjoys  so  rich  and 
enduring  a background  of  authoritative  clinical  experience. 

However  the  pendulum  may  swing,  facts  remain  facts,  and 
truth  never  grows  old. 


Mead  Johnson  & co. 

EVANSVILLE  21.IND.,  U.  S.  A. 
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PROCEEDINGS 

MEDICAL  SOCIETY  OF  DELAWARE 

OCTOBER  3-4,  1950 

The  161st  Annual  Session  of  the  Medical  Society 
of  Delaware,  meeting  in  the  People’s  Church  Com- 
munity Hall,  Dover,  Delaware,  was  called  to  order 
at  10:15  A.  M.  by  Dr.  L.  L.  Fitchett,  President,  of 
Milford. 

The  invocation  was  delivered  hy  Rev.  William 
F.  Edge,  Pastor  of  the  People’s  Congregational 
Church,  Dover. 

President  Fitchett:  We  are  honored  this  morn- 
ing in  having  with  us  the  Mayor  of  Dover,  who 
will  give  us  the  official  welcome  to  the  city.  Honor- 
able William  J.  Story. 

Honorable  William  J.  Story:  Dr.  Fitchett  and 

Members  of  the  161st  Annual  Session  of  the  Medi- 
cal Society  of  Delaware: 

It  is  indeed  a privilege  to  welcome  the  161st 
session  of  the  Medical  Society  of  our  State. 

I am  happy  to  be  here  with  you  this  morning 
but,  at  the  same  time,  my  happiness  is  mixed 
with  sadness.  I am  sad  because  one  of  my  favor- 
ite boyhood  and  school  pals,  and  one  of  our  best 
and  most  respected  citizens,  has  recently  passed 
on.  The  last  conversation  I ever  had  with  Carl 
Scull  was  when  he  called  and  in  his  fashion  told 
me  how  hard  a time  he  had  had  getting  in  touch 
with  me,  and  then  asked  me  to  bring  this  session 
of  your  Society  a word  of  greeting  this  morning. 
Again  in  his  fashion,  he  told  me  to  get  my  pad 
and  pencil  and  make  a note  of  it  because  he  didn’t 
intend  to  remind  me  of  it  any  more. 

I pay  tribute  to  him  this  morning  as  a fine 
friend,  a good  physician  and  a generous  public- 
spirited  citizen  who  has  been  taken  from  us  all 
too  soon. 

I have  read  over  your  program  for  the  session 
and  it  seems  to  me  that  you  have  planned  plenty 
of  real  work  for  yourselves  — all  ultimately  in- 
tended for  the  benefit  of  humanity  — for  it  is 
humanity  that  you  are  serving.  And  what  real 
progress  your  profession  has  made  in  the  last 
few  decades  under  the  stimulus  of  the  need  for 
progress  in  medicine  and  through  your  interest 
in  extending  the  life  span  of  our  peo]ile,  and  your 
interest  in  the  saving  of  lives.  Progress  through 
the  dictates  and  the  urges  of  your  own  minds  and 
hearts.  Progress  because  of  your  loyalty  to,  and 
your  love  for,  your  ]n'ofession.  Progress  and 
service  to  your  fellow  man,  generous  service  many 
times  unpaid  for.  If  let  alone,  I feel  confident 
that  the  members  of  the  medical  profession  will 
discharge  successfully  every  reasonable  responsi- 
bility belonging  to  them.  Yet  there  are  those 
in  high  official  places  who,  through  the  power  of 
the  Federal  Government,  want  to  control  your 
profession  from  Washington:  in  short,  to  socialize 
medicine;  who  want  to  play  politics  with  the 
medical  needs  and  the  lives  of  the  people  of  our 
country.  I personally  am  unalterably  opposed 
to  socialized  medicine  and  I cannot  find  adequate 
w'ords  to  commend  the  medical  profession  on  its 
stand  against  the  nefarious  scheme  for  socializa- 
tion. I am  opposed  to  it  just  as  I am  opposed  to 


other  present-day  governmental  schemes  that  are 
contrary  to  the  concepts  of  the  founding  fathers 
and  the  basic  principles  of  our  form  of  govern- 
ment. The  greatness  of  our  nation  has  been  de- 
teriorated in  recent  years  by  political  chicanery 
and  by  the  enactment  of  laws  that  encourage  sel- 
fish interests  of  mass  organizations.  The  act  of 
greatness,  in  which  honor  and  achievement  w'ere 
prime,  has  become  an  empty  mockery  and  too 
often  sinister  pressure  groups  wdn  the  influence 
and  decisions  of  the  highest  authorities  in  the 
land.  It  is  my  hope  that  truth,  integrity  and 
statesmanship  wdll  again  manifest  themselves  be- 
fore it  is  too  late,  in  order  that  we  may  enjoy 
the  practices  and  principles  in  government  which 
prevailed  in  earlier  days. 

On  the  matter  of  centralization  in  Washington, 
I should  like  to  read  you  a few  excerpts  from 
opinions  expressed  by  twm  or  three  of  our  nation’s 
statesmen  of  years  gone  by  which  I believe  should 
be  read  and  respected  by  our  officials  in  Wash- 
ington: 

“When  all  government,  domestic  and  foreign, 
in  little  as  in  great  things,  shall  be  drawm  to  Wash- 
ington as  the  center  of  all  pow'ers,  it  will  render 
powerless  the  checks  provided  of  one  government 
on  another  and  will  become  as  venal  and  oppres- 
sive as  the  government  from  w'hich  it  separated. 
If  the  states  look  with  apathy  on  this  silent  descent 
of  their  governments  into  the  gulf  w'hich  is  to 
swallow  all,  w^e  have  only  to  weep  over  the  human 
character  found  uncontrollable  but  by  a rod  of 
iron,  and  the  blasphemers  of  man  as  incapable 
of  self-government,  become  his  true  historians.” 
These  are  the  w'ords  of  .lefterson.  The  late  Presi- 
dent Wilson  expressed  his  view’s  on  the  subject 
in  the  following  language: 

“It  would  be  fatal  to  our  political  vitality  really 
to  strip  the  states  of  their  powders  and  transfer 
them  to  the  Federal  Government.  It  cannot  be 
too  often  repeated  that  it  has  been  the  privilege 
of  separate  development  secured  to  the  several 
regions  of  the  country  hy  the  constitution  and 
not  the  privilege  of  separate  develo]iment  only 
but  also  that  other  more  fundamental  privilege 
that  lies  back  of  it,  the  inivilege  of  independent 
local  opinion  and  individual  conviction  w’hich  has 
given  speed,  facility,  vigor  and  certainty  to  the 
processes  of  our  economic  and  iiolitical  growth. 
To  buy  temporary  ease  and  convenience  for  the 
]ierformance  of  a few  great  tasks  of  the  hour  at 
the  expense  of  that  w’ould  be  to  pay  too  great  a 
price  and  to  cheat  all  generations  for  the  sake 
of  one.” 

In  his  Farewell  Address,  Washington,  with 
words  W’hich  ap])ly  w’ith  great  force  today,  said: 

“If,  in  the  opinion  of  the  people  the  distribution 
or  modification  of  the  constitutional  pow’ers  be 
in  any  particular  w’rong,  let  it  be  corrected  by 
an  amendment  in  the  w’ay  w’hich  the  Constitution 
designates.  But  let  there  be  no  change  by  usur- 
pation for  though  this  in  one  instance  may  be 
the  instrument  of  good  it  is  the  customary  w’eapon 
bv  W’hich  free  governments  are  destroyed.” 

On  this  subject  of  our  personal  lilierties  I should 
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like  to  quote  for  you  the  closing  words  of  Webster’s 
eulogy  on  George  Washington  in  1832; 

"Other  misfortunes  may  be  borne,  or  their  ef- 
fects overcome.  If  disastrous  wars  sweep  our 
commerce  from  the  ocean,  another  generation  may 
renew  it ; if  it  exhaust  our  Treasury,  future  indus- 
try may  replenish  it:  If  it  desolate  and  lay  waste 

our  fields,  still,  under  a new  cultivation,  they 
will  grow  green  again  and  ripen  to  future  harvests. 

"It  were  but  a trifie  even  if  the  walls  of  yonder 
capitol  were  to  crumble,  if  its  lofty  pillars  should 
fall,  and  its  gorgeous  decorations  be  all  covered 
by  the  dust  of  the  valley.  All  these  may  be  re- 
built. 

"But  who  shall  reconstruct  the  fabric  of  de- 
molished government'?  Who  shall  rear  again  the 
well-proportioned  columns  of  constitutional  liber- 
ty? Who  shall  frame  together  the  skillful  archi- 
tecture which  unites  national  sovereignty  with 
state  rights,  individual  security,  and  public  pros- 
perity? 

“No,  if  these  columns  fall,  they  will  be  raised 
not  again.  Like  the  Colosseum  and  the  Parthenon, 
they  will  be  destined  to  a mournful  and  melan- 
choly immortality.  Bitterer  tears,  however,  will 
flow  over  them  than  were  ever  shed  over  the 
monuments  of  Roman  or  Grecian  art;  for  they 
will  be  the  monuments  of  a more  glorious  edifice 
than  Greece  or  Rome  ever  saw,  the  edifice  of 
Constitutional  American  Liberty.’’ 

You  of  the  medical  profession  have  already  ac- 
cepted the  challenge.  This  morning  I have  mere- 
ly tried  to  emjjhasize  it. 

In  conclusion,  may  I extend  a cordial  greeting 
and  a warm  welcome  to  each  one  here,  and  wish 
for  your  Society  and  for  your  profession  greater 
success  in  the  future,  unhampered  and  unfettered 
by  any  outside  agency  of  any  kind  or  character, 
and  may  I also  wish  for  you,  and  I feel  sure 
you  will  have,  a most  interesting  and  successful 
session  of  your  Society. 

President  Fitchett:  Thank  you.  Mayor  Story. 

The  next  item  of  business  will  be  the  report 
of  the  House  of  Delegates,  by  Dr.  Gehret.  Secre- 
tary. 

(See  Transactions,  this  issue). 

The  scientific  jirogram  then  jiroceeded  as  fol- 
lows: 


Tuesday  Morning,  October  3,  1950 

Dr.  John  F.  Hynes.  Wilmington:  Combined 

Radical  Resection  of  Hypopharynx,  Larynx  and 
Cervical  Nodes,  With  Esophagosjilasty. 

Discussion:  Drs.  W.  M.  Pierson,  Wilmington, 

and  H.  S.  Rafal,  Wilmington. 

Dr.  David  A.  Cooper,  Philadelphia:  Antibiotic 

Therapy. 

Discussion:  Drs.  !►.  D.  Phillips,  Marshallton, 

and  G.  A.  Beatty,  Wilmington. 


Tuesdoy  Afternoon,  October  3,  1950 

Dr.  Joseph  Hughes,  Philadeljihia;  The  Treat- 
ment of  Anxiety  States. 

Discussion:  Drs.  A.  L.  Ingram,  Jr.,  Wilming- 

ton, and  M.  A.  Tarumianz,  Wilmington. 

Dr.  William  D.  Stroud,  Philadel|)hia:  Coronary 

Artery  Di.sease. 

Discussion:  Drs.  E.  R.  Miller',  Wilmington,  and 

.1.  R.  Durham,  Wilmington. 

Dr.  .Joseph  B.  Vander  Veer,  Philarieljrhia:  Anti- 

coagulant Therajry  in  Acute  Myocar'did  Infarction, 
Venous  Thrombosis  and  Pulmonary  Embolism. 

Discussion:  Drs.  R.  A.  Mino,  Wilmington,  and 

A.  H.  Clagett,  Jr.,  Wilmington. 


Dr.  Joseph  C.  Yaskin,  Philadeljihia:  Neur-o- 

jisj’chiatric  Emergencies. 

Discussion:  Drs.  M.  A.  Tarumianz,  Farnhur’st, 

and  G.  J.  Boines,  Wilmington. 


Wednesday  Morning,  October  4,  1950 

Dr.  Alfred  W.  Pennington,  Wilmington:  The 

Use  of  Fat  in  a Weight-Reducing  Diet. 

Discussion:  Drs.  J.  R.  Durham,  Wilmington, 

and  L.  B.  Flinn,  Wilmington. 

Dr.  L.  Kraeer  Ferguson,  Philadelphia:  The 

Sur-gical  Treatment  of  Ulcerative  Colitis. 

Discussion:  Drs.  O.  A.  James,  Milfor-d;  L.  J. 

Jones,  Wilmington;  L.  C.  McGee,  Wilmington: 
L.  B.  F’linn,  Wilmington,  and  H.  S.  Rafal,  Wil- 
mington. 

Dr.  L.  L.  Fitchett,  Milford;  Post-Graduate  Train- 
ing of  the  General  Practitioner. 

President  Fitchett:  I believe  Dr.  MacCollum 

has  an  announcement. 

Dr.  M.^cCollum:  I believe  it  is  jierfectly  fitting 

at  this  time  that  I should  introduce  this  Resolu- 
tion: 

It  was  a jirofound  shock  to  the  community  and 
to  the  Medical  Profession  when  we  learned  of  the 
sudden  and  untimely  death  of  Dr.  Carl  B.  Scull 
on  2.5th  July  1950  at  his  home  in  Dover,  Delaware, 
and  it  is  with  much  sorrow  and  sincere  regret  that 
we  now  record  his  jiassing  in  the  annals  of  this 
Society. 

Dr.  Scull  was  actively  engaged  in  the  jiractice 
of  medicine  in  Dover.  Dr.  Scull  had  always  taken 
a keen  interest  in  the  medical  jirofession,  having 
served  as  President  of  the  Staff  of  the  Kent  Gen- 
eral Hosjiital,  President  of  the  Kent  County  Medi- 
cal Society,  and  he  was  President  of  the  Medical 
Society  of  Delaware  at  the  time  of  his  death.  He 
served  in  the  Medical  Corp  of  the  United  States 
Army  in  World  War  II  from  1942  to  1946. 

Dr,  Scull  was  recognized  not  only  as  a leader 
of  the  Medical  Profession  but  also  in  the  social 
and  business  life  of  the  community.  Dr.  Scull 
had  a rare  sense  of  jirojiriety,  and  his  demeanor 
was  always  that  of  a perfect  gentleman.  He  was 
considerate,  understanding  and  symjiathetic  to- 
ward others;  he  had  a keen  sense  of  humor.  These 
attributes,  jilus  an  inherent  jiersonal  charm,  made 
him  that  dvnamic  and  forceful  jiersonalitv  that  he 
was,  NOW 

WHEREAS,  the  deceased  served  his  community 
as  jiliysician  all  his  life  excejit  for  the  time  he 
served  in  the  armed  forces  of  Our  Countrv  in 
World  War  II. 

WHEREAS,  he  did  serve  the  State  and  Nation 
with  honor  and  distinction  to  the  medical  jiro- 
fession, 

BE  IT  RESOLVED,  that  We.  the  Medical  Pro- 
fession. are  bereaved  at  the  sudden  and  untimely 
Jiassing  of  our  friend  and  colleague, 

BE  IT  ALSO  RESOLVED,  that  We,  the  Members 
of  the  Medical  Society  of  Delaware  exjiress  our 
symjiathy  to  the  family  of  the  late  Dr.  Carl  B. 
Scull,  and 

BE  IT  FURTHER  RESOLVED,  that  this  Reso- 
lution be  sjiread  ujion  the  minutes  of  this  Society 
and  a cojiy  sent  to  the  family  of  the  deceased. 

Mr.  President,  I move  the  adojition  of  the  Reso- 
lution. 

The  motion  was  seconded  and  carried,  and  the 
resolution  was  adojited. 

President  Fitchett:  The  next  item  of  business 

is  the  election  of  the  President-elect,  from  Sussex 
County.  I will  entertain  a motion. 

Dr.  Riggin:  I want  to  submit  the  name  of  a 

doctor  from  Sussex  whom  you  all  know  and  who 
has  been  jiracticing  in  the  state  for  21  years.  He 
contributes  a great  deal  to  the  County  Medical 
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Society  and  also  to  the  State  Society.  He  is  a 
very  successful  man  in  all  his  work  and  a very 
clever  surgeon.  I don’t  think  any  more  needs  to 
be  said  about  him. 

I take  pleasure  in  submitting  the  name  of  Dr. 
E.  L.  Stambaugh,  of  Lewes,  as  President-elect. 

Dr.  Barnes:  I would  like  to  second  the  nomina- 

tion of  Dr.  Stambaugh. 

Motion  made  and  seconded  that  nominations 
be  closed.  Motion  made  and  seconded  that  the 
Secretary  cast  the  ballot.  Motion  carried. 

President  Fitchett:  Dr.  Smoot  and  Dr.  James, 

will  you  escort  Dr.  Stambaugh  to  the  platform? 

President-elect  Stambaugh:  I am  almost  at  a 

loss  for  words,  but  I appreciate  deeply  this  honor. 

Mr.  President,  I was  taught  that  a smart  poli- 
tician reserves  some  of  his  speeches.  I just  have 
a thought  or  two  in  line  with  the  meeting  of  the 
House  of  Delegates  the  other  night.  I feel  too 
that  we  need  a stronger  organization  between 
members,  committees,  and  officers,  particularly  if 
we  are  going  to  foil  the  government’s  illusion  that 
there  is  one  side  to  every  question  — its  side. 
My  suggestion  would  be  that,  at  least  while  we 
are  being  wedged  between  political  medicine  and 
our  patient,  we  remember  our  responsibility  in 
the  words  of  a teacher  of  mine,  Hobart  Amory 
Hare : 

“To  cure  sometimes,  to  relieve  often,  to  com- 
fort always.” 

That  way  our  organization  can  be  a bit  stronger. 
Again  I thank  you  for  this  signal  honor. 

President  Fitchett:  I have  an  announcement 

from  the  Farmers  Bank:  “We  welcome  you.  At 

your  place  at  luncheon  is  a flower  for  your  button- 
hole  ” 

The  only  other  announcement  I have  is  that 
luncheon  will  be  at  12:30  and  we  will  be  guests 
of  the  Kent  County  Society.  We  will  adjourn 
now  until  2 P.  M. 


Wednesday  Afternoon,  October  4,  1950 

Dr.  Rufus  S.  Reeves,  Philadelphia:  Tuberculo- 

sis in  Small  Communities. 

Discussion:  Drs.  F.  I.  Hudson,  Rehoboth,  and 

V.  D.  Washburn,  Wilmington. 

Dr.  William  G.  Leaman,  Jr.,  Philadelphia:  Re- 

habilitation Following  Acute  Myocardial  Infarc- 
tion. 

Discussion:  Drs.  C.  J.  Prickett,  Smyrna,  and 
A.  H.  Clagett,  Jr.,  Wilmington. 

Dr.  Edward  L.  Bortz,  Philadelphia:  The  Biology 

of  Aging. 

Discussion:  Dr.  L.  C.  McGee,  Wilmington,  and 
L.  B.  Flinn,  Wilmington. 

Dr.  Alvin  W.  Howland,  Philadelphia:  Present 

Concept  of  Glaucoma. 

Discussion:  Drs.  J.  E.  Marvil,  Laurel,  and  W. 

O.  LaMotte,  Jr.,  Wilmington. 

President  Fitchett:  On  behalf  of  the  Society, 

I would  like  to  thank  all  of  our  speakers  and  their 
discussors,  the  exhibitors,  the  Kent  County  Medi- 
cal Society,  the  Committee  on  Arrangements,  and 
the  Women’s  Auxiliary  who  helped  them,  the 
Reverend  William  Edge  and  his  staff,  who  assisted 
with  the  exhibits  and  served  the  meals  and  made 
available  this  fine  structure  to  us. 

I would  like  to  have  a motion  from  the  floor 
that  this  expression  of  thanks  be  made  a matter 
of  record  so  we  can  notify  them. 

Motion  made,  seconded  and  carried. 

President  Fitchett:  Are  there  any  further  an- 

nouncements? 

Dr.  Wagner:  Mr.  President,  I simply  wish  to 

made  the  I'emark  that  we  are  all  very  much 
shocked  to  learn  of  the  death  of  Dr.  Scull,  and 


I would  like  to  state  that  Dr.  Fitchett  was  very 
reluctant  to  fill  the  position  of  President  that 
was  made  vacant  by  the  sudden  death  of  Dr. 
Scull,  and  I wish  to  compliment  him  upon  the 
very  able  manner  in  which  he  has  jiresided  over 
this  session.  I know  you  will  agree  with  me  in 
saying  that  he  has  done  it  very  ably  and  very 
graciously.  I know  that  we  are  all  very  grateful 
to  him. 

I wish  to  second  what  he  has  said  about  the 
fine  manner  in  which  we  have  been  entertained 
here  by  the  members  of  the  Kent  County  portion 
of  our  Society.  We  certainly  did  have  a wonder- 
ful evening  last  evening,  and  the  spirit  of  good 
fellowship  which  prevailed  I think  means  a great 
deal  to  us  in  the  meeting  of  wives  and  members 
of  our  Society,  in  getting  together  socially  that 
way. 

It  was  a very  great  pleasure  for  us  to  come  down 
here  to  Dover,  and  we  want  again  to  thank  the 
members  of  the  Society  of  Kent  County  for  enter- 
taining us  so  well. 

I again  compliment  you  on  the  very  fine  manner 
in  which  you  presided  over  this  session,  Dr. 
Fitchett. 

President  Fitchett:  If  there  are  no  further  an- 
nouncements, the  convention  is  adjourned. 

Whereupon,  at  5:10  P.  M.  the  convention  was 
adjourned. 


TRANSACTIONS;  HOUSE  OF  DELEGATES 
October  2,  1950 

The  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware  was  called  to  order 
at  9:30  P.  M.  on  Monday,  October  2,  1950,  in  the 
People’s  Church  Community  Hall,  Dover,  Dela- 
ware. 

President  Fitchett:  The  first  item  of  business 

will  be  the  roll  call. 

The  following  members  of  the  House  were 
present:  L.  L.  Fitchett,  President;  A.  M.  Gehret, 

Secretary;  J.  M.  Messick,  Treasurer;  William  Mar- 
shall, Jr.,  Councilor;  J.  W.  Lynch,  Councilor; 
A.  C.  Smoot,  Councilor;  I.  J.  MacCollum,  Councilor. 

Delegates  Present 

New  Castle  County;  N.  L.  Cannon,  I.  L.  Chip- 
man,  C.  T.  Lawrence,  Charles  Levy,  C.  L.  Munson, 
M.  B.  Pennington,  S.  H.  Stradley,  A.  D.  King,  W. 
O.  LaMotte,  Sr.,  E.  R.  Mayerberg,  E.  S.  Parvis, 
O.  N.  Stern,  M.  A.  Tarumianz,  R.  0.  Y.  Warren. 

Kent  County:  H.  V.  P.  Wilson. 

Sussex  County:  Bruce  Barnes,  G.  M.  VanVal- 

kenburgh. 

Alternates  Present: 

New  Castle  County:  J.  W.  Barnhart,  Alex  Smith, 
R.  D.  Sanders. 

Kent  County:  J.  S.  McDaniel,  Sr.,  H.  W.  Smith. 

President  Fitchett:  The  next  order  of  busi- 

ness is  the  minutes  of  the  last  session. 

Motion  made,  seconded  and  carried  that  the 
reading  of  the  minutes  of  the  last  session,  having 
been  published  in  The  Journal,  be  dispensed  with. 

President  Fitchett:  The  next  order  of  busi- 

ness is  the  reports  of  officers. 

Report  of  the  President 

The  untimely  and  tragic  death  of  President  Carl 
Scull,  Jr.,  on  July  25,  1950,  brought  his  duties 
to  me  as  Vice-President. 

Fortunately  for  me  and  for  the  Society  the 
groundwork  had  been  laid  by  Dr.  Scull,  by  the 
Executive  Secretary  Dr.  Bird,  by  the  Secretary 
Dr.  Gehret,  and  by  the  convention  committee  of 
Kent  County  so  that  the  preparations  for  the  con- 
vention proceeded  smoothly. 

This  same  watchful  pair.  Dr.  Bird  and  Dr. 
Gehret,  have  so  performed  their  duties  that  the 
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woik  of  the  Society  lias  gone  on  efficiently  and 
without  interruption. 

Perhaps  the  biggest  task  confronting  the  Society 
in  the  next  few  months  is  the  adequate  planning 
for  medical  care  in  the  civilian  defense  program 
in  the  event  of  a sudden  catastrophe  in  this  or 
adjacent  areas.  This  ])lanning  must  be  completed 
within  the  near  future. 

Respectfully  submitted, 

Lawrence  L.  Fitchett,  President 
Motion  made,  .seconded  and  carried  that  the 
report  of  the  President  be  accepted. 

President  Fitchett;  We  will  next  have  the 
report  of  the  Secretary. 

Dr.  Gehret:  Mr.  President,  I have  no  report 

exce])ting  that  late  in  the  summer  1 communicated 
either  by  letter  or  by  telephone  with  the  various 
councils  asking  them  for  recommendations  for  a 
committee  requested  by  AMA  headquarters  to 
nominate  three  individuals  who  would  serve  in 
jHOCuring  medical  officers  for  the  Ai-med  Forces. 
The  recommendations  which  were  received  Avere 
forwarded  to  Dr.  Fitchett,  the  President,  and  he 
appointed  Dr.  Shands  as  chairman  of  the  com- 
mittee. Dr.  Washburn  and  Dr.  Layton. 

Motion  made,  seconded  and  carried  that  the 
leiiort  of  the  Secretary  be  received. 

President  Fitchett:  We  Avill  next  ha\'e  the  re- 

port of  the  Treasurer. 

Report  of  the  Treasurer 

.January  1.  19.50  to  September  5,  1950 
Balance  in  checking  ac- 
count .lanuary  1,  1950  .$  5.8.‘13.51 

Plus  excess  for  uncancelled 

check  (175.00  .$  6..508.51 


Receipts 

New  Castle  County 

Dues  

Assessments  (AMA) 

Kent  County 

Dues  

Assessments  (AMA) 

Sussex  County 

Dues  

Assessments  (AMA) 
Dividends  from  Farmers 

Bank  

Salary  of  the  Editor  

Exhibits  

AMA  collection  exjiense  

Refund  from  Du  Pont  Com- 
pany   


10,.575.00 


1.1.50.00 


1 ,875.00 


105.00 
1.012.00 

755.00 
14.63 


1.34.72  15,621.35 


Disbursements 


Salaries 

1.  Executive  Secretarv  and 

Editor  '. .$  2,474.90 

Social  Security  & With- 

bolding  Tax  375.60 

Delaware  State  'fax  21.90 

2.  Stenographer  (part  time)  280.00 
Office 

1.  Printing,  stationery  & 

jiostage  333.87 

2.  Badges  32.67 

3.  Magazines  15..50 

4.  'I'elephone  & telegraph....  7.03 

5.  .Miscellaneous 
Welfare  Council  of 

Del .S  1.00 

Bond  for  Officers  23.97 


A.M.A.  Directory  20.00 

Flowers  25.00 

Ret.  of  V2  Dr. 

Worden’s  dues  12.50  82.47 


$22,129.86 


Travel 

1.  Delegate  to  A.M.A.  (2 
sessions)  and  Confer- 
ences   ,340.00 

Operation 

1.  Subs,  to  Journal  278 

at  $2  ,556.00 

2.  Assessments  to  A.M.A 7,275.00 

3.  Annual  session — Du  Pont 

Co.  (for  1949)  1,34.72 

Publicity 187.50 

Auditor  (for  1949  books) 170.00  12,287.16 


Balance  in  checking  account  Sejitember 

5,  1950  9,842.70 

3 .$1000.00  Series  F War  Bonds 

(May  194,3)  2,466.00 

7 Shares  Farmers  Bank  of  Delaware....  2,800.00 

Defen.se  Fund 

Balance — September  5, 

19.50  3,867.79 

Interest — September  5, 

19.50  96.68  .3,964.47 


Total  Assets,  September  5,  1950  $19,073.17 

Respectfully  submitted. 

Jos.  M.  Me.ssick,  Treasurer 

Motion  made,  seconded  and  carried  that  the  re- 
port of  the  Treasurer  be  accepted. 

President  Fitchett:  We  will  now  have  the 

report  of  the  Executive  Secretary. 

Report  of  the  Executive  Secretary 

5’our  Executive  Secretary  reports  that  the  vol- 
ume of  work  for  the  year  just  passed  shows  a 
material  increase.  The  number  of  mailings  this 
year  has  been  about  2.400,  as  compared  with  1,700 
the  jirevious  year.  The  corresjiondence  is  on  a 
current  basis. 

We  made  an  official  visit  to  the  Sussex  Society 
in  February,  and  to  the  Kent  County  Society  in 
March.  Both  of  these  meetings  were  \’ery  enjoy- 
able and  we  hope  we  imparted  some  information 
of  value.  We  have  attended  numerous  committee 
meetings  and  conferences  in  this  state. 

In  addition,  Ave  attended  the  AMA  Conference 
of  Secretaries  and  Editors  in  Chicago,  folloAved 
by  the  AMA  Conference  in  Public  Relations  in 
NoA’ember;  the  National  Federation  of  State 
Boards  (of  which  we  happen  to  be  the  Vice-Presi- 
dent for  the  year  19.50)  in  Chicago  in  February; 
a Special  AMA  Conference  on  the  National  Edu- 
cation Campaign  in  Chicago  in  February;  and 
the  Middle  Atlantic  States  Regional  Conferences 
of  the  AMA  Council  on  Medical  Seiwice,  in  Phila- 
delphia in  November  and  May.  These  meetings 
are  most  instructive  and  Ave  profited  by  our  at- 
tendance. 

In  connection  with  the  Annual  Session  of  the 
AMA  at  San  Francisco  last  June,  I am  sure  that 
Dr.  Wagner  will  be  too  modest  to  tell  you,  but  the 
Sjieaker  apjiointed  him  a member  of  the  important 
Committee  on  Rules  and  Order  of  Business.  The 
registration  from  Delaware  at  this  meeting  total- 
ed seA'tn  physicians,  a A'ery  creditable  shoAving. 
considering  the  size  of  our  Society  and  the  dis- 
tance to  be  traveled. 

'rhe  membership  of  the  Society  is  as  follows: 


October,  1949  291 

Additions: 

NeAv  Members  15 

Reinstated  1 1 26 

317 

Losses 

Deaths  3 

Transfers  out  10  13 

October,  19.50  304 
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The  State  Board  this  year  has  licensed  30  new 
physicians,  most  of  whom  will  probably  remain 
in  this  state  and  become  members  next  year. 

The  AMA  now  permits  the  State  Society  to 
retain  1%  of  the  AMA  dues  collected  as  the  cost 
of  collection.  Therefore,  please  channel  all  mem- 
bership data  and  all  AMA  dues,  together  with 
state  data  and  dues  via  the  state  officers,  i.  e.,  orig- 
inal copy  to  the  Treasurer,  Dr.  Messick,  a carbon 
copy  to  the  Executive  Secretary,  and  of  course, 
a carbon  copy  for  the  County  Society  files.  This 
is  the  repeated  request  of  the  AMA. 

Our  exhibits  this  year  are  slightly  smaller  in 
number  than  in  1949,  but  are  slightly  larger  than 
in  1948.  However,  since  our  rental  is  consider- 
ably lower  this  year,  we  anticipate  the  largest 
profit  yet  made  by  your  Society  from  exhibits. 
The  registration  at  Rehoboth  in  1948  totaled  174, 
and  at  Wilmington  in  1949  it  totaled  325.  We 
hope  the  registration  at  Dover  this  year  will  be 
almost  as  large  as  last  year.  Since  the  exhibits 
contribute  a substantial  sum  towards  meeting  the 
expenses  of  our  annual  convention,  and  since 
exhibitors  will  come  only  if  we  can  show  the  home 
office  that  their  display  was  visited  by  our  mem- 
bers, it  is  of  the  utmost  importance  that  every 
member  of  this  Society,  and  every  member  of  the 
Auxiliary,  who  attend  this  convention  at  all  should 
visit  every  booth  and  sign  a card  at  every  booth. 

We  have  assisted  in  preparing  a program  for 
this  Session  which  we  hope  you  will  like.  There 
is  a little  extra  stress  on  cardiovascular  diseases, 
but  the  experience  in  Kent  County  within  this 
past  year  readily  explains  their  interest  in  this 
and  related  subjects. 

This  is  the  first  year  we  have  been  able  to  hold 
all  the  meetings  of  the  Society  and  of  the  Auxil- 
iary under  one  roof. 

Experience  in  the  past  has  taught  us  that  our 
Annual  Session,  when  held  in  October,  should  be 
either  the  first  or  fourth  week.  We  shall  have  to 
await  publication  of  the  1951  convention  dates 
of  other  state  societies  and  certain  national  so- 
cieties before  deciding  just  when  this  Society 
should  meet  next  year. 

In  conclusion,  we  wish  to  thank  all  the  officers 
and  members  of  the  Society  and  of  the  Auxiliary 
with  whom  we  have  had  official  business  during 
the  year.  Their  cooperation  has  been  splendid 
and  we  gratefully  acknowledge  it. 

Respectfully  submitted, 

W.  Edwin  Bird,  Executive  Secretary 

Motion  made,  seconded  and  carried  that  the 
report  of  the  Executive  Secretary  be  received. 

President  Fitchett:  Now  we  will  proceed  to 

the  reports  of  the  Standing  Committees.  The  first 
one  is  the  Committee  on  Scientific  Work. 

There  is  no  report  from  that  committee  on  hand, 
and  Dr.  Everett  and  Dr.  James  are  not  here. 

We  will  proceed  to  the  Committee  on  Publi- 
cation. 

Report  of  the  Committee  on  Publication 

As  heretofore,  we  transmit  the  report  of  the 
Committee  in  two  parts:  (1)  that  of  the  Editor; 

and  (2)  that  of  the  Managing  Editor. 

Report  of  the  Editor 

We  are  nearing  the  end  of  Volume  22  of  the 
New  Series.  The  amount  of  material  published 
is  about  equal  to  that  of  Volume  20,  which  was 
the  largest  in  the  history  of  The  Journal.  Through 
the  excellent  cooperation  of  the  hospitals  and  of 
other  contributors,  together  with  the  papers  from 
our  Annual  Session  we  generally  have  a small 
surplus  of  material  on  hand  — a healthy  condi- 
tion which  we  hope  will  continue.  The  scientific 


value  of  the  material  contributed  by  our  own 
profession  in  Delaware  is  definitely  improving  — 
another  healthy  condition  which  we  hope  will 
continue. 

Our  printers.  The  Star  Publishing  Company, 
again  deserve  a most  kind  word  for  their  con- 
tinued courtesies  and  efficiency,  and  to  their  entire 
staff  must  go  again  our  thanks. 

To  all  our  officers  and  members,  whose  con- 
tinued cooperation  sustains  us,  we  offer  our 
grateful  thanks  once  more. 

Respectfully  submitted, 

W.  Edwin  Bird,  Editor 
Report  of  the  Managing  Editor 

Dr.  Tarumianz:  Mr.  President  and  Members; 

I have  very  little  to  report,  except  that  we  are 
going  to  start  to  dig  into  our  savings,  and  that  is 
not  a good  sign.  For  the  past  twenty  years  or 
more,  membership  dues  have  allowed  us  to  pay 
only  $2  for  subscription  to  The  Journal.  R is 
obvious  that  if  we  are  to  remain  in  black  ink, 
we  cannot  continue  with  $2. 

For  the  first  time  in  our  history,  we  had  only 
a $200  surplus  last  year,  which  is  quite  unusual 
for  The  Journal.  Usually  it  has  amounted  to 
$800  or  $900.  It  is  my  opinion  that  next  year 
we  won’t  have  any  surjilus  at  all  but  we  will 
have  to  dig  into  our  savings. 

It  is  true  that  we  have  some  $9,000  or  $10,000 
of  savings,  but  it  is  entirely  up  to  the  House  of 
Delegates  to  decide  whether  we  should  actually 
go  into  our  savings  and  spend  money  from  there 
or  whether  we  should  increase  the  subscription 
fee  from  $2  to  $3,  which  would  be  fair  and  would 
not  hurt  anybody.  That  would  give  us  an  addi- 
tional $300  and  would  keep  us  in  the  black. 

Report  of  the  Managing  Editor 

August  1,  1949  to  August  1,  1950 
A.  Checking  Account 
Checking  Account,  Wilmington  Trust 


Co.,  August  1,  1949  ,$2,893.82 

Receipts 

Advertisements $7,331.61 

Bonus  on  ads  AMA  472.40 

Subscriptions 

Med.  Soc.  Members.  Present 

Year  556.00 

Others  112.00 

Single  Copy  Sales  21.50 

Halftones  102.02 

Interest  on  War  Bonds  (These 
bonds  in  the  amount  of 
$3,502.38  were  purchased 
Dec.  10,  1942)  87.50 


Total  Receipts  $8,683.03 

Disbursements 

Printing  and  Mailing  Journal  $5,238.70 
Printing  Supplement  and 

Roster  297.00 

Editor’s  Salary  1,922.23 

Social  Security  & Withhold- 
ing Tax,  Editor’s  Sal 259.50 

State  Tax  15.42 

Bonding  Stenographer  & 

Managing  Editor  32.50 

Stenographer  430.00 

Notary  P’oes  1.50 

Postage  2.69 

Stationery  and  Supplies  155.27 

Copyrighting  Journal  48.00 

Travel  Expenses  16.73 

Bound  Volumes  28.50 


Total  Disbursements  ....  $8,448.04 
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Surplus  S 234.99 

Balance  in  Checking  Account,  August 

1.  1950  3.128.81 

B.  Savings  Account 
Savings  Account.  Wilmington  Trust 

Co..  August  1.  1949  1.G04.27 

Interest  on  Savings  Account  ,$15.00 
Balance  in  Savings  Account.  Wilmington 

Trust  Co..  August  1,  1950  1,619.27 

Savings  Account.  Wilmington  Savings 

Fund  Society,  August  1.  1949  2,000.00 

Interest  on  Savings  Ac- 
count (12/31/49)  $12.50 

Balance  Savings  Account,  Wilmington 

Savings  Fund  Society,  August  1.  1950  2,012.50 

Balance  in  Savings  Accounts,  August 

1.  1950  3,631.77 

C.  War  Bonds 

U.  S.  War  Bonds.  Purchased  December 

10,  1942  $3,502.38 

U.  S.  War  Bonds.  Balance,  August  1.  1950  3,502.38 

Summary 

B.  Savings  Accounts  Balance,  August 

1.  1950  ,$3,631.77 

A.  Checking  Account  Balance,  August 

1.  19.50  3,128.81 

C.  U.  S.  War  Bonds  3,502.38 

Grand  Total  (Accounts  A,  B, 
and  C)  $10,262.96 


Respectfully  submitted, 

M.  A.  Tarumianz,  Managing  Editor 

Ujion  motion  duly  made,  seconded  and  carried, 
the  report  of  the  Editor  and  the  Managing  Editor 
was  accepted. 

President  Fitchett:  Was  there  a suggestion 

in  there.  Dr.  Tarumianz.  that  we  increase  the  sub- 
scrijition  to  $3?  Do  3 0U  wish  to  make  that  in  the 
form  of  a motion? 

Dr.  Tarumianz:  I have  recommended  to  the 

Budget  Committee  to  incorporate  $900  instead 
of  $600  for  suscrijitions  next  year.  That  is  up 
to  the  Budget  Committee  to  jiresent  to  the  House 
of  Delegates,  and  it  is  entirely  up  to  the  House 
of  Delegates  to  decide. 

1 would  like  to  say  this  much,  that  as  long  as 
I am  Managing  Editor  1 wouldn’t  like  to  run  The 
.Journal  on  the  basis  of  a deficit.  I think  it  is  good 
business  to  keep  it  in  the  black  and  I think  we 
can  do  it.  I don’t  see  any  reason  why  we  shouldn’t 
consider  a fair  subscription  fee. 

President  Fitchett:  We  will  take  that  matter 

up  when  we  consider  the  budget. 

We  will  now  call  for  the  report  of  the  Committee 
on  Public  Laws.  Do  you  have  a rejiort  for  that 
committee.  Dr.  McDaniel? 

Keport  of  the  Coiimiitfee  on  Public  Laws 

Dr.  McDaniel:  The  Committee  on  Public  Laws 

has  no  report  to  make  owing  to  the  fact  that  there 
was  no  legislature  this  year.  You  will  probably 
hear  a whole  lot  from  us  next  year. 

President  Fitchett:  Next  is  the  Committee  on 

Medical  Education. 

Dr.  Gehret:  Mr.  President,  in  the  absence  of 

Dr.  L.  B.  Flinn.  I want  to  read  this  letter. 

Report  of  the  Committee  on  IMedieal  Education 

September  30,  1950 

Dear  Doctor  Bird 

I learned  for  the  first  time  today  that  I am 
Chairman  of  the  Committee  on  Medical  Education 
of  the  State  Society.  Someone  may  have  told  me 
or  informed  me  of  this  previously:  if  so,  it  made 
no  imjiression. 

The  Committee  has  nothing  to  report  therefore, 
since  we  have  not  met  and  have  done  nothing  for 
the  past  year.  There  has  been  a lot  of  activity 


however  in  medical  education  throughout  the 
state  in  the  past  year  in  which  various  members 
of  the  Society  have  taken  a very  active  part,  but 
there  has  been  no  concerted  or  planned  action, 
as  far  as  I know,  on  the  part  of  the  Society. 

Sincerely  yours, 

Lewis  B.  Flinn,  Chairman 

Motion  made,  seconded  and  carried  that  the 
report  be  accepted. 

President  Fitchett:  We  will  now  have  the  re- 

port of  the  Committee  on  Budget. 

Report  of  the  Committee  on  Budget 

Dr.  Messick:  (Reading  Rejiort  of  Receipts  and 

Disbursements.)  After  considerable  adjustment 
and  readjustment  and  paring,  we  finally  got  the 
budget  down  to  that  figure  of  ,$9,375.  The  Budget 
Committee,  after  discussing  that  part  of  the  state 
dues  that  goes  to  the  State  .Journal,  recommends 
that  the  fee  for  the  Journal  be  increased  from 
$2  to  $3.  .so  we  have  placed  the  Journal  subscrip- 
tion at  $3.  $825.  since  we  didn’t  actuallj'  figure 
on  300  members. 

President  Fitchett:  Upon  hearing  the  estimat- 

ed income  and  estimated  expenses,  how  close  do 
they  come? 

Dr.  Gehret:  They  are  equal.  Actually  when 

we  made  the  budget  for  the  year,  the  best  we 
could  come  to  was  $1000  over  our  expected  income, 
and  we  had  to  go  over  the  budget  and  pare  it  down 
$1000  until  we  got  down  to  our  expected  income. 

Dr.  Mayerberg:  Mr.  Chairman.  I don’t  believe 

I missed  any  of  Dr.  Messick’s  report.  I failed  to 
hear  anything  about  an  allowance  for  the  func- 
tion of  the  (T'ommittee  on  Medical  Service  and 
Public  Relations.  I heard  nothing  about  the  Griev- 
ance Board  and  about  the  Public  Laws  Commit- 
tee. They  are  three  important  committees  of 
this  organization  that  should  have  funds  at  their 
disposal.  Your  Public  Relations  Committee  func- 
tions with  very  little.  We  employed  for  a short 
time  a public  relations  agent  and  had  to  dispense 
with  her  services  because  we  couldn't  afford  it. 
and  the  amount  of  work  didn’t  justify  employing 
such  a per.son.  But  your  Grievance  Board  is 
going  to  need  money.  They  have  to  have  station- 
ery and  they  have  to  have  a secretary.  They  have 
got  to  have  money  in  order  to  function. 

We  are  coming  up  to  a legislative  year,  in 
January,  and  your  Public  Laws  Committee  is 
going  to  need  some  money.  We  have  never  had 
more  than  $200  or  $300  allocated  to  the  Public 
Laws  Committee,  and  a lot  of  times  we  need  more 
than  that. 

These  organizations  that  are  pressing  American 
medicine  and  Delaware  medicine  have  thousands 
of  dollars  at  their  disposal  every  year  when  they 
come  down  to  the  Legislature,  and  we  haven’t 
got  any. 

We’ve  got  to  cut  down  a lot  of  this  fancy  party 
stuff,  ami  if  necessary  eat  sandwiches  and  drink 
cokes  and  save  the  money  we  have  for  necessary 
jiurposes. 

Dr.  Messick:  Dr.  Mayerberg  is  quite  right.  None 
of  those  items  are  included.  I will  say  that  in 
1950  we  did  spend,  in  the  first  few  months  of  this 
year.  $187.50  for  publicity  for  a person  in  Wil- 
mington, but  her  services  were  dispensed  with. 
Nothing  however  is  included  in  this  budget  for 
publicity  or  for  the  Public  Laws  Committee  or 
any  of  the  similar  committees. 

i)R.  Bird:  You  have  $200  there.  Doctor,  under 

O]ieration,  (C),  Officers  and  Committees. 

Dr.  Gehret:  Yes.  but  that  is  all  the  money  we 

have  in  our  jiroposed  budget.  After  the  Budget 
Committee  made  up  the  budget  it  came  out  to 
$1000  more  than  our  anticipated  income,  so  we 
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went  over  it  and  deducted  $1000,  a little  bit  from 
several  items — $200.  for  instance,  from  the  dinner. 
However,  there  is  nothing  in  this  budget  for  the 
committees  that  Dr.  Mayerberg  mentioned. 

President  Fitchett:  I think  Dr.  Mayerberg  has 

brought  up  some  very  important  matters  in  re- 
gard to  the  disposal  of  some  of  our  money.  What 
is  the  pleasure  of  the  House  on  this  report?  Will 
it  be  accepted  or  shall  we  turn  it  back  to  the  com- 
mittee for  further  action?  I 

Dr.  Tarumianz:  Having  been  chairman  two 

years  ago  of  this  committee,  I would  like  to  say 
to  Dr.  Mayerberg  that  if  we  were  sure  of  how 
much  we  were  going  to  spend,  the  Budget  Com- 
mittee would  be  only  too  glad  in  the  next  few 
minutes  to  hold  a meeting  and  discuss  the  matter 
and  Incorporate  it  in  our  proposal. 

However,  if  you  recollect  two  years  ago,  we 
didn’t  spend  much.  We  got  the  service  free  of 
charge.  Are  you  going  to  be  able  to  obtain  ser- 
vices free  of  charge  this  coming  season,  or  not? 
That  is  something  that  we  would  like  to  know. 
If  you  think  we  could  obtain  the  services  for  less 
money,  or  no  money,  I think  we  could  incorpor- 
ate it  in  the  budget  and  submit  it  to  the  House 
in  possibly  half  an  hour. 

Personally,  I think  we  will  need  about  $500  for 
all  three  purposes.  At  least  we  could  have  that 
amount  allocated,  and  in  case  you  don’t  spend  it, 
certainly  it  would  stay  in  the  treasury.  We  are 
not  losing  anything  by  allocating  money.  At 
least  that  authorizes  the  chairmen  of  the  commit- 
tees to  utilize  the  available  money  for  the  itur- 
l)Oses  for  which  it  is  allocated. 

Is  that  agreeable? 

Dr.  MacCollum:  As  I understand,  the  money 

is  already  allocated,  is  it  not? 

Dr.  Tarumianz;  No.  There  are  such  things  as 
miscellaneous.  It  is  obvious  that  we  could  take 
the  miscellaneous  and  put  it  in  one  lump  sum 
for  publicity  or  any  other  purpose  that  the  House 
of  Delegates  wishes  us  to. 

Dr.  Mayerberg:  I don’t  mean  to  criticize  any- 

body. but  it  is  amazing  to  me  that  the  Budget 
Committee  met  and  set  up  this  budget  without 
consulting  the  chairman  of  these  valuable  com- 
mittees. 

President  Fitchett:  Would  $500  cover  your 

needs? 

Dr.  Mayerberg:  You  are  talking  now  of  the 

Public  Laws  Committee.  Dr.  McDaniel’s  commit- 
tee? He  may  not  need  any.  Last  session  we  were 
liretty  fortunate  in  the  Senate,  and  not  too  bad 
in  the  House.  We  don’t  know  what  is  going  to 
happen  this  year,  and  we  certainly  ought  to  have 
funds  available  in  case  he  needs  them,  and  they 
should  be  used  at  his  discretion. 

President  Fitchett:  I think  this  is  something 

that  ought  to  be  thrashed  out  in  committee  rather 
than  on  the  House  floor.  So  how  about  the  Bud- 
get Committee  and  the  chairmen  of  the  three 
committees  going  outside  for  a few  minutes  and 
seeing  if  there  is  anything  that  can  be  incorporat- 
ed in  the  budget? 

Dr.  Tarumianz:  Mr.  President,  I just  hate  to 

be  called  down  for  having  failed  to  do  our  duty. 
It  is  a well  known  fact  that  the  chairmen  of  tlie 
committees,  if  they  feel  they  are  in  need  of  any 
funds,  should  approach  the  Budget  Committee 
with  their  requests.  You  can’t  blame  us  altogeth- 
er. We  have  just  taken  the  things  that  have  been 
used  last  year,  and  gone  over  those,  spent  a few 
hours  thinking  what  else  there  might  be. 

Naturally,  Dr.  Maj'erberg  thinks  probably  that 
we  should  not  have  a fancy  banquet,  and  all  that. 
I agree  with  him.  Nevertheless  I think  the  dig- 
nity of  the  profession  demands  that  we  don’t  go 


to  an  annual  meeting  with  sandwiches.  There 
are  two  sides  to  the  story.  My  good  friend  would 
be  the  first  one  to  oppose  and  revolt  against  sand- 
wiches in  the  banquet.  So  I don’t  think  it  is 
fair. 

We  would  like  to  do  our  job  but  we  don’t  like 
to  be  criticized.  We  are  not  the  only  ones  who 
are  at  fault.  I think  the  committee  members 
should  have  approached  the  Budget  Committee 
and  asked  them.  Actually,  we  thought  that  Dr. 
McDaniel  would  assume  the  responsibility  and 
take  care  of  the  legal  matters  here  without  any 
cost,  because  he  did  it  two  years  ago.  We  talked 
about  that.  But  if  Dr.  McDaniel  thought  that  he 
couldn’t  do  it  now,  it  was  up  to  him  to  apj)roach 
the  Budget  Committee  and  ask  for  the  inclusion 
of  their  demands  in  the  Budget  Report. 

Dr.  McDaniel:  It  is  impossible  at  the  present 

time  to  say  just  whether  we  are  going  to  need 
any  money  or  whether  we  are  not  going  to  need 
any.  Fortunately,  we  were  able  to  go  through 
the  thing  without  anything  in  the  past  Legisla- 
ture. But  in  the  coming  Legislature  we  just  don’t 
know  how  we  are  going  to  stand. 

However,  I think  we  ought  to  have  something 
available  in  case  we  need  it. 

Dr.  Mayerberg:  1 would  just  like  to  correct  Dr. 

Tarumianz  on  one  point,  Mr.  Chairman.  The 
Public  Relations  Committee  did  ask  for  enough 
money  to  run  us  for  this  year.  We  asked  for  $750 
for  publicity.  As  Dr.  Messick  told  you,  we  paid 
less  than  $200,  and  that’s  all  the  money  we  have 
spent,  except  for  stationery  and  envelo]ies. 

President  Fitchett:  We  have  before  us  the 

question  of  whether  to  accept  the  re]iort  as  is  or 
whether  it  should  be  revised.  What  is  your 
pleasure  on  accepting  the  report  of  Dr.  Messick 
as  is  or  accepting  it  after  it  has  been  revised  by 
the  Budget  Committee  after  a few  minutes  ses- 
sion? 

Dr.  Chipman;  I move  that  the  report  be  re- 
committed. 

Motion  seconded  and  carried. 

President  Fitchett:  Will  the  Budget  Commit- 

tee ])lease  excuse  themselves  with  the  chairmen 
of  the  three  committees  involved,  and  arrive  at 
some  figure  that  you  can  submit  to  the  House  of 
Delegates? 

(Budget  Committee,  together  with  Drs.  Mc- 
Daniel, Chi]iman,  and  Mayerberg,  leave  the  room.) 

President  Fitchett:  We  will  now  have  the  re- 

ports of  Special  Committees.  The  first  is  the 
Women’s  Auxiliary  Committee. 

Report  of  the  Woman’s  Au.xiliary 

In  line  with  national  (lolicy,  Delaware’s  Auxil- 
iary has  had  a very  active  public  relations  ])ro- 
gram  this  year.  At  the  request  of  the  Medical 
Society  we  have  kejit  files  and  assisted  at  juiblic 
meetings  where  our  Doctor-svieakers  have  talked 
on  government  medicine.  The  Public  Relations 
Committee  held  a very  constructive  program  in 
Wilmington.  This  consisted  of  a discussion  and 
tea  held  in  the  Academy  of  Medicine  with  a mem- 
ber of  the  Medical  Society  discussing  socialized 
medicine.  Invitations  were  sent  to  all  organized 
women’s  groups  in  the  city. 

There  has  been  a group,  meeting  weekly,  for 
the  purpose  of  making  surgical  dressings  for  the 
American  Cancer  Society.  Another  group  meets 
regularly  to  sew  baby  garments  for  the  Visiting 
Nurses’  Association. 

We  are  happy  to  report  the  establishment  of  a 
Nurse’s  Scholarship  this  year.  The  requirements 
follow: 
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1.  Recii>ient  must  be  a Delaware  girl. 

2.  She  must  be  accep.ed  in  a Delaware  Hospital. 

3.  It  would  be  desirable  if  she  were  in  the  upper 

third  of  lier  High  School  class. 

4.  She  must  need  financial  aid. 

5.  She  will  apply  to  the  Committee,  a rei)re- 

sentative  of  whom  will  talk  with  the  girl 

and  her  family. 

6.  Bills  will  be  paid  directly  to  the  Hospital. 

7.  In  case  of  non-graduation,  the  recipient 

must  return  the  amount  of  money  used. 

8.  The  Committee  expects  $300  to  cover  a three 

year  ]>eriod  for  one  girl. 

The  Committee  consists  of:  Mrs.  S.  W.  Rennie, 

chairman.  Mrs.  James  Beebe.  Mrs.  Richard  Com- 
egys.  Mrs.  Douglas  Gay,  Mrs.  Roger  Murray,  Mrs. 
John  Pierson.  Mrs.  Daniel  Preston. 

S])onsorship  of  a Drama  League  Play  was  a 
great  financial  success  and  made  the  Scholarship 
possible. 

At  the  request  of  the  Medical  Society  members 
of  the  Auxiliary  contacted  the  dentists  of  the 
S.ate,  distributing  literature  sent  by  Whitaker  and 
Baxter. 

There  have  been  several  bridge-luncheons 
spon.sored  by  the  Ways  and  Means  Committee 
and,  along  imrely  social  lines,  a Christmas  party, 
spring  luncheon,  and  Dinner  Dance. 

Respectfully  submitted: 

Marie  S.  Fox.  President. 

(Motion  made,  seconded  and  carried  that  the 
report  be  accepted.) 

President  Fitchett:  The  Committee  on  Can- 

cer. 

Report  of  the  Committee  on  Cancer 

The  committee  has  held  no  meetings  during  the 
year.  This  report  is  a review'  of  activities  in 
Delaware  related  to  cancer. 

During  the  year  a cancer  clinic  w'as  0]iened  at 
the  Delaw'are  Hospital  in  Wilmington  and  offers 
advice  in  diagnosis  and  treatment  of  patients  re- 
ferred by  any  ])hysician.  Weekly  meetings  are 
held  at  which  sjiecial  jiroblems  are  discussed  and 
jiatients  are  ]>resented.  A comjilete  tumor  clinic, 
a])])roved  by  the  American  College  of  Surgeons 
is  maintained  at  the  Memorial  Hospital  in  Wil- 
mington and  the  Beebe  Hosiiital  in  Lewies  main- 
tains an  ajiproved  diagnostic  clinic. 

The  Delaware  Division  of  the  American  Cancer 
Society  at  1324  Market  Street,  Wilmington,  con- 
tinues its  program  of  public  education  and  service. 
A supjily  of  dressings  and  appliances  is  maintain- 
ed for  the  use  of  needy  cancer  patients  and  is 
supplemented  by  limited  aid  in  paying  ho.s])ital 
bills  and  the  cost  of  medicines.  A motor  corps 
transi>orts  (latients  from  their  homes  to  sources 
of  treatment.  Cancer  Detection  Centers,  open  to 
worn!  n over  35  years  of  age  are  maintained  at 
freejuent  intervals  in  the  Wilmington  hospitals 
and  in  Georgetown.  Examinations  are  limited  to 
the  bi-easts,  genitalia  and  rectum.  Thirty-seven 
cases  of  cancer  and  a vastly  greater  number  of 
other  pathological  conditions  have  been  uncover- 
ed since  the  centers  started  operation  two  and  a 
half  tears  ago. 

The  Kent  County  Medical  Society  is  sponsoring 
the  slogan  that  every  doctor’s  office  is  a detection 
cent;  r and  encourages  its  members  to  make  com- 
prehensive examinations  on  all  jiatients. 

The  Cancer  Control  Division  of  the  State  Board 
of  Health  has  moved  its  headejuarters  from  Mar- 
shal Iton  to  Dover.  The  staff  consists  of  director, 
nurse,  lay  investigator,  jniblicity  director,  and 
secretary.  Its  activities  consist  of  a cancer  regis- 
tration service  to  which  all  cases  of  cancer  are 


reportable  by  law.  A program  of  professional 
education  consists  of  distribution  of  a cancer 
bulletin  to  all  physicians.  A mobile  unit  sujijile- 
ments  the  work  of  the  cancer  society’s  detection 
centers  by  offering  a similar  tyjie  of  examination 
to  women  in  lower  Delaw'are.  As  an  aid  in  cancer 
diagnosis,  bottles  of  fixative  are  available  through 
the  various  health  units  of  the  Board  of  Health 
to  any  jihj'sician  for  the  jmrjiose  of  submitting 
biojisy  sjiecimens  from  indigent  jiatients  for 
pathological  diagnosis.  The  State  Board  of  Health 
defrays  the  cost  of  this  service. 

The  need  for  hosjiital  facilities  for  the  chron- 
ically ill  cancer  patient  has  been  jiartially  met  at 
the  Governor  Bacon  Health  Center  where  about 
a dozen  such  jiatients  are  accommodated. 

Tw’o  research  jirojects  related  to  cancer  are  un- 
der way  at  the  University  of  Delaware.  The  con- 
struction of  an  apparatus  for  the  jiroduction  and 
acceleration  of  a beam  of  monochromatic  beta 
jiarticles  is  in  jirogress  in  the  Dejiartment  of 
Physics  and  has  been  jiartially  financed  by  the 
American  Cancer  Society.  The  second  jiroject, 
financed  by  the  Atomic  Energy  Commission,  deals 
with  the  action  of  x-rays,  neutrons,  and  nitrogen 
mustard  on  grow'th  as  indicated  by  corn  seedlings. 

Resjiectfully  submitted: 

Douglas  M.  Gay,  Chairman. 

Motion  made,  seconded  and  carried  that  the 
report  of  the  Committee  be  accejited. 

President  Fitchett:  Committee  on  Tubercu- 

losis. 

Report  of  the  Coniiiiittee  on  Tuberculosis 

Your  Committee  on  Tuberculosis  wishes  to  sub- 
mit the  follow’ing  rejiort  for  the  jiast  fiscal  year 
from  July  1,  1949  to  June  30.  1950. 

TUBERCULOSIS  MORTALITY— DELAWARE 


July  1,  1949  to  June  30,  1950 

Total  Male  Female 


Total  

89 

54 

35 

White  

52 

31 

21 

Non-w'hite  

37 

23 

14 

The  tuberculosis  mortality  rate  jier  100,000  jioji- 
ulation  for  the  fiscal  tw'elve  months  stated  is  29.6. 
The  jiojiulation  of  Delaw'are  used  w'as  300,000. 


TUBERCULOSIS  MORBIDITY— DELAWARE 
July  1,  1949  to  June  30,  1950 

Total  Male  Female 


Total  275  158  117 

White  207  119  88 

Non-white  68  39  29 


The  average  daily  jiopulation  of  Brandywine 
Sanatorium  was  101.77.  There  w'ere  113  admis- 
sions of  w'hich  64  w'ere  male  and  49  w'ere  female. 
During  this  same  jieriod,  there  w'ere  115  dis- 
charges of  W'hich  62  w'ere  male  and  53  w'ere  fe- 
male. At  Edgew'ood  Sanatorium,  there  w'ere  47 
admissions  and  49  discharges. 

Through  the  State  Board  of  Health  Chest 
Clinics,  there  w'ere  4042  examinations  made  of 
which  1466  were  first  visits  to  the  clinic.  Of  these 
1466  first  visits,  24  were  found  to  have  active 
tulierculosis ; 20  had  inactive  tuberculosis:  14  had 
tuberculosis  with  undetermined  activity  which 
were  later  rechecked  either  by  x-ray  or  by  fluor- 
oscojiy  to  definitely  determine  activity  or  inac- 
tivity; and  654  w'ere  contact  examinations.  Tu- 
berculin testing  continues  to  be  done  in  these 
clinics  of  the  contacts  under  14  years  of  age. 

The  Delaw'are  Anti-Tuberculosis  Society  con- 
tinues to  coojierate  with  the  State  Board  of  Health 
in  tuberculin  testing,  x-raying,  and  fiuoroscojiing. 
The  Delaware  Anti-Tuberculosis  Society,  during 
the  jiast  fiscal  year,  has  x-rayed  2426  cases  which 
include  rechecks  on  the  below  Mobile  Unit  survey 
and  direct  referrals. 

During  the  jiast  calendar  year,  the  Mobile  X-ray 
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Unit  took  a total  of  23,823  x-rays  which  include 
the  following: 

Schools  National  Guards 

Industries  City  Employees  of 

Community  Surveys  Wilmington 

Foodhandlers  Miscellaneous 

The  Mobile  X-ray  Unit  also  takes  14x17  flat 
films  at  the  scheduled  chest  clinics  throughout 
the  state. 

Respectfully  submitted. 

L.  D.  Phillips,  Chairman 

Motion  made,  seconded  and  carried  that  the  re- 
port of  the  Committee  be  accepted. 

President  Fitchett:  The  Committee  on  Social 

Hygiene. 

Report  of  the  Committee  on  Social  Hygiene 

Venereal  disease  control  in  the  state  of  Dela- 
ware is  well  organized,  with  facilities  for  both 
diagnosis  and  treatment.  Each  county  has  two 
or  more  treatment  centers  and  no  district  of  the 
state  is  more  than  ten  miles  from  such  a center. 

The  downward  trend  in  new  cases  of  syphilis, 
which  was  apparent  last  year,  has  continued. 
There  is  an  associated  decrease  in  total  cases 
under  treatment.  New  cases  of  gonorrhea  have 
not  declined  as  much  as  syiihiUs,  due  to  various 
factors  including  reinfection. 

The  recent  legislation  reiiuiring  a pre-marital 
blood  test  in  Delaware  has  been  profitable,  bring- 
ing to  light  a substantial  number  of  unknown  in- 
fections. 

The  Committee  urges  all  physicians  to  be  me- 
ticulous in  obtaining  pre-natal  serologic  tests,  as 
another  means  of  detecting  unknown  infections, 
and  by  therapy,  improving  the  chance  of  a normal 
child. 

Respectfully  submitted, 

A.  D.  King,  Chairman. 

Motion  made,  seconded  and  carried  that  the  re- 
port be  accepted. 

President  Fitchett:  Committee  on  Maternal 

and  Infant  Mortality. 

Report  of  the  Committee  on  Maternal  and 
Infant  Mortality 

A survey  of  the  figures  for  1949  in  the  state  of 
Delaware  show  that  there  were  a total  of  7547 
births,  of  that  6301  were  white  infants  and  1246 
colored. 

In  New  Castle  County,  including  Wilmington, 
99.6%  of  the  while  mothers  were  attended  by 
]fiiysicians  and  of  this  number  98.8%  were  deliv- 
ered in  hospitals.  The  colored  patients  were  at- 
tended by  physicians  in  93.7%  of  cases  and  92.7% 
were  delivered  in  hos])itals.  The  total  number  of 
births  was  4882  — 4185  were  white  and  697 
colored. 

In  Kent  County  physicians  attended  96.7%  of 
the  white  mothers  of  whom  89.8%  were  delivered 
in  hospitals.  The  colored  women  were  attended  by 
physicians  in  39.1%  of  cases  and  30.2%  were  de- 
livered in  hospitals.  The  total  number  of  births 
was  838:  646  were  white  and  192  colored. 

In  Sussex  County  physicians  attended  97.8%  of 
the  white  mothers  of  whom  84.8%  were  delivered 
in  hospitals.  The  colored  women  were  attended 
by  iihysicians  in  40.7%  of  cases  and  24.4%  were 
delivered  in  hospitals.  The  total  number  of  births 
was  1323;  979  were  white  and  344  colored. 

The  total  number  of  ])rematures  recorded  was 
443,  of  these  349  were  white  and  94  colored.  The 
premature  birth  rate  averaged  55.4  for  white  and 
75.6  for  colored  in  the  entire  state. 

The  total  number  of  illegitimate  births  recorded 
w'ere  504,  of  which  153  were  white  and  351  were 
colored.  The  illegitimate  birth  rate  WTS  20.5  for 


white  and  256.8  for  colored  in  New  Castle  County; 
38.7  for  white  and  364.5  for  colored  in  Kent  Coun- 
ty; and  23.5  for  white  and  290.6  for  colored  in 
Sussex  County. 

Blood  tests  were  taken  96.4%  of  both  white  and 
colored  maternity  patients  in  New  Castle  County; 
85.7%  of  white  and  78.6%  of  colored  in  Kent 
County;  and  89.4%  of  white  and  81.1%  of  colored 
in  Sussex  County. 

The  total  number  of  neonatal  deaths  for  1949 
w'as  167.  Of  these  in  New  Castle  County  79  W'ere 
white  and  20  colored;  in  Kent  County  10  were 
wdiite  and  6 colored;  and  in  Sussex  County  24 
were  white  and  14  colored.  This  makes  an  aver- 
age neonatal  mortality  rate  of  22.1,  subdivided 
into  20.2  for  white  and  32.1  for  coloi'ed. 

The  total  number  of  infant  deaths  from  one 
month  to  one  year  was  59,  of  wdiich  41  were  white 
and  18  colored;  making  an  average  death  rate  of 
65  for  white  and  14.4  for  colored,  or  a total  rate  of 
7.8.  The  actual  causes  of  the  neonatal  deaths  and 
those  occurring  up  to  one  year  w'ere  not  deter- 
mined. 

The  total  number  of  still  births  in  Delaware  for 
1949  was  169,  of  wdiich  128  ivere  wdiite  and  41 
colored.  This  gives  a rate  of  20.3  for  white  and 
32.9  for  colored,  or  an  average  rate  for  the  state 
of  22.4.  In  New  Castle  County  there  were  79 
still  births  of  wdiite  — an  average  18.9;  and  23  of 
colored  — an  average  of  33.0.  In  Kent  County 
there  were  16  of  white  — an  average  of  24.7 ; and 
4 in  colored  — an  average  of  20.6.  In  Sussex 
County  there  were  31  of  white  — an  average  of 
31.6;  and  14  in  colored  — an  average  of  40.7. 

The  maternal  mortality  for  Delaw^are  in  1949 
totaled  5 — of  which  3 were  wdiite  and  2 colored. 
This  gives  respectively  a maternal  mortality  rate 
of  .5  for  wdiite  and  1.6  for  colored,  or  an  average 
mortality  for  the  state  of  0.7. 

In  New  Castle  County  there  were  no  maternal 
deaths  in  white  w'omen  and  2 in  colored.  In  Kent 
County  there  W'ere  2 deaths  in  white  women  and 
none  in  colored.  In  Sussex  County  there  was  1 
death  in  a wdiite  woman  and  none  in  the  colored. 
All  of  the  above  cases  wdiich  resulted  in  maternal 
deaths  wmre  cared  for  in  hospitals. 

The  causes  of  death  in  each  case  w'ere  listed  as 
follows: 

1.  Colored  fWilmington  resident) 

Hypertensive  cardio-vascular  disease 
Hepatocellular  disease,  nephrosis 
Right  ectopic  pregnancy 
Hemolytic  transfusion  reaction 

2.  Colored  (Wilmington  resident) 

Pulmonary  edema 
Ruptured  tubal  pregnancy 

3.  White  (Kent  County) 

Spontaneous  abortion 
Uterine  hemorrhage 
Intravenous  pentothal  anesthesia 

4.  White  (Kent  County) 

Cardiac  embolism 

5.  White  (Sussex  County) 

Toxemia  of  pregnancy 
Chronic  nephritis 

The  Committee  recommends  that  the  Society 
endorse  the  ]iro])osed  ]irograni  of  the  State  Board 
of  Health  to  ])rovide  more  effective  immunization 
of  the  infant  and  child  ]iO]iulation  of  the  state.  It 
is  understood  that  the  program  consists  of  adver- 
tising and  encouraging  jiarents  to  have  their  chil- 
dren immunized  by  their  family  physician  against 
the  diseases  of  dijilitheria,  pertussis,  tetanus,  and 
smallpox.  These  immunizations  are  recommend- 
ed as  soon  after  four  months  of  age  as  possible. 

It  is  our  understanding  that  llie  pediatricians 
of  the  state  have  assisted  in  outlining  the  program 
and  have  given  it  their  endorsement. 

The  Committee  recommends  that  the  physicians 
of  the  state  coo])erate  fully  in  this  venture. 

Respectfully  submitted, 

Arnold  H.  Williams,  Chairman. 
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Motion  made,  seconded  and  carried  that  the  re- 
port be  accepted. 

President  Fitchett:  The  Committee  on  Mental 

Health. 

Report  of  the  Coiiiiiiittee  on  Mental  Health 

The  Committee  recognizes  the  fact  that  Dela- 
ware has  been  very  fortunate  in  establishing  ade- 
cjuate  intra-  and  extra-mural  psychiatric  services. 
Beginning  in  1939,  the  housing  facilities  became 
extremely  critical.  The  Delaware  State  Hospital 
and  Delaware  Colony  have  been  severely  neglect- 
ed for  the  past  twenty  years.  Some  of  the  exist- 
ing buildings  in  these  institutions  are  extremely 
obsolete  and  have  been  and  still  are  extremely 
overcrowded.  Each  institution  has  included  in  its 
budget  a definite  building  program. 

Our  psychiatric  hospital  has  been  approved  for 
training  purposes  and  for  the  care  of  patients  by 
all  national  associations.  There  have  been  many 
criticisms  in  regard  to  the  various  defects  of  this 
hospital  and  other  institutions,  of  which  authori- 
ties have  been  cognizant  for  many  years  and  have 
publicly  acknowledged  the  defects  and  the  reasons 
for  such  defects.  The  State  Hospital  has  facilities 
for  less  than  one  thousand  patients;  yet  it  has 
an  average  daily  population  of  1350  patients.  For 
the  past  twenty  years  the  Boards  of  the  hospitals 
have  asked  for  additional  funds  for  building  pro- 
grams. but  there  has  been  no  favorable  response 
from  the  legislature.  While  other  state  hosjtitals 
in  the  past  few  years  have  improved  their  physical 
standards  due  to  the  fact  that  millions  of  dollars 
have  been  aiipropriated  by  their  state  govern- 
ments for  this  inirpose.  Delaware  State  Hos])ital 
has  been  denied  the  opportunity  of  maintaining 
its  high  standards  by  the  legislators’  refusal  to 
consider  such  plans.  Delaware  State  Hospital  has 
included  in  its  1952  budget  a building  program 
of  aj)]troximately  three  million  dollars  which,  if 
completed,  would  maintain  the  high  level  of 
standards  for  the  Hospital.  In  the  past  two  years 
the  state  has  apitropriated  .$1.80  per  capita  pet- 
diem  for  the  State  Hospital.  The  authorities  have 
requested  an  increase  in  per  capita  per  diem  in 
order  to  increase  the  recovery  rate  and  decrease 
the  number  of  chronically  ill.  They  have  also  sug- 
gested that  extra-mural  work  be  extended  to  a 
higher  level  to  include  the  care  of  the  ambula- 
tory, pre-psychotic  grou]t  of  ]>atients.  The  prob- 
lem of  mentally  defectives  in  the  state  should 
also  be  considered  very  seriously.  It  should  be 
the  aim  of  the  state  to  establish  a modern  training 
school  for  high-grade  defectives,  thus  organizing 
a method  by  which  the  children  could  eventually 
become  useKii,  constructive  citizens.  The  above 
work  should  be  in  addition  to  the  regular  care  and 
treatment  for  the  defectives  of  a lower  mental 
level. 

It  is  also  suggested  that  all  general  hospitals 
plan  to  have  a sitecial  small  department  for  the 
care  and  treatment  of  mild  cases  of  psychoneu- 
ro.ses  before  they  are  considered  for  admission 
to  the  public  mental  hospitals. 

It  is  the  opinion  of  the  Committee  that  the  Med- 
ical Society  should  take  approjtriate  action  in  re- 
gard to  the  mental  and  physical  health  of  the 
peo]>le  of  our  state  and  become  a positive  instru- 
ment in  the  political  arena  of  our  state  as  the  only 
comi)etent  and  well-e(juii>pcd  grouj)  with  insight 
and  understanding  of  this  serious  problem. 

Respectfully  submitted, 

G.  W.  K.  Forrest,  Oiairman. 

Motion  made,  seconded  and  carried  that  the  re- 
port be  accepted. 

President  Fitchett:  Dr.  Messick,  are  you  ready 
with  your  report? 

Dr.  Messick:  The  Committee  on  Public  Laws, 


the  Committee  on  Medical  Service  and  Public  Re- 
lations, and  the  Grievance  Board  have  requested 
allocations  as  follows  for  1951:  Dr.  McDaniel, 

$500,  for  the  Committee  on  Public  Laws;  Dr.  May- 
erberg,  for  the  Committee  on  Medical  Service  and 
Public  Relations,  $350;  Dr.  Chipman,  for  the 
Grievance  Board,  .$50. 

Your  Budget  Committee  has  gone  over  the  bud- 
get, and  in  order  to  remain  within  the  same  in- 
come we  have  taken  that  .$900  as  follows:  $50 

that  had  been  allocated  as  miscellaneous  for  the 
running  of  the  office  of  Executive  Secretary;  $200 
that  had  been  allocated  for  the  use  of  the  officers 
and  Council  and  committees;  $100  allowed  for 
travel  for  delegates  to  the  AMA  and  other  con- 
ferenc-es;  $250  allowed  as  miscellaneous  for  the 
running  of  the  exhibits;  $100  from  the  luncheon; 
and  $200  from  the  dinner  and  reception. 

The  revised  budget  is  as  follows: 

Report  of  the  Coiiiiiiittee  on  Budget 


General  Fund 

Receipts 

Operation 

Dues  — current  7,100.00 

Exhibits  900.00 

Dinner  and  luncheon  subscriptions 1,100.00 

Refunds  from  A.M.A 75.00 


Total  - X 9,175.00 

Investments 

Dividends  105.00 

Interest  95.00 


Total  • Y 200.00 


GRAND  TOTAL  9,375.00 

Disbursements 
Salaries  (Part  Time)  (A) 

Plxec.  Secretary  3,000.00 

Stenographer  480.00 

S.  S.  Tax  (employer's  part)  45.00 


Total  (A)  3,525.00 

Office:  (B) 

Printing,  postage,  stationerv  & supplies  450.00 

Tel.  & Telg .' 30.00 

Magazines  20.00 


Total  (B)  500.00 

Operation:  (C) 

Jour.  Subs.  ® .$3.00  825.00 

Com  mittees: 

Public  Laws  500.00 

Med.  Serv.  & Pub.  Rel 350.00 

Grievance  50.00  900.00 

Auditor  200.00 


Total  (C)  1,925.00 

Travel:  (D) 

AMA  Delegate  & conferences  500.00 


Total  (D)  500.00 

Exhibits:  (E) 

Rental  500.00 


Total  (E)  500.00 

Annual  Session:  (F) 

Stenotypist  400.00 

Programs  and  tickets  250.00 

Badges  75.00 

Public  address  system  75.00 

Lantern  operator  75.00 

Luncheon  500.00 

Dinner,  receiition,  entertainment,  music 

and  flowers  1,000.00 

Miscellaneous  23.00 


Total  (F)  2,398.00 
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Summary: 


Salaries  (A)  3,525.00 

Office  (B)  500.00 

Operation  (C)  1,925.00 

Travel  (D)  500.000 

Exhibits  (E)  550.00 

Annual  Session  (F)  2,398.00 


Disbursements  9,348.00 

Balance  (Surplus)  27.00 


GRAND  TOTAL  9.375.00 


Respectfully  submitted, 

J.  M.  Messick,  Chairman. 

President  Fitchett:  You  have  heard  the  report 

of  the  Budget  Committee  on  the  revised  budget 
for  the  coming  year.  What  is  your  pleasure? 

Motion  made,  seconded  and  carried  that  the  re- 
port of  the  Budget  Committee,  as  amended,  be  ac- 
cepted. 

President  Fitchett:  Next  is  the  report  of  the 

Committee  on  Heart  Disease. 

Report  of  the  Conuuittee  on  Heart  Disease 

All  members  of  this  Committee  have  served  on 
the  Medical  Advisory  Board  of  the  Delaware  Heart 
Association  and  thus  assisted  in  giving  direction 
to  the  development  of  policies  and  program  of  this 
organization  during  the  past  year. 

An  all-day  program  on  rheumatic  fever  was 
sponsored  jointly  with  the  Delaware  Academj'  of 
Medicine  on  Aprii  6th,  1950.  Areas  covered  were, 
factors  in  the  etiology  of  rheumatic  heart  disease; 
pathology  of  R.H.D.,  diagnosis  and  course  of 
R.H.D. ; prophylactic  treatment;  the  jDresent  role 
of  ACTH  and  cinchoninic  acid  in  the  treatment 
of  rheumatic  fever,  and  general  or  convalescent 
care  of  the  rheumatic  fever  patient.  The  total 
program  was  planned  in  the  interest  of  all  who 
were  in  one  way  or  another  concerned  with  the 
medical,  nursing,  and  hospital  care  of  the  rheu- 
matic fever  patient. 

Dissemination  of  information  regarding  heart 
disease  and  rheumatic  fever  has  been  effected 
through  the  Delaware  Heart  Association’s  distri- 
bution of  approved  printed  matter  to  the  physi- 
cians throughout  the  state  and  upon  request  to 
the  lay-public. 

The  approval  and  support  of  this  Committee 
was  given  the  Delaware  Heart  Association  for  the 
cooperative  establishment  of  a convalescent  care 
program  at  the  Governor  Bacon  Health  Center 
for  child  rheumatic  fever  patients.  Thirty  beds 
are  available  for  these  patients  who  cannot  be 
cared  for  adequately  in  their  homes. 

Under  the  direction  of  Dr.  George  F.  Campana, 
the  State  Board  of  Health  has  begun  and  is  con- 
tinuing a state-wide  study  or  survey  to  learn  the 
incidence  of  heart  disease  and  rheumatic  fever  in 
Delaware. 

Discussions  with  the  Medical  Advisory  Board 
of  the  Delaware  Heart  Association  are  now  in 
progress  regarding  the  possibility  of  supplement- 
ing the  already  existing  cardiac  clinics  in  Dela- 
ware with  a special  screening  clinic  for  congenital 
heart  disease  cases  by  means  of  angiocardiography 
and  the  newly  developed  tests  of  change  of  oxygen 
tension  in  the  skin  when  100%  oxygen  is  breathed, 
to  detect  right  to  left  shunts.  A special  screening 
project  would  involve  special  equipment  and  the 
bringing  in  of  an  angiocardiograph  specialist  to 
do  the  screening.  Conferences  have  been  held 
with  Drs.  Charles  C.  Wolferth  and  Harry  F.  Zins- 
ser, Jr.,  at  the  University  of  Pennsylvania  Hos- 
pital concerning  the  details  and  advisability  of 
establishing  such  a clinic  in  Wilmington.  The 
screening  would  determine  in  many  instances  the 
need  for  surgery  without  having  to  send  the  pa- 


tient out  of  the  state  for  such  a study.  It  was 
considered  particulariy  advisable  in  the  instances 
of  child  patients,  where  sending  them  out  of  state 
is  both  emotionally  and  financially  costly. 

A program  of  follow-up  and  home  service  has 
been  initiated  by  the  Delaware  Heart  Association 
in  cooperation  with  the  heart  ciinics  relative  to 
rheumatic  fever  child  patients.  In  many  in- 
stances, transportation  to  and  from  clinics  has 
been  provided.  Parents  have  been  assisted  in 
planning  for  the  convalescent  care  period  of  the 
rheumatic  fever  patient  in  his  home  or  at  the 
Governor  Bacon  Health  Center. 

Respectfully  submitted, 

E.  R.  Miller,  Chairman. 

Motion  made,  seconded  and  carried  that  the  re- 
port be  accepted. 

President  Fitchett:  Next  is  the  report  of  the 

Committee  on  Diabetes.  Dr.  Flinn  asked  me  to 
give  a verbal  report  in  his  absence. 

Report  of  the  Coiiiiiiittee  on  Diabetes 

The  Committee  on  Diabetes  wishes  the  House 
of  Delegates  to  endorse  the  participation  in  Dia- 
betes Week  in  November  1950  by  the  State  and 
County  Medical  Societies.  An  intensive  advertis- 
ing campaign  will  be  conducted  in  the  press  and 
by  the  radio.  The  crux  of  the  campaign  will  be 
the  doing  of  urine  sugars  by  the  family  doctors. 
The  Committee  would  urge  that  insofar  as  is 
possible  this  be  done  during  this  campaign  week, 
at  no  cost  to  the  patient. 

Motion  made,  seconded  and  carried  that  the  re- 
port be  accepted. 

President  Fitchett:  The  next  report  is  that  of 

the  Committee  on  Arthritis. 

Report  of  the  Coiiiniittee  on  Arthritis 

I am  very  sorry  to  say  there  have  been  no  ac- 
tivities of  the  Committee  during  the  year.  The 
only  one  who  is  deeply  interested  in  arthritis  in 
the  state  and  doing  something  about  it  is  Dr.  A. 
J.  Heather,  who  has  the  Arthritic  Clinic  at  the 
Delaware  Hospital.  I think  it  would  be  best  to 
appoint  him  Chairman  of  this  Committee  if  it  is 
to  be  continued. 

Respectfully  submitted, 

A.  R.  Shands.  Chairman. 

Motion  made,  seconded  and  carried  that  the  re- 
port be  accepted. 

President  Fitchett:  Next  will  be  the  Commit- 

tee on  Medical  Service  and  Public  Relations,  Dr. 
Mayerberg. 

Report  of  the  Committee  on  Medical  Service 
and  Public  Relations 

Most  of  the  public  relations  projects  suggested 
and  asked  for  at  the  last  regular  meeting  of  the 
House  of  Delegates  have  been  carried  out  by  your 
committee.  We  have  also  endeavored  to  follow 
through  M'ith  recommendations  from  the  Amer- 
ican Medical  Association.  In  fact,  we  are  follow- 
ing closely  the  policy  laid  down  by  the  national 
organization. 

On  December  15,  1949,  a public  meeting  was 
held  at  the  Academy  of  Medicine  in  Wilmington 
under  the  auspices  of  this  committee.  The  topic 
was  “The  Public  Talks  About  Medical  and  Hospital 
Care.”  There  were  no  restrictions  as  to  what 
could  be  said  and  no  one  was  told  Avhat  was  to 
be  said.  The  only  thing  we  asked  at  the  time  was 
that  all  courtesies  be  observed  and  that  the  speak- 
ers refrain  from  personal  imputations. 

The  meeting  was  presided  over  by  the  Rt.  Rev. 
Arthur  McKinstry,  Bishop  of  the  Episcopal  Dio- 
cese of  Delaware,  as  moderator.  The  panel  was 
composed  of  representative  citizens  from  various 
walks  of  life:  Mrs.  Grace  Little,  Superintendent 
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of  Memorial  Hosi)ital,  Hospital  Administrator; 
Mr.  Haix)ld  Maybee.  Blue  Cross  and  Blue  Shield 
Plan:  Hr.  C.  L.  Munson.  Xew  Castle  County  Med- 
ical Society:  Mr.  George  Xejmeh.  C.I.O.  Regional 
Director  Textile  Workers  Union;  Hon.  Thomas 
Herlihy.  citizen  at  large.  Speakers  from  the  floor 
were  Mrs.  Herbert  Dobbs,  representing  university 
women;  Mr.  Gene  Derrickson,  labor;  Mrs.  Nellie 
Taylor,  Vice-Principal  of  Howard  High  School; 
Mr.  A.  M.  Staudt.  Parent-Teachers  Association; 
iMrs.  Xellie  Cussler.  housewife.  The  speakers  led 
off  from  the  floor  and  then  any  one  in  the  audience 
was  permitted  to  ask  (luestions  and  to  sjjeak. 

Bisho])  McKinstry  conducted  the  meeting  in  a 
charming  and  business-like  manner  and  at  times 
only  by  his  wit  and  courage  was  he  able  to  keep 
the  mteting  within  bounds.  As  it  was,  the  dis- 
cussion finally  resolved  itself  into  a matter  of 
racial  segregation. 

The  meeting  was  recorded  and  the  highlights 
from  it  were  broadcast  over  WDEL  and  WILM  on 
four  difl’erent  occasions.  The  i)ress  carried  front 
jtage  stories  for  two  days  and  there  were  two 
editorials.  William  Frank  also  wrote  it  u])  in  his 
column  in  the  Journal  Every  Evening.  The  “P. 
R.  Doctor"  carried  ciuite  a story  about  it,  which 
practically  every  i)hysician  in  the  U.S.A.  received. 
Before  we  had  sent  the  details  to  Chicago,  your 
committee  had  a telegram  from  Larrv  Rentier 
congratulating  us  and  saying  he  had  seen  an  ac- 
count of  the  meeting  in  the  Chicago  ]>ress. 

Your  committee  maj'  find  it  advisable  to  have 
another  such  meeting  down  the  State  this  y'ear, 
and  possiltly'  another  one  in  Wilmington. 

We  were  eni])owered  by  the  House  of  Delegates 
to  employ  a jtress  representative  and  did  so,  but 
after  three  months  we  finally  decided  there  was 
not  enough  work  to  justify  the  expense  and  we 
abandoned  the  idea.  We  had  employed  Miss 
Elizabeth  Power  and  we  hesitated  a long  time 
before  letting  her  go,  but  she  said  that  she  too 
felt  there  was  not  enough  for  her  to  do  and  that 
she  would  be  glad  to  give  us  her  services  any  time 
we  needed  her.  We  at  this  time  gratefully  ac- 
knowledge and  thank  her  for  her  kindness  and 
fine  service  to  us. 

Our  Speakers’  Bureau  has  done  a splendid  job 
this  year.  There  have  been  many  talks  before 
large  and  small  grou])S  by  our  medical  and  lay' 
members.  There  have  not  been  as  many  resolu- 
tions as  we  would  like,  but  even  at  that  we  have 
gained  many  friends  for  the  ])rofession. 

A Grievance  Board  composed  of  five  past  |>resi- 
dents  of  the  Medical  Society  of  Delaware  has  been 
fixated.  Your  committee  met  with  the  Board 
and  helped  them  organize.  Here  again  we  re- 
ceived wide  publicity  in  the  press  and  on  the  radio. 
It  was  acclaimed  by  our  editors  and  columnists. 
We  received  reipiests  from  a number  of  our  states 
wanting  to  know  about  our  jilan.  It  reiiresents 
the  endeavor’s  of  this  Society  to  see  that  the  ]mb- 
lic  intei’est  is  fairly  and  honestly  served  and  to 
correct  misunderstandings  and  abuses  in  the  re- 
lationshi])  of  any  patient  with  a member  of  our 
Medical  Society. 

Your  committee  does  not  jiroitose  to  enter  into 
Iiolitics,  nor  do  we  ask  any  member  of  this  society 
to  do  .so.  but  at  the  same  time  we  urge  each 
member  to  scrutinize  all  candidates  for  ])ublic  of- 
fice in  this  coming  election.  We  must  know  a 
candidate's  attitude  toward  Socialized  Medicine 
and  Socialism  in  any  form.  If  he  is  not  forthright 
in  his  statements  we  should  vote  against  him  and 
urge  our  families  and  friends  to  do  the  same,  no 
matter  what  political  jiarty  he  belongs  to  or 
what  our  individual  political  leanings  may  be. 

Finally,  the  Committee  would  remind  the  mem- 
bers of  the  recommendations  adopted  by  this  So- 


ciety last  year  when  receiving  the  report  of  the 
Committee  on  Medical  Care.  These  recommenda- 
tions are  as  follows: 

1.  That  each  county  society  promulgate  a jiosltive 
plan  for  the  adequate  care  of  indigent  patients 
in  each  county.  This  group  has  been  ignored 
by  most  plans  dealing  with  medical  care.  It 
is  a group  whose  care  iiresumably  must  be  met 
by  tax-supported  and/or  voluntarv  agencies. 
The  operation  of  the  Maryland  jilan  is  to  be 
investigated  in  this  connection. 

2.  That  jiliysicians  in  each  community  in  the  state 
make  arrangements  for  covering  emergencv 
cases  during  office  hours,  nights  and  holidays 
through  cooperative  agreements  with  one  an- 
other. 

3.  That  no  physician  leave  his  practice  without 
having  medical  coverage  for  his  patients  while 
he  is  away. 

4.  That  the  state  and  county  societies  set  up  coun- 
cils on  health  and  sanitation  to  advise  govern- 
ment agencies,  state,  county  and  municipal,  on 
questions  of  health  and  sanitation. 

5.  That  the  state  society  appoint  a committee  to 
investigate  the  medical  care  received  by  the 
colorecl  citizens  of  Delaware. 

Respectfully  submitted, 

Emil  R.  YIayerberg,  Chairman. 
Lemuel  C.  McGee,  Co-Chairman. 
Motion  made,  seconded  and  carried  that  the  re- 
port be  accepted. 

President  Fitchett:  Next  will  be  the  report 

of  the  Committee  on  National  Emergency  Med- 
ical Service. 

Kciiort  of  Coiiiinittcc'  on  National  Enicr- 
gcncy  Medical  Service 

It  is  the  considered  ojiinion  of  the  members  of 
this  Committee  that  the  General  Assembly  of 
Delaware  should  be  requested  to  enact  legislation 
authorizing  the  a]q)ointment  of  a permanent  State 
Civil  Defense  Commission  and  a State  Director 
of  Civil  Defense  with  power  to  act  in  an  emergen- 
cy. 

Your  Committee  therefore  recommends  that  the 
Medical  Society  of  Delaware  re((uest  His  Excel- 
lency The  Governor  to  initiate  such  legislation. 

Your  Committee  recommends  that  the  Medical 
Society  of  Delaware  pledge  to  the  ]ieo])le  of  our 
state  the  services  and  support  of  our  members  in 
all  state  and  local  jirograms  for  Civil  Defense. 

Your  Committee  also  recommends  that  the  State 
Society  recommend  to  each  of  our  coin])onent 
County  Societies  that  they  appoint  a National 
Emergency  Medical  Service  Committee,  so  that 
the  program  of  the  National  Committee  be  de- 
velojied  and  coordinated  at  county  level. 

Respectfully  submitted. 

V.  D.  Wa.shburn.  Ciiairman. 
Motion  made,  .seconded  and  carried  that  the  re- 
port be  accejited. 

President  Fitchett:  Next  is  the  reiiort  of  the 

C'ommittee  on  Vocational  Rehabilitation. 

H«q>oi't  of  the  Coiniiiittce  on  Vocational 
Rehabilitation 

\’ocational  Rehabilitation  in  Delaware  this  past 
fi.scal  year  reached  a new  high  in  the  number  of 
handica])i)ed  persons  given  service,  and  in  the 
number  closed  as  rehabilitated  into  employment. 
When  the  program  was  initiated  in  1939.  during 
the  first  year  of  operation  16  persons  were  re- 
habilitated. This  number  increased  to  43  the  fol- 
lowing year,  and  continued  to  increase  every  year 
thereafter,  until  last  fiscal  year  when  423  persons 
were  rehabilitated.  to  June  30,  1950.  a total 
of  2,469  handicapiied  ]iersons  have  been  rehabili- 
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tatecl  since  the  program  began.  At  the  present 
writing,  we  have  close  to  900  cases  on  our  rolls, 
who  are  in  various  stages  of  the  rehabilitation 
process. 

It  is  interesdng  to  note  that  of  the  423  rehabili- 
tations last  year,  81%  were  unemployed  when  re- 
ferred to  this  Division.  The  average  wage  before 
rehabilitation  was  $4.93  per  week,  but  after  re- 
habilitation services  were  provided  the  average 
wage  increased  to  $37.82  per  week.  In  one  year 
only,  without  considering  any  salary  increases, 
the  earnings  of  these  423  rehabilitated  persons 
would  amount  to  more  than  $755,000.  This  amount 
does  not  include  39  rehabilitated  family  workers, 
farmers  and  others  whose  wages  cannot  be  com- 
puted. 

There  were  47  persons  receiving  welfare  as- 
sistance at  the  time  of  referral  to  this  Division. 
They  and  their  dependents  were  receiving  relief 
aid  at  the  rate  of  $625  a week,  or  $32,500  on  an 
annual  basis.  After  rehabilitation  services  were 
given,  the  47  persons  were  placed  in  employment, 
earning  on  an  average  of  $39.70  a week.  The  an- 
nual earnings  of  these  47  cases  amount  to  $88,764, 
which  is  more  than  twice  the  amount  of  relief 
payments. 

The  physical  restoration  phase  of  the  rehabili- 
tation program  occupies  an  important  place  in  our 
effort  to  return  the  handicapped  to  employment. 
The  funds  expended  for  diagnosis,  hospitalization, 
surgery  and  treatment,  and  surgical  appliances 
exceed  that  spent  for  all  other  case  services  com- 
bined. Costs  for  all  of  these  services  have  in- 
creased tremendously  over  the  past  few  years,  and 
the  number  of  clients  needing  such  services  has 
likewise  increased.  Hospitalization  rates,  for  ex- 
ample, have  in  some  cases  tripled  over  that  of  a 
few  years  ago,  and  the  all-inclusive  per  diem  rate 
in  some  hospitals  still  continues  to  increase.  For 
cases  recjuiring  long-term  hospitalization,  facili- 
ties for  convalescent  care  are  required,  lessening 
considerably  the  cost  of  the  rehabilitation  services, 
and  thereby  reducing  the  total  case  service  ex- 
penditure in  order  that  other  disabled  persons  will 
have  an  opportunity  to  avail  themselves  of  the 
services  of  vocational  rehabilitation. 

The  Rehabilitation  Division  recognizes  the  co- 
operation given  by  the  medical  profession  of  Dela- 
ware, in  its  effort  to  aid  the  disabled  in  our  state. 
We  sincerely  appreciate  the  ojiportunity  of  work- 
ing with  this  group  and  trust  that  we  can  continue 
to  function  together  in  the  common  cause  of  re- 
storing our  handicapped  citizens  to  self-sufficiency. 

Respectfully  submitted, 

John  G.  King,  Director. 

Martin  B.  Pennington, 
Medical  Consultant. 

President  Fitchett:  Next  is  the  report  of  the 

Committee  on  Health  and  Sanitation. 

Report  of  the  Committee  on  Health 
and  Sanitation 

Your  Committee  on  Health  and  Sanitation  re- 
ports substantial  evidence  of  progress  in  the  fields 
of  public  health  and  sanitation. 

Plans  have  been  drawn  for  the  installation  of 
modern  sewerage  facilities  for  the  city  of  Wil- 
mington and  much  of  the  northern  part  of  rural 
New  Castle  County. 

These  plans  also  include  the  construction  of  a 
sewage  disposal  plant  to  serve  not  only  the  city 
of  Wilmington,  but  those  sections  of  rural  New 
Castle  County  which  are  to  have  increased  sew- 
erage facilities. 

Construction  of  these  projects  is  expected  to  be 
started  during  1951.  When  these  projects  will 
have  been  completed  the  health  of  the  residents 


of  these  areas  will  be  conserved,  and  the  pollution 
of  the  rivers  and  streams  will  be  controlled. 

There  is  increased  public  interest  in  the  control 
and  treatment  of  poliomyelitis. 

Additional  hospital  facilities  in  the  city  of  Wil- 
mington have  been  made  available  for  the  care  of 
poliomyelitis  patients. 

Classes  for  the  post  graduate  instruction  and 
training  in  the  care  of  these  patients  have  been 
well  attended  by  graduate  nurses  and  physical 
therapists  from  all  parts  of  Delaware. 

There  has  been  much  public  interest  in  the  pro- 
gram of  the  Wilmington  Department  of  Health 
to  improve  housing  conditions  and  abolish  slum 
areas  in  that  city. 

We  commend  and  endorse  the  efforts  of  the 
public  health  authorities  to  strengthen  and  im- 
prove the  over-all  program  for  the  control  of 
pulmonary  tuberculosis  in  Delaw'are. 

We  are  of  the  opinion  that  the  legislature  should 
be  urged  to  provide  sufficient  funds  with  which 
to  modernize  our  sanatoria  and  to  provide  quali- 
fied personnel  in  sufficient  number  to  properly 
care  for  Delaware’s  tuberculous  patients,  both 
children  and  adults. 

We  recommend  that  the  Public  Laws  Commit- 
tee be  instructed  to  cooperate  with  the  Delaware 
State  Board  of  Health  in  attaining  the  objectives 
cited  above. 

Respectfully  submitted, 

Victor  D.  Washburn,  Co-Chairman. 

Motion  made,  seconded  and  carried  that  the  re- 
port be  accepted. 

President  Fitchett:  Next  is  the  report  of  the 

Committee  on  Care  of  Colored  People. 

Report  of  the  Coniiiiittee  on  Care  of 
Colored  People 

The  Committee  on  Care  of  Colored  People  re- 
grets that  it  has  no  report  to  make  at  this  time 
to  the  members  of  the  Medical  Society  of  Dela- 
ware. 

The  Committee  did  not  know  of  their  appoint- 
ment until  after  the  publication  of  the  July  issue 
of  the  Delaware  State  Medical  Journal  and  there 
has  been  insufficient  time  to  have  meetings  and 
gather  information  in  regard  to  this  subject 
throughout  the  state. 

Respectfully  submitted, 

Samuel  G.  Elbert,  Chairman. 

Dr.  Bird:  Mr.  Chairman,  this  makes  two  oc- 

casions this  evening  in  which,  apparently,  crit- 
icism has  been  leveled  at  the  Executive  Secretary. 
Dr.  Flinn  stated  in  his  report  for  the  Committee 
on  Medical  Education  that  “someone  may  have 
told  me  or  informed  me  previously:  if  so  it  made 
no  impression.”  Now  the  doctor  on  the  Commit- 
tee on  Care  of  Colored  People  says  he  didn't  know 
it  until  The  Journal  for  July  was  received. 

In  January,  immediately  upon  receipt  of  the 
list  of  appointments  for  the  year  of  the  Special 
Committees  by  our  late  President  Scull,  I had 
directory  sheets  printed  such  as  you  find  in  your 
Journal  six  or  seven  times  a year.  Every  man 
on  that  list  wms  mailed  a copy  of  that  sheet  which 
showed,  check-marked  in  ink,  that  you  are  on 
such  and  such  a committee;  your  other  committee 
members  are  Doctors  So  and  So,  and  the  chairman 
is  the  name  at  the  top. 

I cannot  be  responsible  for  Uncle  Sam  delivering 
mail,  nor  can  my  office  be  responsible  for  a doctor 
opening  his  mail  after  he  gets  it.  Nor  can  we  be 
responsible  for  the  letter  making  an  impression. 
I submit  that  every  man  was  notified  hy  mail  on 
or  about  January  20th,  and  not  a single  notifica- 
tion was  returned  by  the  post-office.  I regret  this 
sort  of  statement  has  to  be  made  because  it  is  not 
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fair  to  the  office,  and  not  fair  to  the  recipient,  be- 
cause it  means  that  maybe  he  is  a bit  careless  with 
his  mail. 

Preside.xt  Fitchett:  I am  sure  we  all  realize 

that  if  we  read  the  directory  jtage  of  The  Journal 
we  would  know  that  it  has  all  been  there  for 
months.  So  Dr.  Bird,  there  is  no  criticism  of  you 
in  the  least. 

There  being  no  rejiGrt  from  the  Committee  on 
Care  of  Colored  People,  we  cannot  act  on  it. 

President  Fitchett:  Next  is  the  rejjort  of  the 

Committee  on  Hospitals  and  Practice  of  Medicine. 

Uepoi't  of  the  Coiiiiiiittee  on  Hospitals  and 
Practice  of  Medicine 

No  problems  were  brought  to  the  attention  of 
this  Committee  by  any  of  our  hosjiitals  during 
the  past  year. 

It  might  be  stated,  however,  that  the  Hess  re- 
port. dealing  with  the  hosjiital  practice  of  medi- 
cine. gave  rise  to  the  most  heated  debate  of  the 
Convention  which  was  held  at  San  Francisco  June 
26-JO.  The  House  of  Delegates  took  action  which 
technically  outlawed  the  jiractice  among  hospitals 
of  making  a iirofit  from  the  work  of  doctors  they 
employ  on  a salary. 

For  a comprehensive  review  and  summary  of 
])hysicians  in  their  relationships  with  hospitals, 
we  should  like  to  refer  you  to  volume  14.3,  num- 
ber 12.  Journal  of  the  A.  M.  A..  Julv  22.  1950.  pages 
1090  and  1091. 

Respectfully  submitted. 

C.  E.  Wagner.  Chairman. 

Alotion  made,  seconded  and  carried  that  the  re- 
])ort  be  accejited. 

President  Fitchett:  Next  is  the  report  of  the 

Grievance  Board. 

Report  of  the  Grievance  Board 

The  first  meeting  of  the  Committee  was  called 
liy  the  President  of  the  Medical  Society  of  Dela- 
ware. Di's.  Emil  Mayerberg  and  1^.  C.  McGee  of 
the  Public  Relations  Committee  were  delegated 
to  instruct  the  members  selected  by  your  Presi- 
dent. 

After  instructions  the  following  officers  were 
nominated  and  elected:  Dr.  George  W.  K.  For- 

rest, Chairman,  and  Dr.  I.  L.  Chipman.  Secretary. 
After  much  discussion  of  the  functions  of  this 
Committie  the  following  rule  was  adopted:  That 

all  complaints  should  be  in  writing  and  signed  by 
the  complainant  and  addressed  to  the  Grievance 
Board  of  the  Medical  Society  of  Delaware.  Wil- 
mington. Delaware,  for  adjustment.  Those  com- 
plaints that  could  not  be  adjusted  satisfactorily 
i>y  the  Committee  should  be  referred  to  the  Presi- 
dent and  Board  of  Directors  for  further  study  and 
action.  Up  to  this  date  we  have  had  a number 
of  com))laints.  all  of  which  have  been  adjusted 
satisfactorily  except  one.  All  complaints  came 
from  New  Castle  County  and  Wilmington. 

Respectfully  submitted. 

I.  L.  Chipman.  Sr..  Secretary. 

Motion  made,  seconded  and  carried  that  the  re- 
port be  accejited. 

President  Fitchett:  Next  is  the  report  of  the 

Delegates  to  the  A.  M.  A. 

Report  of  the  Delegate  to  A.  >1.  .\. 

The  House  of  Delegates  convened  in  the  Presi- 
dential Ballroom  of  the  Hotel  Statler.  Washing- 
ton. D.  C..  and  was  called  to  order  at  10:0.5  a.  m. 
by  the  Speaker.  Dr.  F.  F^.  Borzell.  The  Chairman 
rejiorted  that  179  delegates  had  registered. 

Dr.  Andy  Hall.  Mt.  Vernon,  Illinois,  received 
the  General  Practitioner’s  Award  for  the  year. 

Address  of  the  Speaker,  Dr.  F.  F.  Borzell,  stress- 


ed the  continuing  importance  of  strengthening  the 
unity  of  the  American  Medical  Association  against 
efforts  to  socialize  the  profession,  and  urged  countv 
and  state  medical  societies  to  work  in  close  har- 
mony with  the  national  organization. 

In  the  appointment  of  reference  committees 
your  delegate  was  appointed  chairman  of  the  com- 
mittee on  Rules  and  order  of  Business. 

Following  address  of  Dr.  Thomas  C.  Routlev. 
secretary  of  the  Canadian  Medical  Association  and 
Chairman  of  the  Council  of  the  World  Medical 
Association,  the  Speaker  reminded  the  House  that 
Dr.  Louis  H.  Bauer  is  secretary  to  that  Council, 
with  his  offices  in  New  York,  and  urged  everyone 
who  had  not  yet  signed  up  as  a member  of  the 
World  Medical  Association  to  do  so. 

The  address  of  President  Ernest  E.  Irons  is 
printed  in  full  in  the  Journal  of  the  A.  M.  A. 

The  Secretary,  Dr.  George  F.  Lull,  reported  an 
increase  of  5000  names  on  the  membership  roster 
of  the  American  Medical  Association  in  the  pre- 
ceding year  and  an  increase  of  approximatelv 
6000  names  in  the  number  of  Fellows  of  the  Asso- 
ciation. 

It  was  reported  that  the  nine  journals  pub- 
lished by  the  American  Medical  Association  de- 
voted to  the  various  specialties  suffered  a serious 
handicap  during  the  recent  strike  of  compositors 
and  ])i’inters.  As  a result  publications  fell  many 
months  behind.  Since  that  time  special  attention 
has  been  given  to  bringing  these  periodicals  up 
to  date  and  at  this  time  all  the  special  journals  are 
being  published  currently  with  the  month  of  their 
dating.  Subscriptions  have  increased  about  50% 
during  the  jiast  five  years. 

Report  of  the  Washington  Office  is  printed  in 
full  in  the  Journal.  The  chief  functions  of  this 
office  are  to  screen  legislative  measures  intro- 
duced into  the  Congress  for  their  interest  and 
relative  imiiortance  to  the  profession  and  reported 
to  the  officials  of  the  Association  and  to  constitu- 
ent .societies  thru  the  Bulletin  of  this  office,  to 
furnish  bills,  reiiorts.  jiublic  laws,  government 
publications,  etc.,  to  members  and  non-members  of 
the  Association,  to  contact  and  liaison  with  asso- 
ciations and  agencies  to  enlist  and  maintain  their 
support  for  the  Association’s  position  on  legis- 
lation and  to  furnish  speakers  for  jirofessional 
and  lay  groipis  and  coordinate  the  timing  and 
appearance  of  Association  representatives  with 
both  Senate  and  House  committees  for  hearings 
on  medical  and  health  legislation.  Of  alt  the  leg- 
islation followed  by  the  Washington  Office  during 
1949  the  National  Health  Insurance  bills  were  of 
the  most  concern.  The  President’s  Reorganiza- 
tion Plan  No.  1 was  defeated  by  a vote  of  60  to 
32  in  the  Senate  on  August  16.  1949. 

Re]iort  of  the  Council  on  Physical  Medicine  and 
Rehabilitation  is  printed  in  full  in  the  Journal. 
In  connection  with  Atomic  Energy,  it  was  report- 
ed that  radioactive  materials  have  been  consid- 
ered by  the  Council.  Radon  ointments  have  been 
found  unacceptable  and  the  information  made 
available.  Radium  D apjilicators  for  use  in  eye 
conditions  are  still  undergoing  consideration. 

One  of  the  significant  events  of  the  jiast  year 
was  the  adojition  by  the  House  of  Delegates  of  a 
program  for  the  advancement  of  medicine  and 
imblic  health,  one  section  of  which  advocated 
greater  emphasis  on  industrial  medicine  and  on 
accident  prevention.  The  Council  on  Industrial 
Health  has  directed  its  principal  efforts  toward 
a practical  implementation  of  this  broad  policy. 
Authorization  was  requested  and  received  to  set 
iq)  some  form  of  regular  jiermanent  consultation 
with  labor  and  management  on  the  assumption 
that  wider  support  would  occur  thru  joint  rather 
than  single-handed  effort.  Detailed  proposed  arti- 
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cles  of  agreement  following  several  preliminary 
meetings  with  representatives  of  the  American 
Federation  of  Labor,  the  Chamber  of  Commerce 
of  the  United  States,  etc.,  are  printed  in  full  in 
the  Journal. 

Several  I'ecent  resolutions  of  the  House  of  Dele- 
gates have  enunciated  the  great  concern  of  the 
medical  profession  over  the  growing  menace  of 
accidents.  These  resolutions  express  the  intention 
of  the  Association  to  cooperate  with  ali  agencies 
interested  in  accident  control.  The  Secretary  of 
the  Council  participated  in  the  President’s  Con- 
ference on  Industrial  Safety  in  the  Spring  and 
placed  on  record  with  the  Bureau  of  Labor  Stan- 
dards the  Association's  viewpoint.  It  is  exjDected 
that  this  program,  sponsored  by  the  President 
thru  the  United  States  Department  of  Labor,  will 
come  to  be  an  important  annual  function. 

On  recommendation  of  the  Council  on  National 
Emergency  Medical  Service,  the  House  of  Dele- 
gates adopted  resolutions  urging  that  the  position 
of  the  Surgeon  General  of  the  Army  be  elevated 
to  a position  compatible  with  its  importance  and 
guaranteeing  direct  access  to  the  Chief  of  Staff. 
The  Council  reported  that  action  was  taken  by 
the  Army  during  the  last  year  to  effect  this  change. 

A summary  of  state  laws  of  interest  to  physi- 
cians enacted  during  1949,  prepared  by  the  Bureau 
of  Legal  Medicine  and  Legislation,  will  be  pub- 
lished in  the  near  futiu'e.  On  socialized  medicine, 
during  the  year  ten  states  adopted  either  joint  or 
simple  resolutions  petitioning  the  Congress  not 
to  enact  any  law  which  would  i^rovide  for  com- 
pulsory health  insurance:  Alabama,  Arkansas, 

Delaware,  Florida,  Maryland,  Michigan,  Nebraska, 
Tennessee,  Texas  and  Utah.  Another  state,  Wash- 
ington, by  a simple  House  Resolution  commended 
the  President  “for  his  courageous  fight  in  behalf 
of  the  health  of  the  people.” 

In  the  report  of  the  Bureau  of  Health  Educa- 
tion, it  was  shown  that  the  work  of  the  consul- 
tants in  health  and  fitness  continues  to  be  con- 
centrated primarily  in  the  field  of  school  health 
services,  school  health  education  and  healthful 
school  living.  More  and  more  medical  societies 
and  associations,  departments  of  education  and 
departments  of  health  are  disitlaying  increased 
interest  in  school  health  and  calling  on  the  con- 
sultants for  service  in  connection  with  the  de- 
velopment and  expansion  of  school  health  services 
in  the  various  states  and  in  local  communities. 
The  bureau  is  now  engaged  in  making  a survey 
of  school  health  services  on  a nationwide  basis, 
and  an  excellent  return  of  questionnaires  from 
nearly  1900  societies  queried  will  make  the  find- 
ings and  their  eventual  reporting  of  real  sig- 
nificance. 

The  Board  of  Ti’ustees  announced  that  Dr.  Mor- 
ris Fishbein,  by  mutual  agreement,  was  retired 
as  Editor  of  The  Journal  on  December  1,  1949, 
after  37  years  of  devoted  service  to  the  American 
Medical  Association.  Dr.  Austin  E.  Smith  was  ap- 
pointed as  Editor  to  take  the  place  of  Dr.  Fishbein. 

Copy  of  the  1949  Campaign  Report  of  Whitaker 
and  Baxter  in  the  Association’s  fight  against  na- 
tionalized medicine  is  printed  in  full  in  the  Jour- 
nal and  well  worth  your  attention. 

During  recent  years  the  Council  on  Medical 
Education  and  Hospitals  has  reported  frequently 
to  the  House  of  Delegates  that  a major  problem 
in  medical  education  today  is  the  need  for  more 
adequate  financial  support  of  the  medical  schools. 
In  the  last  year’s  report,  reference  was  made  to 
the  Council’s  participation  with  the  Association 
of  American  Medical  Colleges  in  an  effort  to  en- 
list the  support  of  leaders  in  many  fields  for  the 
establishment  of  a national  organization  to  secure 
voluntary  funds  for  the  support  of  medical  edu- 


cation. The  feasibility  of  creating  such  an  or- 
ganization is  being  actively  investigated,  and  in 
all  probability  the  formation  of  such  an  organi- 
zation will  be  announced  soon.  Several  bills  pro- 
viding for  federal  funds  for  the  support  of  medi- 
cal education  have  been  introduced  into  the  81st 
Congress.  If  the  pending  measure  is  enacted  into 
law,  the  continued  independence  and  freedom  of 
the  medical  schools  will  depend  basically  on  the 
capacity  of  the  federal  officers  administering  the 
program  to  recognize  that  the  interests  of  the 
nation  will  be  served  best  if  a policy  of  coopera- 
tion and  not  of  domination  is  adopted.  The  great- 
est safeguard  against  federal  domination  of  medi- 
cal education  will  be  the  avoidance  of  a situation 
in  which  the  medical  schools  become  totally  de- 
pendent on  the  federal  government  for  necessary 
funds.  It  is  hoped,  therefore,  that  the  voluntary 
national  organization  mentioned  above  will  be- 
come a reality.  Such  an  organization  would  pos- 
sess resources  to  which  the  schools  could  turn 
for  aid,  should  federal  funds  ever  be  offered  on 
terms  that  were  unacceptable.  If  this  organiza- 
tion is  established,  the  Council  urges  that  the 
members  of  the  medical  profession  give  it  their 
strong  suport  both  morally  and  financially. 

The  Council  on  Medical  Service  reported  deep 
concern  in  connection  with  the  emergency  call 
problem.  The  National  Education  Campaign 
makes  the  solution  to  this  problem  doubly  im- 
portant, since  an  unfortunate  circumstance  in 
connection  with  one  real  emergency  case  can 
undo  the  good  done  by  a dozen  speakers  or  a 
thousand  pamphlets.  During  the  summer  of  1948 
the  Council  surveyed  the  situation  and  found  only 
about  60  county  societies  with  plans  for  handling 
these  calls.  'To  stimulate  interest  “Emergency 
Calls”  was  made  a subject  for  discussion  at  two 
of  the  “Grass  Roots  Conferences.”  Then,  as  a 
follow  uj)  to  assist  the  medical  societies  in  de- 
veloping idans,  the  Council  published  a pamphlet 
entitled  “Planning  for  Emergency  Medical  Calls” 
and  distributed  it  to  each  of  some  2100  county 
societies.  This  pamphlet  presents  16  plans  now 
in  operation  as  examples  of  how  emergency  calls 
can  be  handled.  At  present  the  Council  is  pre- 
paring a second  pamphlet,  designed  specifically 
to  assist  the  small  county  medical  societies.  At 
the  time  of  this  report  18  states  have  reported  a 
total  of  225  emergency  call  plans  in  oj^eration. 
Delaware  is  not  among  them. 

The  report  of  the  Committee  on  Blood  Banks 
closed  with  the  following  remai'ks  “Without  un- 
due emphasis  on  the  danger  of  a forthcoming 
local  or  national  emergency,  your  committee 
recommends  that  the  American  Medical  Associa- 
tion do  everything  it  can  thru  its  appropriate 
councils  or  committees  to  cooperate  fully  with  all 
other  agencies  ....  which  are  concerned  with 
the  problem  of  ])rocurement,  processing  and  dis- 
23ensing  of  blood  ....  A coordinated  program 
on  the  national  level,  with  complete  integration  of 
private  and  hospital  blood  banks  with  the  Re- 
gional Red  Cross  Blood  centers  on  the  local  level 
and  an  informed  and  trained  medical  profession 
will  be  able  to  meet  any  emergency  which  may 
arise.  The  American  Medical  Association  should 
dedicate  itself  to  the  realization  of  this  objective 
in  addition  to  the  discharge  of  the  several  other 
obligations  it  has  assumed  to  relieve  suffering 
and  save  lives  among  the  people  of  the  United 
States.” 

The  Board  of  Trustees  recommended,  and  it 
was  moved  and  seconded  by  others  that  the  dues 
for  1950  be  set  at  $25  per  member.  However,  there 
was  a move  for  reconsideration  and  the  report 
was  tabled  until  the  next  meeting  of  the  House. 
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Address  of  Mr.  George  Craig,  National  Com- 
mander of  tlie  American  Legion,  is  printed  in  full 
in  the  Journal,  He  reiterated  the  fact  that  the 
American  Legion  and  the  Americal  Medical  Asso- 
ciation are  “on  the  same  team,"  that  is,  against 
socialized  medicine,  compulsory  health  insurance 
and  all  those  other  matters  that  “puts  the  gov- 
ei'iiment  into  the  life  of  the  individual,  remov'es 
the  government  from  the  control  of  the  people,” 

Following  various  miscellaneous  resolutions, 
motion  of  thanks  to  the  Local  Committee  on  Ar- 
rangements, etc.,  the  meeting  adjourned  at  1:20 
p,  m.  on  December  9,  1949, 

Respectfully  submitted, 

James  Beebe,  Delegate 

Kcpcn-t  of  the  Delegate  to  the  A.  M.  A. 

Owing  to  the  illness  of  our  delegate.  Dr.  James 
Beebe,  it  was  my  privilege  to  serve  as  alternate 
delegate  from  Delaware  at  the  meeting  of  the 
American  Medical  Association,  which  was  held  at 
San  Francisco,  June  26-.30.  It  was  one  of  the  most 
successful  meetings  ever  held. 

The  House  of  Delegates  voted  to  ask  each  state 
medical  hoard,  in  behalf  of  displaced  physicians 
in  our  country,  (1)  to  frame  special  regulations 
for  them,  (2)  to  accept  International  Refugee 
Organization  certificates  when  other  evidence  of 
j>rofessional  status  is  unobtainable,  (3)  to  ai)point 
them  to  state  hospitals  to  let  them  learn  American 
methods,  (4)  to  let  some  of  them  do  limited  prac- 
tice in  shortage  areas. 

The  formation  of  a student  American  Medical 
Association  was  authorized,  the  Board  of  Trustees 
to  initiate  the  organization  of  such  a body.  This 
junior  A.  M.  A.  is  to  replace  the  Association  of 
Internes  and  Medical  Students  wdiich  could  not 
be  supported  because  of  its  left-wing  tendencies. 
Internes,  it  is  hoped,  will  be  offered  special  mem- 
berships by  the  medical  societies  in  their  counties. 

A modified  rej)ort  of  the  Committee  on  Hosjiitals 
and  the  Practice  of  Medicine  was  ado])ted.  It  de- 
nounces systems  whereby  hospitals  hire  salaried 
physicians  for  medical  care  and  bill  the  patients 
for  this  care. 

Disajiproval  of  the  way  certain  hospitals  favor 
.specialty  board  diplomates  was  voiced  by  the  House 
in  no  uncertain  terms.  It  declared:  “The  particu- 

lar s|>ecialties  in  which  residents  are  being  trained 
should  be  represented  on  the  staff  by  well-quali- 
fied, i)roficient  and  experienced  ])hysicians,  wheth- 
er or  not  they  hold  membership  in  s)>ecial  societies 
and  colleges  or  are  certified  in  their  specialties.” 

The  National  Education  Campaign  during  1951 
is  to  be  continued  with  the  fii'in  of  Whittaker  and 
Baxter  as  directors  of  the  Camj)aign.  It  is  hoped, 
however,  that  this  Cami>aign  can  eventually  be 
discontinued  by  ex])anding,  the  A.  M.  A.’s  Depart- 
ment of  Public  Relations  and  some  of  the  special 
committees  of  the  Council  on  Medical  Service. 

The  House  also  voted  to  include  subscrij)tion  to 
The  Journal  in  membership  dues  and  to  set  dues 
for  1951  at  .$25,  the  rate  for  1950.  Income  of  the 
association  will  thus  drop;  but  because  of  a lower 
outlay  for  the  National  Education  Campaign  it 
is  believeri  tliat  it  will  suffice. 

The  1950  interim  meeting  or  Clinical  Session 
will  be  held  in  Cleveland,  Ohio,  December  5-8. 

New  York  City  was  chosen  for  the  annual  con- 
vention in  1953. 

Respectfully  submitted, 

C.  E.  Wagner,  Delegate 

President  Fitchett:  You  have  heard  the  rejiort. 

What  is  your  jileasure? 

Dr.  Bird:  I would  like  to  ask  a question.  If 

this  action  of  the  AMA  is  carried  out,  it  is  a logi- 
cal conclusion  that  they  will  take  off  the  list  of 


approved  institutions  those  that  employ  physicians 
on  a salary  and  make  a profit  on  them.  Then 
what  is  going  to  happen  to  Johns  Hopkins,  Mayo 
Clinic,  and  many  others? 

Motion  made,  seconded  and  carried  that  the 
report  be  accepted. 

President  Fitchett:  The  next  report  is  that 

of  Dr.  LaMotte,  the  representative  to  the  Dela- 
ware Academ  yof  Medicine. 

Report  of  tlie  Representative  to  D.  A.  >1. 

During  the  [last  year  there  has  been  an  in- 
creased activity  of  the  Delaware  Academy  of 
Medicine,  as  shown  by  the  addition  of  11  new 
members,  the  attendance  of  the  scientific  meet- 
ings (“refresher”  courses),  and  in  the  use  of 
library. 

The  Academy  sponsored  upon  request  of  the 
Wilmington  Board  of  Health  a series  of  four 
“refresher"  courses  as  follows: 

March  28,  1950,  on  Poliomyelitis,  at  the  A.  I. 
du  Pont  Institute. 

April  6,  1950,  on  Rheumatic  Fever,  at  the  Acad- 
emy. 

May  10,  1950,  on  Diabetes,  at  the  Veterans  Ad- 
ministration Hospital. 

Sejitember  19.  1950,  on  Pulmonary  Tuberculo- 
sis, at  the  Delaware  Hospital. 

The  lecturers  were  outstanding  men  in  their 
field  and  all  the  courses  were  on  an  excellent 
scientific  level.  The  courses  were  very  favorably 
commented  iqion  by  the  local  iiress.  They  were 
attended  not  only  by  physicians,  but  also  by 
members  of  the  nursing  jirofession  and  social 
workers.  The  average  attendance  at  each  of  the 
courses  was  aiqiroximately  200  persons. 

There  has  been  a steady  use  of  the  Library 
by  the  members,  as  well  as  by  the  various  local 
libraries  who  borrow  through  inter-library  loan 
service.  Several  new  books  have  been  added  dur- 
ing the  year.  The  Library  received  as  gifts  from 
the  Delaware  Heart  Association  and  from  the 
Delaware  State  Anti-Tuberculosis  Society,  collec- 
tions of  the  very  latest  books  on  heart  diseases, 
and  tuberculosis.  Also  several  gifts  of  books  and 
journals  hav'e  been  received  from  the  members 
of  the  Academy.  The  binding  jirogram  of  all 
journals  jiroceeded  as  funds  permitted.  Lists  of 
new  accessions  of  the  Library  are  now  being  sent 
to  the  membershii). 

The  building  has  been  used  during  the  year  by 
the  New  Castle  County  Medical  Society,  Delaware 
State  Dental  Society,  Delaware  Pharmaceutical 
Society,  Woman's  Auxiliary  of  the  Medical  Society 
of  Delaware,  and  the  Delaware  Heart  Association. 

Respectfully  submitted, 

W.  O.  LaMotte,  Representative 

Motion  made,  seconded  and  carried  that  the 
report  be  accepted. 

President  Fitchett:  We  have  one  more  report, 

the  rejiort  of  the  Delegate  to  the  United  States 
Pharmacopoeia  Convention  in  Washington. 

Report  of  the  Delegate  to  the  V.  S.  P. 

Convention 

As  official  delegate  of  the  Medical  Society  of 
Delaware.  1 attended  all  formal  sessions  of  the 
United  States  Pharmaco})oeial  Convention  held  in 
Washington.  I).  C..  May  9 and  10,  1950.  The  prin- 
cipal items  of  business  before  the  Convention 
were  consideration  of  pro])Osed  changes  in  the 
constitution  and  bylaws  and  election  of  a General 
Committee  of  Revision.  In  introducing  both  items, 
it  was  repeatedly  emphasized  that  the  United 
States  Pharmacopoeial  Convention  offers  the  sole 
instance  in  which  Congress  has  delegated  to  a non- 
])olitical  body  of  jirofessional  men  the  right  to 
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establish  standards  which  have  the  force  of  fed- 
eral law.  This  action  of  Congress  has  not  yet 
been  challenged  with  success,  but  a successful 
challenge  would  be  of  serious  import  to  all  those 
concerned  in  the  use  of  drugs;  and  such  a chal- 
lenge, in  view  of  modern  trends  of  thought,  might 
only  be  prevented  by  very  careful  selection  of 
officers  of  the  Convention  and  of  the  Revision 
Committee. 

The  most  important  proposed  changes  in  the 
constitution  and  bylaws  reduced  the  number  of 
vice-presidents  to  one,  giving  the  Board  of  Trus- 
tees the  power  to  fill  the  office  of  vice-president 
should  it  fall  vacant  between  meetings  of  the 
Convention,  and  reduced  representation  of  or- 
ganizations and  institutions  taking  part  in  the 
convention  from  three  delegates  to  one  delegate 
and  an  alternate.  This  did  not  change  voting 
power,  since  the  three  delegates  allowed  by  the 
old  constitution  and  bylaws  were  only  entitled 
to  one  vote  between  them,  which  vote  could  be 
split  if  differences  of  opinion  arose  between  dele- 
gates. Such  splitting  of  votes  complicates  bal- 
loting in  a large  convention.  Other  changes  in  the 
constitution  and  bylaws  were  merely  matters  of 
nomenclature  or  matters  of  simple  wording. 

The  proposed  changes  were  accepted  by  the 
Convention.  It  should  be  noted  that  they  are 
not  effective  until  the  1960  convention  is  called. 
All  delegates  to  the  1950  convention  retain  their 
status  until  1960,  unless  resignation  or  death 
should  intervene,  in  which  case,  the  organiza- 
tion or  institution  which  they  represent  presum- 
ably has  the  right  to  make  replacement. 

In  view  of  the  importance  of  electing  an  ade- 
quately qualified  General  Committee  of  Revision, 
your  delegate  made  as  careful  study  as  possible 
of  the  records  of  those  nominated,  both  by  review 
of  data  supplied  by  the  Nominating  Committee 
and  by  discussions  with  other  delegates.  To  add 
some  interest  to  an  otherwise  very  tedious  process 
of  balloting,  your  delegate  kept  a “score”  of  “suc- 
cess” in  voting  as  follows:  medical  sciences,  your 
delegate  voted  in  favor  of  15  of  the  20  elected; 
pharmaceutical  and  allied  sciences,  your  delegate 
voted  in  favor  of  25  of  the  40  elected.  It  v'as  the 
general  consensus  of  opinion  that  a very  good 
General  Committee  of  Revision  of  the  United 
States  Pharmacopoeial  Convention  has  been  set 
up  for  the  next  ten  years. 

Respectfully  submitted, 

John  H.  Foulger,  Delegate 

Motion  made,  seconded  and  carried  that  the 
report  be  accepted. 

President  Fitchett:  Next  is  the  report  of  the 

Committee  on  Nominations. 

Report  of  the  Coiiimittee  on  Nomination 

Officers 

Vice-President:  Benjamin  F.  Burton,  Dover. 

Secretary:  Andrew  M.  Gehret,  Wilmington. 

Treasurer:  Joseph  M.  Messick,  Wilmington. 

Rep.  to  D.  A.  M.;  W.  Oscar  LaMotte,  Wilming- 
ton. 

Standing  Committees 

Scientific  Work:  R.  W.  Comegys,  Clayton;  O. 

A.  James,  Milford;  A.  M.  Gehret,  Wilmington. 

Publication:  W.  E.  Bird.  Wilmington;  M.  A. 

Tarumianz,  Farnhurst;  A.  M.  Gehret,  Wilmington. 

Public  Laws:  J.  S.  McDaniel.  Sr.,  Dover;  E.  R. 
Mayerberg,  Wilmington:  J.  W.  Lynch,  Seaford; 
J.  b.  Niles,  Middletown:  V.  D.  Washburn,  Wilming- 
ton. 

Medical  Education:  R.  O.  Y.  Warren.  Wilming- 

ton; J.  L.  Fox,  Seaford;  H.  W.  Smith,  Dover. 

Budget:  J.  M.  Messick,  Wilmington:  Charles 

Levy,  Wilmington;  M.  A.  Tarumianz,  Farnhur.st; 


W.  T.  Chipman,  Harrington:  J.  R.  Elliott,  Laurel. 

State  Board  Medical  Examiners:  C.  L.  Munson, 

Wilmington;  G.  A.  Beatty,  Wilmington;  M.  F. 
Squires,  Richardson  Park;  I.  J.  MacCollum,  Wyo- 
ming; J.  B.  Waples,  Georgetown;  H.  V’P.  Wilson, 
Dover;  E.  R.  Mayerberg,  Wilmington.  Terms  ex- 
piring, 3/1/51:  William  Marshall,  Jr.,  Milford; 

J.  E.  Marvil,  Laurel;  L.  J.  Jones,  Wilmington. 

Respectfully  submitted, 

Charles  T.  Lawrence,  Chairman 

Motion  made,  seconded  and  carried  that  the 
report  be  accepted. 

President  Fitchett;  The  next  report  is  that  of 
the  Committee  on  Arrangements  for  the  Con- 
vention. Dr.  McDaniel,  do  you  have  a report  on 
the  committee? 

Dr.  McDaniel;  I don’t  have  any  report.  I 
hope  everything  is  satisfactory.  I think  every- 
thing is  accounted  for. 

I might  say  right  here  that  arrangements  have 
been  made  for  this  delegation  to  have  something 
to  eat  right  after  this  meeting  at  the  Dinner  Bell 
Inn. 

President  Fitchett;  Are  there  any  resolutions? 

Dr.  Gehret;  None. 

President  Fitchett;  Are  there  any  commun- 
ications? 

Communication 

Dr.  Gehret;  Mr.  President,  I have  a communi- 
cation here  which  was  handed  to  me  just  before 
coming  to  Dover.  It  will  be  self-explanatory,  and 
I believe  Dr.  Bird  has  answered  the  first  portion 
of  it.  It  is  addressed  to  me  and  is  dated  Octo- 
ber 1st,  from  L.  B.  Flinn.  It  reads: 

Dear  Doctor  Gehret: 

I am  very  much  concerned  about  the  lack  of 
activity  in  the  State  Society.  One  of  the  difficul- 
ties, 1 am  sure,  is  the  present  lack  of  activity 
of  both  the  standing  and  special  committees. 
There  are  a few  exceptions.  Part  of  this  is  due, 
I am  convinced,  to  the  fact  that  none  of  the  officers 
or  the  executive  secretary  exhibit  any  interest  in 
what  any  committee  does  until  the  week  before 
the  annual  meeting  when  a report  is  requested. 
Manj^  chairmen  do  not  even  know  they  are  chair- 
men. I hajipen  to  know  that  Dr.  Elbert  did  not 
know  he  was  chairman  of  Committee  No.  16.  1 

did  happen  to  know  that  I am  chairman  of  the 
Committee  on  Diabetes  because  I was  already 
involved  in  that  activity. 

Unless  some  new  method  of  coordinating  and 
stimulating  the  various  committees  is  developed, 
I feel  that  the  Medical  Society  of  Delaware  has 
a good  chance  of  becoming  extinct.  The  Commit- 
tee on  Tuberculosis  is  a farce.  I have  been  on 
the  Committee  for  a number  of  years,  and  as  far 
as  I know,  the  Committee  has  never  met.  Dr. 
Phillips,  as  chairman,  always  sends  in  a very 
concise  and  good  report  of  the  activities  and  ac- 
complishments of  the  Brandywine  Sanatorium 
and  includes  in  this  a summary  of  the  activities 
of  the  various  state  tuberculosis  clinics.  This,  in 
my  opinion,  has  very  little  to  do  with  the  function 
of  such  a Committee  of  the  State  Society.  With 
all  the  recent  controversy  about  tuberculosis  in 
the  state  of  Delaware,  it  would  seem  that  the 
State  Committee  on  Tuberculosis  should  have 
taken  a more  active  part. 

I request  that  you  bring  this  matter  to  the 
attention  of  the  House  of  Delegates. 

Very  sincerely  yours 

Lewis  B.  Flinn 

President  Fitchett;  You  have  heard  the  letter 
from  Dr.  Flinn.  What  is  your  pleasure? 

Dr.  Mayerburg;  I wonder  if  you  will  entertain 
a motion  at  this  time.  Mr.  President,  on  the  sub- 
ject of  tuberculosis?  For  two  or  three  years  now 
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the  State  Hoard  of  Health  has  recognized  the  fact 
that  there  is  much  to  be  done  in  the  way  of  con- 
trolling and  eradicating  tuberculosis  in  the  state. 
Tliey  are  making  tremendrais  efforts  to  improve 
their  services.  The  only  thing  that  has  happen- 
ed throughout  the  years,  and  I can  speak  as  a 
member  of  the  Board  for  eight  years,  has  been 
the  lack  of  funds.  Give  the  State  Board  of  Health 
enough  money  to  employ  a full-time  Director  of 
Tuberculosis  in  the  state  and  enough  to  employ 
proper  ))er.sonnel  in  the  sanitoria.  and  enough 
j)hysicians  with  salary  adeciuate  to  attract  phy- 
sicians to  man  our  clinic,  and  in  two  or  three 
years  instead  of  being  at  the  bottom  of  the  list 
we  will  be  j)retty  well  up  towards  the  top  in 
tuberculosis  control. 

With  that  thought  in  mind,  sir,  I move  that 
this  House  of  Delegates  go  on  record  as  approv- 
ing the  magnificent  work  the  State  Board  of 
Health  has  done,  and  urge  them  to  ask  for  suf- 
ficient funds  in  the  coming  Legislature  to  advance 
their  work  and  assure  them  that  every  doctor 
in  the  state  is  in  back  of  them  in  their  itrogram. 

Motion  seconded  and  carried. 

President  Fitchett:  Are  there  any  further  com- 

ments on  the  letter? 

Dr.  Chipman:  I move  that  Dr.  Flinn’s  letter 

be  accepted  and  filed  for  future  reference. 

Dr.  Munson:  Mr.  President,  1 would  like  to 

say  just  a word  about  Dr.  Flinn's  letter,  if  I 
might. 

Having  been  an  otficer  of  the  organization  for 
quite  a while,  I have  been  lather  rabid  about  the 
fact  that  the  organization  was  not  destined  to 
become  extinct  but  was  pretty  darn  near  so  and 
has  been  for  many  years.  I would  submit  that 
it  is  not  the  officers  of  the  Society  who  are  behind 
the  times;  it  is  the  fact  that  the  officers  who  do 
most  of  the  work  get  ab.solutely  no  support  from 
the  rank  and  file  of  the  members.  Any  of  you 
who  have  tried  to  contact  the  members  of  this 
Society  and  get  a decent  answer  on  any  subject 
will  agree  with  me. 

I would  submit  to  you  that  the  way  of  making 
this  a going  Society,  if  we  can  do  so,  is  to  try 
and  find  some  way  of  interesting  the  rank  and 
file  members  and  getting  them  out  to  meetings 
and  getting  them  to  ]>ay  attention  to  the  com- 
munications that  come  to  them  from  the  Secre- 
tary’s office,  and  from  the  other  officers  of  the 
Society. 

President  Fitchett:  Is  there  any  further  com- 

ment? 

Motion  marie,  seconded  and  carried  that  the 
letter  of  Dr.  Flinn  be  made  a matter  of  reference 
in  the  files. 

Miscellaneous 

President  Fitchett:  1 think  we  have  to  approve 

the  scientific  jirogram.  Will  someone  make  a 
moton  that  the  jirogram  as  iiresented  in  the  jirint- 
erl  Jirogram  be  ajijiroved? 

.Motion  made,  seconded  and  carried  that  the 
scientific  jirogram  be  ajijiroved. 

President  Fitchett:  Next  is  the  selection  of 

the  meeting  jilace  for  1951. 

Dr.  Bird:  The  meeting  goes  to  New  Ca.stle 

County,  and  Wilmington  seems  to  be  the  only  jilace 
big  enough  to  hanrlle  it. 

Dr.  MacCoi.lum:  1 move  that  the  meeting  be 

held  in  the  city  of  Wilmington  in  1951. 

.Motion  seconded  and  carried. 

Dr.  I.awrence:  .Mr.  President,  under  miscel- 

laneous matters,  Dr.  Prickett  of  Smyrna,  who  is 
not  a delegate,  has  a matter  which  he  would  like 
to  call  to  the  attention  of  the  House  of  Delegates. 

Motion  made,  seconded  and  carried  that  recog- 
nition be  given  to  Dr.  Prickett. 


Dr.  Prickett:  Mr.  President.  Members  of  the 

House  of  Delegates:  This  jiossibly  should  come 

under  communications.  I was  asked  by  the  ex- 
ecutive director  of  the  Relief  Dejiartment  of  the 
Old  Age  Welfare  Commission  to  ask  the  Presi- 
dent of  this  Society  to  ajijioint  a committee  to 
meet  with  him,  or  a committee  designated  by  a 
g;rouji  of  welfare  agencies,  in  an  effort  to  set  a 
fee  for  jihysicians  who  treat  or  examine  indigent 
cases. 

In  some  cases  in  Wilmington,  or  in  the  state, 
doctors  will  go  out  on  indigent  cases  and  charge 
no  fee.  In  other  cases  a charge  is  made. 

The  director  feels  that  he  would  much  prefer, 
as  is  done  in  many  other  cases,  that  some  stan- 
dardized fee  be  set.  I don't  mean  an  exact  fee, 
but  some  conclusion  be  arrived  at  whereby  a jihy- 
sician  would  receive  a jirojier  fee  for  his  services. 
He  asks  that  a committee  be  ajijiointed  by  the 
President  to  meet  with  a group  of  welfare  agen- 
cies. 

President  Fitchett:  I wonder  if  this  shouldn’t 

be  done  at  the  county  level  rather  than  at  the  state 
society  level? 

Dr.  Prickett:  I talked  to  him  about  that.  He 

had  the  feeling  that  he  would  like  it  to  be  at  the 
state  level,  because  I think  he  had  tried  at  the 
various  county  levels  ami  had  not  been  very  suc- 
cessful. so  he  told  me.  He  thought  jirobably  at 
the  state  level  it  might. 

If  the  groujj  feels  that  the  state  level  would 
be  the  jilace  to  jiut  his  reijuest,  I am  sure  that 
he  will  be  agreeable  to  it. 

President  Fitchett:  What  is  the  pleasure  of 

the  House  regarding  this  suggestion  for  the  for- 
mation of  a committee? 

Dr.  Prickett:  If  you  would  like  it  at  the  county 

level,  that  would  be  satisfactory,  I’m  sure.  If  you 
would  like  for  each  county  to  set  their  own  fees 
in  regard  to  the  treatment  of  indigent  cases,  that 
will  be  jierfectly  satisfactory.  In  that  case  you 
can  turn  down  my  suggestion  and  it  will  be 
brought  uji  by  the  counties. 

Dr.  Mayerberg:  Mr.  Chairman,  forgive  me  for 

taking  the  floor  again.  If  you  will  read  the  last 
jiart  of  the  rejiort  on  Medical  Service  and  Public 
Relations,  you  will  see  that  one  thing  that  we  ein- 
jihasized.  that  was  jiassed  by  the  House  of  Dele- 
gates at  last  year’s  meeting,  has  had  nothing  done 
about  it.  The  Executive  Secretary  sent  a memo- 
randum to  the  jiresident  and  secretary  of  each 
county  .society  calling  his  attention  to  every  one 
of  those  jirovisions,  and  nothing  has  been  done 
about  it. 

The  first  and  only  reference  that  I know  that 
has  been  made  to  it  was  at  a county  meeting  about 
two  months  ago,  when  I got  uji  and  said  the  same 
thing  urging  the  New  Castle  County  Society  to 
make  some  jirovisions  for  taking  care  of  the  in- 
digent. We  were  talking  about  Blue  Shield  and 
Blue  Cross  for  our  own  benefit,  jiaying  no  at- 
tention to  the  indigent.  Here  Dr.  Prickett  comes 
right  out  and  gives  you  a solution  to  this  whole 
thing,  with  some  state  agency  back  of  it.  It  is 
the  finest  ojijiortunity  in  the  world  that  I know  of 
to  get  this  thing  started  on  a state-wide  basis, 
referred  to  each  county  for  coojieration. 

I am  in  favor  of  it  and  I will  introduce  a motion 
for  it.  You  state  the  motion.  Doctor,  and  I will 
accejit  it  as  my  own. 

Dr.  Prickett:  The  motion  which  I would  sug- 

gest is  that  the  President  ajipoint  a committee 
of  3 members  of  the  Society  to  confer  with  agen- 
cies dealing  with  relief  for  the  indigent,  in  an 
effort  to  establish  jirojier  fees  at  county  levels  for 
the  examination,  treatment,  and  care  of  these 
cases. 
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Dr.  Mayerberg:  I will  accept  that  motion. 

Dr.  MacCollum;  I second  it. 

Dr.  Cannon:  What  agencies  specifically  are 

involved? 

Dr.  Prickett:  I will  answer  that.  In  this  par- 

ticular instance  it  was  Mr.  Cooley,  who  is  the 
executive  director  of  the  Relief  Department  of  the 
Old  Age  Welfare  Commission,  who  has  to  do  just 
with  relief.  There  are  no  scheduled  fees  whereby 
the  unemployables,  people  on  food  orders,  people 
on  relief  who  need  medical  care,  may  be  treated 
by  a physician  whereby  that  particular  office 
might  ask  that  some  doctor  treat  the  case  and  have 
a standard  fee  for  the  county  for  such  treatment. 
Many  doctors  go  out  to  treat  them  free;  many 
doctors  make  a charge.  He  feels  that  each  doctor 
should  have  the  same  right  to  a fee. 

We  went  so  far  as  to  state  that  the  State  Board 
of  Welfare,  the  Board  of  Dependent  Children,  and 
so  forth,  come  under  that  same  heading.  It  seems 
to  me  that  the  only  thing  that  he  himself  can 
ask  is  for  the  State  Relief  Department  of  the  Old 
Age  Commission. 

President  Fitchett:  Are  you  ready  for  the 

question? 

Upon  being  jout  to  a vote,  the  motion,  which  had 
previously  been  seconded,  was  carried. 

President  Fitchett:  Is  there  any  further  busi- 

ness? 

If  not,  the  meeting  is  adjourned. 

Whereupon  at  10:. 30  P.  M.  the  meeting  of  the 
House  of  Delegates  was  adjourned. 


V.  A.  Prescriptions 

Dear  Doctor:  For  your  inl'ormation  and 

compliance  we  quote  the  following  telegram 
received  today  from  the  Veterans  Adminis- 
tration, Washington,  D.  C. : 

“This  office  has  received  information  that 
some  fee  basis  physicians  are  prescribing  and 
using  investigational  drugs  for  treatment  of 
VA  out-patient  beneficiaries.  This  practice 
cannot  be  condoned.  It  is  requested  that  your 
office  advise  all  fee  basis  physicians  that  in- 
vestigational drugs  for  which  new  drug  ap- 
plications have  not  been  made  effective  l)y 
food  and  drug  administi-ation,  and  therefore, 
not  available  through  the  regular  channels  of 
interstate  commerce  should  not  he  used  in 
authorized  out-patient  treatment  of  VA  bene- 
ficiaries. ’ ’ 

Sincerely  yours, 

A.  C.  Shannon,  M.  D. 

Chief  Medical  Officer. 


Cerebral  Palsy  and  the  Rh  Factor 

Three  possible  ways  in  which  to  prevent 
new-l)orn  children  from  lieing  afflicted  with 
cerebral  palsy  resulting  from  Rh  factor  in- 
conijiatibility  are  suggested  in  an  article  by 
a noted  cerebral  palsy  authority  in  the  current 
issue  of  The  Crippled  Child,  magazine,  a publi- 
cation of  the  National  Society  for  Crippled 
Children  and  Adults,  the  Faster  Seal  Agency. 

Dr.  jMeyer  A.  Perlstein  of  Chicago,  a coun- 
.selor  for  the  National  Society  and  chief  of  the 
Children's  Neurology  Clinic  at  Chicago’s 
Cook  County  Hospital,  believes  the  most  effec- 
tive way  to  jirevent  this  crijijiling  condition 
is  through  selective  marriages  oi'  Rh  negative 
women  with  Rh  negative  men.  He  points  out 
that  cerebral  palsied  children  resulting  from 
Rh  incompatibility  of  the  parents  come  only 
from  the  marriage  of  an  Rh  negative  woman 
and  an  Rh  positive  man. 

The  ai'ticle  also  outlines  two  other  preven- 
tive methods.  One  is  total  blood  transfusion 
for  the  child  suffering  from  the  effects  of  blood 
incompatibility;  and  the  other,  .still  in  an  ex- 
perimental .stage  and  unproven,  is  use  of  in- 
jections of  ])rotective  .sub.stances  to  prevent 
the  pregnant  woman  ’s  blood  antibodies  from 
damaging  the  child. 

The  article  discusses  the  meaning  of  the 
term  Rh  negative  and  Rh  positive  and  tells 
briefly  what  hapjiens  when  incompatibility  is 
pre.sent.  It  .states  that  only  one  in  25  children 
born  to  Rh  negative  mothers  will  develop  the 
condition  known  as  erythrobla.stosis  fetalis, 
and  that  of  those  who  do  only  one  in  five  will 
develop  cerebral  jialsy. 

The  author  emphasizes  prevention  as  the 
most  important  way  to  meet  the  problem  of 
cerebral  palsy  from  this  cau.se.  “The  most 
effective  method  of  preventing  sequelae  (eon- 
seipiences)  is  before  pregnancy,”  he  says.  “To 
this  end,  if  a woman  is  aware  of  her  blood 
ty])e  and  husband’s  blood  type,  she  may  plan 
accordingly  with  respect  to  child-bearing.  Also 
it  may  be  that  by  making  Rh  testing  a pre- 
marital requirement,  Rh  negative  girls  will 
seek  out  their  consorts  from  among  Rh  neg- 
ative men.  It  might  be  noted  liere  that  if  the 
jiresent  suggestion  to  have  complete  jiopula- 
tion  typed  because  of  the  danger  of  bombing, 
it  is  very  likely  that  the  percentage  of  Rh 
babies  may  be  lower,  since  there  is  no  better 
medicine  in  prophylaxis  than  education.” 
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“])ocTORs'  Lobby” 

Drew  Pearson,  in  his  syndicated  column, 
writes  under  the  above  heading  in  the  Wil- 
mington  Siindag  Star  of  December  2,  1950 
as  follows: 

The  doctors  lobby,  which  contributed  large- 
ly to  the  defeat  of  certain  key  senators,  has 
become  so  jiowerful  that  it  may  overreach  it- 
self. It  is  now  blocking  a vital  civil-defense 
measure  needed  to  combat  the  atomic  bomb. 

How  ])aralyzing  is  the  fear  of  the  doctors 
lobby  was  revealed  when  club  women  appealed 
to  C'ongre.ssman  Hay  Gladden  of  Indiana  to 
jog  the  ])ublic  health  unit  bill  out  of  the  House 
Hides  rommittee. 

The  bill  appro]>riate.s  federal  money  to  the 
states  to  organize  care  for  civilian  casualties, 
mobilize  doctors  and  nimses,  and  teach  mea- 
sures against  atomic,  biological  and  chemical 
warfare.  The  money  would  be  spent  by  state 
jiublic  health  units,  not  by  the  federal  govern- 
ment, but  (lesjiite  this  the  doctors  lobby  is 
o[)posed. 

The  bill  jia.ssed  the  Senate  last  summer,  but 
is  now  stymied  in  the  Hou.se  of  Hepresenta- 
tives  where  a delegation  of  women  from  In- 
diana asked  Mailden  to  helji  [iry  it  loose. 

However,  Madden,  usually  a I'ed  haired 
slugger  for  the  Fair  Deal,  winced.  “You’d 
better  talk  to  the  doctors,”  he  countered. 

“Do  you  mean  the  election  has  made  so 
much  difference  that  this  defense  bill  is  stuck, 
because  the  Fongi’essmen  are  afraid  to  cross 
the  doctors?’’  one  of  the  ladies  from  Indiana 
asked. 

Madden  frankly  admitted  that  was  it. 

“Put  this  is  needed  as  protection  against 
atomic  attacks,”  .Madden  was  told. 

“You  go  tell  that  to  the  doctors,”  replied 
the  ( 'ongre.ssrnan  from  Indiana.  “If  they’re 
for  it,  it  will  go  through.  If  not,  I’m  afraid 
it’s  sunk.” 


Note — (4ne  reason  Congressmen  are  scared 
of  the  American  Medical  Association  is  the 
job  the  doctors  did  on  Hep.  Kugene  O’Sul- 
livan, Nebraska  Democrat,  and  a booster  for 
luiblic  medicine.  The  A.  51.  A.  chapter  in 
Omaha  organized  down  to  the  precincts  to 
legistcr  doctors,  nurses  and  patients,  propa- 
gandize them  against  O’Sullivan  and  trans- 
port them  to  the  polls.  He  was  defeated. 

Now,  as  to  the  bill  in  reference  to  public 
health  units,  there  comes  immediately  to  mind 
one  fundamental  (piestion:  Just  what  is  a 

lutblic  health  unit?  And  immediately  there 
comes  the  eipially  fundamental  answer:  No- 

body knows!  There  are  almost  as  many  dif- 
ferent ideas  and  concepts  of  what  is,  or  should 
be  a ])ublic  health  unit,  as  there  are  individ- 
uals working  in  the  public  health  field  or  prac- 
titioners in  contact  with  jmblic  health  work. 

Until  the  A.  51.  A.  can  get  the  ])roper  con- 
sensus of  ojiinion  as  to  the  rigtit  bill  to  enact, 
it  most  wisely  opjioses  the  bill  at  present  in 
the  Congressional  hojipcr,  which  happens  to 
be  vague  and  indefinite,  and  jierhaps  actually 
inadeipiate,  and  can  force  public  health  work 
with  civilian  defense  work,  an  entirely  differ- 
ent proposition. 

For  some  time  past  the  A.  M.  A.  has  been 
endeavoring  to  get  this  consensus:  We  have 

seen  within  the  jiast  two  weeks  some  of  the 
correspondence  between  Washington  and  Del- 
aware in  this  connection.  We  are  confident 
that  the  A.  51.  A.  will,  in  the  not  too  distant 
futuie,  come  ii])  with  a pi'oposal,  that  will  be 
adeipiate  and  acceptable.  In  the  meantime  let 
the  Pearsons  and  the  other  critics  of  the  medi- 
cal profession  bide  their  time:  Certainly,  of 

all  people,  the  columnists  should  be  willing  to 
await  the  facts. 

And  P>rother  Pearson,  thanks  for  the  flatter- 
ing comment  that  we  have  “become  so  ]>ower- 
fnl.”  It’s  about  time  that  the  doctoiN  got  uj) 
on.  .their  hind  h*gs  and  defended  themselves! 
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A Significant  Event 

Tlie  concluding  event  of  the  National  Edu- 
cation Conference  and  the  House  of  Delegates 
of  the  American  IMedical  Association  took 
jilace  in  the  Grand  Ball  Room  of  the  Hotel 
Statler,  Cleveland,  on  December  7th. 

Reporting  on  the  effects  of  the  October  Na- 
tional Advertising  Campaign,  Whitaker  and 
Baxter  stated  that  the  American  IMedical  As- 
sociation carried  their  advertisement  in  10,300 
newspapers  with  a circulation  of  over  115,- 
000,000,  1600  radio  stations  with  an  audience 
of  108,000,000,  and  fifty  five  national  maga- 
zines with  a circulation  of  over  55,000,000, 
making  a total  of  more  than  278,000,000  con- 
tacts, which  means  that  most  people  saw  or 
heard  of  this  campaign  two  or  thi'ee  times. 
The  cost  of  this  was  $1,100,000,  which  was 
borne  entirely  by  the  doctors  of  America 
through  the  A.  M.  A. 


r L a [ $ + 

Of  eipial  importance  in  winning  this  tem- 
porary respite  in  the  battle  against  socializa- 
tion of  medicine,  tie-in  ads  were  inserted  with 
tlie  A.  M.  A.  ads  in  exce.ss  of  65,000  ads,  cov- 
ering 1,186,000  inches  of  space,  at  a cost  of 
$2,019,000.00.  The  winning  of  over  65,000 
friends  of  the  medical  profession  who  were 
willing  to  spend  in  this  campaign  twice  as 
much  money  as  the  doctors  themselves  spent 
is  extremely  gratifying  and  indicates  one 
reason  why,  now  that  the  campaign  did  reach 
down  to  the  actual  grass  roots,  the  first  round 
in  this  battle  has  been  won. 

Of  even  greater  significance  was  the  prin- 
ci])al  addre.ss,  by  William  L.  Hutcheson,  Gen- 
eral President  of  the  United  Brotherhood  of 
Carpenters  and  Joiners  of  America,  which 
has  700, OOO  members.  J\lr.  Hutcheson  is  also 
Vice-President  of  the  American  Federation 
of  Labor.  His  address  was  entitled  “Socializ- 
ed Medicine  is  No  Bargain!’’,  and  was  read 
by  his  assistant,  I\Ir.  Peter  E.  Terzick,  the 
editor  of  The  Carpenter,  since  I\lr.  Hutcheson 
was  ill  in  bed  on  the  day  of  this  presentation. 
This  illuminating  address  with  its  facts  and 
figures  and  pungent  comment  will  be  found 
in  full  in  the  Journal  of  the  ^1.  M.  A.  for 
December  9,  1950,  on  page  1269.  Every  doc- 
tor will  do  well  to  read  this  address  and  note 
the  fact  that  not  all  lalior  leaders  are  being 
pulled  around  by  the  nose  by  their  national 
hierarchy.  The  more  the  thinking  labor  man 
learns  about  socialized  medicine  the  less  he 
likes  it. 


A.  i\L  A.  Dues 

Late  in  November  we  were  informed  by 
Dr.  George  F.  Lull,  Secretary  and  General 
iManager  of  the  American  Medical  Associa- 
tion, that  memliers  who  have  not  paid  their 
1950  A.  ]\I.  A.  dues  of  $25.00  by  December 
31,  1950,  will  be  considered  delinquent  and 
a letter  will  be  sent  directly  to  each  delin- 
(pient  member  during  the  first  week  in  Jan- 
uary, 1951.  If  ])ayment  is  not  made  within 
thirty  days  thereafter  the  member’s  name 
will  have  to  be  withdrawn  from  the  AiMA 
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menil)orshi|)  roll.  As  of  December  1,  1950  our 
reconls  indicate  that  only  21  members,  or 
6.75  ]>er  cent  of  the  total  have  not  paid  their 
1950  A..M.A.  dues. 

AVe  are  further  informed  that  the  A.  M.  A. 
dues  for  1951  will  remain  at  .$25.00  per  mem- 
ber and  will  include  their  Journal  of  the 
*1.  .17.  .1.,  the  regular  price  of  which  is  .$12.00. 

We  are  further  informed  that  1951  dues 
cannot  be  accepted  for  members  who  have 
failed  to  jiay  A.  M.  A.  dues  for  1950  until 
such  deliiKiuent  dues  have  been  paid.  A.  M. 
A.  dues  are  to  be  ]>aid  to  the  local  county 
.society  secretary  or  treasurer,  then  to  be  re- 
mitted to  the  state  Society  trea.surer's  office 
in  Wilmington,  with  a list  of  jiayees  attached. 
The  state  Society  treasurer  will  then  transmit 
the  funds  and  names  to  the  national  head- 
(piarters.  We  have  in  Delaware  several  hon- 
orary members  in  the  county  and  state  so- 
ciety and  it  is  not  exactly  clear  whether  they 
will  be  re<iuii-ed  to  ])ay  A.  ^1.  A.  dues  or  not. 
It  is  iiresumed  that  those  who  are  continuing 
in  practice  are  to  ]>ay  such  dues,  unless  such 
liayment  constitutes  a financial  hardship. 
Honorary  members  who  have  retired  from 
clinical  ])ractice  are  not  reiiuired  to  pay 
A,  ,M.  A.  dues. 


( >XE  More  Milestoxe 

With  this  i.ssue  your  humble  scribe  com- 
jiletes  his  thirty-fifth  year  as  editor  of  The 
doi'RXAL.  While  there  have  been  rough  and 
rugg(*d  moments,  the  task  on  the  whole  is  one 
we  have  enjoyed,  thanks  to  the  help  and  co- 
oiieration  of  our  members  and  friends.  We 
hope  this  friendly  attitude  nniy  continue. 


I'liE  JorRXAi.  extends  to  all  our  members, 
friends,  readers  and  advertisers,  the 
Very  Best  Wishes  for  a 
MKHHY  VURISTMA^ 
and  a 

uArrv  xi:\v  year 


MISCELLANEOUS 
Commif't’ee  on  Trauma 
American  College  of  Surgeons 
THE  CARE  OF  HAND  INJURIES^ 

V. 

Fractures  axd  Disi.oc.vnoxs 

I Protection  of  the  Hand  (Abstiact  of 
Article  1)  — The  first-aid  care  of  wounds 
of  the  hand  is  directed  fundamentally  at  pro- 
tection. It  should  jirovide  protection  from  in- 
fection. from  arlded  injury,  and  from  future 
disability  and  deformity.  The  best  first-aid 
management  consists  in  the  application  of  a 
sterile  ])rotective  dres.sing,  a firm  compression 
bandage  and  immobilization  by  splinting  in 
the  position  of  function. No  attempt  should 
be  made  to  examine,  cleanse  or  treat  the 
wouiul  until  operating  room  facilities  are 
available. 

II  Reipiirements  of  Marly  Definitive  Treat- 
ment (Abstract  of  Article  II)  — Early  de- 
finitive care  reiiuires  thorough  evaluation  of 
the  injury  with  resjiect  to  its  cau.se,  time  of 
occurrence,  status  as  regards  infection,  na- 
ture of  first-aid  treatment  and  a])praisal  of 
structural  damage.  For  undertaking  defini- 
tive treatment,  the  conditions  reipiired  are  a 
well-e([uipped  operating  room,  good  lighting, 
adequate  instruments,  sufficient  assistance, 
comi)lete  anesthesia  and  a bloodless  field. 
Treatment  itself  consists  of  aseptic  cleansing 
of  the  wound,  removal  of  devitalized  tissue 
and  foreign  material  (e.xercising  strict  con- 
■servafion  of  all  viable  tissue),  complete  hemo- 
stasis, the  re]>air  of  injured  .structures,  pro- 
tecting nei'ves,  bones  and  tendons  and  provid- 
ing ma.ximum  skin  coverage  and  the  applica- 
tion of  firm  jirotective  dressing  to  maintain 
the  oiitimum  position.  After-treatment  con- 
sists of  protection,  rest  and  elevation  during 
healing,  and  early  restoration  of  function  by 
directed  active  motion. 

III  Surface  Ix.icries  (Previously  circu- 
lated) 

IV  Lacerated  Wouxds  (Previously  circu- 
lated) 

♦Note;  This  is  the  fifth  of  a series  of  articles  on  ' The 
Care  of  Hand  Injuries."  This  material  is  prepared  by 
the  American  Society  for  Surgery  of  the  Hand  and  is 
distributed  by  the  Committee  on  Trauma.  American  Col- 
lege of  Surgeons,  through  its  Regional  Committees. 

Jr  Position  of  function  or  position  of  grasp:  wnst 

hyperextended  in  cock-up  position,  fingers  in  mid-flexion 
and  separated,  thumb  abducted,  slightly  forward  from 
hand  and  slightly  flexed. 
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V Fractures  and  Dislocations 

The  purposes  of  treatment  of  closed  frac- 
tures and  dislocations  of  the  bones  of  the  lumd 
are : 

1.  Protection  of  the  injured  bony  struc- 
tures from  further  displacement  and  avoid- 
ance of  added  damage  to  soft  parts. 

2.  Eestoratioii  of  normal  relations  of  the 
bony  structures. 

3.  Maintenance  of  the  corrected  relation 
of  the  l)ones  to  permit  healing,  at  the  same 
time  avoiding  stiffening  in  position  of  non- 
function. 

4.  Restoration  of  function.  These  olijec- 
tives  are  sought  in  the  various  stages  of  treat- 
ment . 

1.  First-aid  treatment.  A.  Avoid  manip- 
ulation or  attempts  at  reduction  until  .skilled 
attention  is  available  and  accurate  diagnosis 
has  been  made.  B.  Proni]ff  ])rotection  of 
the  iiand  by  complete  immobilization  in  the 
position  of  function  x:)ending  definitive  treat- 
ment. 

2.  Definitive  treatment.  When  jiroper  skill 
and  facilities  are  available,  this  consists  of: 
A.  Diagnosis  by  means  of  1 — Inspection  to 
determine  swelling,  ecchymosis,  deformity, 
loss  of  function.  2 — Palpation,  gently  employ- 
ed, to  discover  bony  irregularity,  point  of 
maximum  tenderness,  referred  pain.  This 
sign  is  of  inpiortance  in  discovering  fractures 
of  the  long  bones,  particularly  where  deform- 
ity may  not  exist  or  is  concealed  by  swelling. 
Gentle  pressure  in  the  line  of  axis  of  the  long- 
bone  will  result  in  pain  at  the  fracture  site. 

3 X-ray  examination.  Obligatory  where 
fracture  or  dislocation  is  suspected.  Injuries 
in  the  region  of  the  carpus  reipiire  not  only 
antero-posterior  and  lateral  views  but  two  or 
more  oblicxue  views  in  addition.  Fractures 
of  the  carpal  bones  frequently  fail  to  show  in 
antero-])Osterior  and  lateral  views. 

R.  Reduction.  Restoration  of  normal  po- 
sition of  bony  structures  should  be  seemed  at 
the  earliest  possible  time  by: 

1.  Manii^ulation.  Whether  reducing  a 
fracture  or  a dislocation,  full  relaxation, 
preferably  under  general  anesthesia,  is  desir- 
able. Manual  traction,  pressure  and  mould- 
ing should  be  gentle  and  deliberate  to  avoid 
further  soft-part  injury. 

When  attempts  at  reduction  by  manipula- 


tion are  not  promptly  successful  undei  these 
conditions,  they  should  be  abandoned  in  favor 
of  open  (operative)  replacement.  Dish'cation 
at  the  metacar])ophalangeal  joint  of  the  thumb 
will  almost  invariably  re(|uire  open  reduction. 

2.  Skeletal  control.  To  maintain  reduc- 
tion, jiarticularly  of  obli(pie  or  comminuted 
fractures  of  phalanges  or  metacarpals  or  frac- 
tures into  joints,  control  by  skeletal  fixation 
may  be  re<xuired.  This  may  be  apiilied  by 
means  of  a length  of  thin  Kirschner  wire  in- 
serted transversely  through  the  distal  end  of 
the  fractured  lione  or  through  the  terminal 
jihalanx  of  the  finger.  The  hand  and  injured 
finger  or  fingers  should  be  supported  in  the 
position  of  function  on  a palmar  moulded 
curved  form  or  ball  splint.  This  alone  will 
ordinarily  suffice  to  maintain  proper  position 
after  reduction  by  manii)ulation.  When  con- 
trol by  skeletal  fixation  is  required  for  main- 
tenance of  reduction,  the  transfixing  wire 
may  be  connected  to  this  splint  on  its  ])almar 
as])ect  or  to  a ]»rojecting  frame,  at  or  above 
wrist  level,  by  elastic  bands.  Fixation  or 
traction  by  means  of  a bole  in  the  finger  nail, 
or  liy  adhesive  applied  to  the  finger,  or  by 
woven  constructing  device  is  not  satisfactory. 
Continued  straight  traction  on  the  fingers  in 
the  extended  jiosition  is  to  be  avoided. 

(3)  0])eu  reduction.  When  manii>ulation 

fails  to  i>roduce  satisfactory  reduction,  oiien 
operative  reduction  is  to  be  eiiqiloyed.  This 
reipiii'cs  careful  ])reliminary  .skin  preiiaration 
and  should  be  carried  out  under  optimum 
operating  conditions  as  described  in  II  (Re- 
(piirements  of  Early  Definitive  Treatment). 

3.  (Maintenance  of  reduction.  Immobiliza- 

tion of  bony  injury  following  reduction 
should:  (a)  Be  secured  with  firm,  even  ]n*es- 

sure  bandaging,  permitting  no  motion  at  site 
of  injury,  (b)  Be  nonconstricting,  not  in- 
terfering with  circulation,  (c)  Be  comfort- 
able, causing  no  exce.ss  ])ressure.  (d)  Pre- 
serve, as  far  as  jmssible,  the  iiosition  of  func- 
tion, taking  into  account  the  normal  concavi- 
ties of  the  ])alniar  .surface  of  the  skeletal 
.structure  (arches  of  the  hand)  and  flexor  sur- 
face curves  of  the  phalanges.  (AVrist  in  30° 
dorsiflexion,  metacari)0])halangeal  and  distal 
intei'iihalangeal  joints  in  45°  flexion  and  mid- 
dle inteiqihalangeal  joint  in  90°  flexion.)  Flat 
splinting  is  to  be  condemned.  (e)  Leave 
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free  to  move  all  joints  whose  motion  will  not 
jeojiardize  position  and  healing'.  During  im- 
mobilization, action  motion  of  all  joints  not 
necessarily  confined  is  to  be  encouraged. 

Immobilization  may  be  accomplished  by: 

(1)  Splinting  or  plaster  casting,  applied  as 
de.scribed  in  2 B Keduction.  (2)  Internal 
fixation.  Kirschner  wires  may  lie  employed, 
following  either  open  or  closed  reduction,  as 
axial  intramedullary  siilints  for  individual 
long  bones  (not  to  lu'otrude  into  a joint)  ; as 
transversely  introduced  fixation  ]>ins  passing 
through  adjacent  bones  to  secure  the  frag- 
ments of  metacarpal  fractures;  as  penetrat- 
ing fixation  for  fragments  of  carpal  fractures. 

AViring  or  plating  of  fractures  of  the  bones 
of  the  hand  is  generally  unsatisfactory. 

During  the  early  jieriod  of  immobilization, 
elevation  of  the  hand  is  desirable.  Im- 
mobilization of  the  injury  .should  be  consist- 
ent and  continuous  until  healing  and  firm 
union  have  been  established. 

Healing  of  ligamentous  injuries  accomi)any- 
ing  dislocations  recpiires  two  weeks  of  im- 
mobilization following  reduction. 

Healing  of  fractures  of  the  long  bones  re- 
quires immobilization  for  three  to  five  weeks. 

Healing  of  carpal  bone  fractures  recpures 
twelve  to  fourteen  weeks’  immobilization. 
Fractures  of  the  navicular  may  recpure  four 
months  to  unite.  If  immobilized  consistently 
for  this  length  of  time,  mo.st  of  these  frac- 
tures will  not  require  surgical  intervention. 

4.  Restoration  of  function.  During  the 
healing  i)roce.ss,  all  joints  not  necessarily  im- 
mobilized .should  be  freely  moved  to  activate 
their  controlling  muscles  and  their  use  by  the 
jiatient  encouraged. 

Following  establishment  of  healing  or  firm 
union,  restoration  of  function  is  secured  1>y 
directed  active  motion,  particularly  through 
the  means  of  exercise  and  occupational  ther- 
apy. 


Hospifal  Standardization 
Program  of  the  A.  C.  S. 

So  much  misinformation  about  the  Hospital 
Standardization  Program  of  the  American 
College  of  Surgeons  has  been  circulated,  both 
in  the  medical  press  and  by  word  of  mouth. 


that  the  facts  of  the  situation  should  be  pre- 
.sented  to  the  profession. 

It  has  been  no  secret  that  financing  this 
l)rogram  has  given  the  Regents  concern  for 
some  time.  The  increasing  number  of  hos- 
pitals re<iuesting  approval  and  the  decreasing 
value  of  the  dollar  have  created  a serious 
problem.  However,  at  no  time  have  the  Re- 
gents decided  to  abandon  the  ])rogram.  and 
nevei-  have  they  made  any  ovei'tures  to  any 
other  organization  regarding  its  disposal. 

In  .July  of  this  year,  the  Regents  received  a 
proposal  from  the  American  Hosjiital  Asso- 
ciation that  the  latter  assume  and  finance  the 
Hospital  Standardization  Program.  A Com- 
mittee of  the  College  was  appointed  to  meet 
with  re])resentatives  of  the  A.  H.  A.  for  the 
sole  ])urpose  of  phrasing  this  proposal  in  spe- 
cific terms.  It  cannot  be  emphasized  too 
strongly  that  the  function  of,  and  instructions 
to,  tliis  committee  were  limited  to  this  purpose. 

The  Regents  considered  this  proi>osal  for 
the  first  time  on  4 August  1950.  It  was  not 
accepted  liy  the  C’ollege ; and  the  Regents  im- 
mediately acted  to  arrange  for  conferences 
with  rejiresentatives  of  the  A.  IM.  A.,  the 
American  College  of  Physicians,  and  the  A. 
H.  A.  Statements  that  the  Regents  first 
agreed  to  the  i)ro])osal  and  later  reversed  this 
decision  are  wholly  erroneous. 

Three  such  conferences  have  been  held. 
Divergence  of  iioints  of  view  has  diminished 
but  no  agreement  has  yet  been  reached.  Hope 
that  ultimately  a satisfactory  agreement  can 
be  reached  has  increased  with  each  confer- 
ence. 

The  Regents  have  every  intention  of  con- 
tinuing the  Hospital  Standardization  Pro- 
gram, upon  an  ex]>anded  scale  and  even  with 
deficit  financing,  until  a solution  can  be  found 
which  is  agreeable  to  the  majority  of  the  pro- 
fe.ssion  and  which  is,  above  all,  in  the  best 
interests  of  the  iiublic. 


FBI  Studying  Records  of  Medical  Society 

The  Illinois  State  [Medical  Society  recently 
confii'ined  reports  that  its  records  are  cur- 
rently being  investigated  by  agents  of  the 
Federal  Bureau  of  Investigation,  in  a state- 
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nient  issued  by  Dr.  Harold  M.  Camp  of  Mon- 
mouth, secretary  of  the  Society. 

Tlie  statement  follows : 

“In  view  of  recent  publicity,  which  was 
neither  sought  nor  desired  at  present  by  the 
Illinois  State  Medical  Society,  the  officers  of 
the  Society  have  requested  me  to  confirm  the 
report  that  the  records  of  the  Society  are  at 
present  being  investigated  by  agents  of  the 
Federal  Bureau  of  Investigation. 

“The  investigation  was  begun  September 
13  in  the  secretary’s  office  in  Monmouth.  Sev- 
eral weeks  ago  the  Illinois  State  Medical  So- 
ciety received  a request  from  the  United 
States  Department  of  Justice  that  the  Society 
make  its  records  available  for  inspection.  The 
Council,  governing  body  of  the  Society,  con- 
sidered the  request  and  decided  that  the  ex- 
amination should  be  permitted,  even  though 
the  members  of  the  Council  felt  that  such  an 
investigation  is  completely  unwarranted. 

“Accordingly,  the  Council  instructed  me 
to  make  the  Society’s  records  available  for 
inspection  by  the  F.  B.  I.  under  the  super- 
vision of  Mr.  John  W.  Neal,  the  Society’s 
general  counsel. 

“Mr.  Neal  advised  the  Federal  Bureau  of 
Investigation  of  the  action  of  the  Council  and 
his  letter  stated  in  part: 

“ ‘The  Council  is  quite  certain  that  the 
Society  has  violated  no  law  and  the  Council 
members  are  awmre  that  the  Federal  Bureau 
of  Investigation  enjoys  a well  deserved  rep- 
utation for  conducting  investigations  fairly 
and  objectively. 

“ ‘ The  Council  has  also,  however,  asked  me 
to  advise  that  it  looks  with  extreme  dis- 
pleasure upon  the  apparent  motivation  of  the 
Department  of  Justice  in  ordering  the  investi- 
gation. Within  the  last  two  or  three  years, 
more  than  25  state  and  county  medical  socie- 
ties have  been  similarly  investigated,  appar- 
ently without  results. 

“ ‘This  suggests  very  strongly  to  many 
physicians  that  such  investigations  are  insti- 
gated primarily  to  punish  or  intimidate  doc- 
tors and  their  professional  organizations  for 
their  strong  and  determined  opposition  to  the 
national  administration’s  compulsory  sick- 
ness insurance  program. 

“ ‘The  Council  regrets  very  much  that  the 


Bureau  and  the  Society  must  be  so  imposed 
upon,  particularly  at  a time  of  national  peril 
when  the  elforts  of  both  organizations  could 
be  so  much  better  directed  toward  the  solu- 
tion of  pressing  problems  of  national  con- 
cern.’ 

“The  Illinois  State  Medical  Society  is  proud 
of  its  part  in  medicine’s  role  in  national  af- 
fairs. It  has  nothing  to  fear  from  such  an 
investigation.  Under  the  circumstances,  how- 
ever, many  of  the  Society’s  10,000  member's 
will  doubtless  find  it  difficult  to  avoid  the 
conclusion  that  the  investigation  ordered  by 
the  Justice  Department  is  a reprisal  against 
them  for  their  interest  and  individual  activi- 
ty in  national  political  and  legislative  af- 
fairs. ’ ’ 


BOOK  REVIEW 

Life  Among  the  Doctors.  By  Paul  DeKruiff. 

Pp.  470.  Cloth.  Price,  $4.75.  N.  Y.,  Har- 

court  Brace  and  Company,  1949. 

DeKruiff ’s  new  opus  deals  wdth  a dozen 
men,  chiefly  in  the  realm  of  medical  research, 
to  whom  he  refers  as  “mavericks”,  most  of 
whom  are  not  too  well  known  to  the  medical 
profession  at  large.  As  is  usual  in  DeKruiff ’s 
writings,  there  is  some  fact  and  a lot  of  fiction, 
but  as  always  he  writes  in  an  interesting  style 
that  makes  an  appeal  to  the  lay  reader.  He 
still  has  it  in  for  the  AMA  headquarters,  and 
he  gives  one  the  impression  that  he  considers 
doctors,  especially  specialists,  more  interested 
in  the  patient’s  money  than  in  the  patient’s 
health. 

This  is  the  same  old  DeKruiff,  who  is  now 
too  old  to  change  his  leopard  spots.  Born  in 
1890,  a Ph.D.  of  the  University  of  Michigan, 
a former  assistant  professor  of  bacteriology, 
and  a roving  (once  incorrectly ( ?)  printed 
raving)  editor  of  Readers’  Digest,  he  should 
have  by  now  become  more  sympathetic  to  the 
man  who  does  the  drudgery  of  clinical  prac- 
tice. Even  so,  we  no  not  begrudge  the  belated 
glory  he  tries  to  bestow  upon  the  laboratory 
workers  mentioned  in  this  book.  While  there 
is  much  therein  that  the  discerning  medical 
man  will  rebel  against,  he  will  find  it  on  the 
whole  more  or  less  readable  and  not  too  in- 
digestible. 


Dki-awahe  State  ]Mr’.mcAi.  .Ioi'kxai. 
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j)led  Children’s  Service 256 

McElfatrick,  George  C.  : Stevens-John- 
son  Syndrome  with  Pulmonary  Involve- 
ment   141 

Med.  Soc.  of  Del.,  Proceedings,  1950  ....  335 

Med.  Soc.  Del.  Transactions  1950  337 

Medicine  in  Delaware.  History  of.  New 
Light  on  [W.  Edwin  Bird]  23 

Mei.son,  Wm.  E.  : Human  Dentition  ...  1 

Mental  Factors  in  General  Medicine  and 
Surgery  [Amos  W.  Gottschall]  202 

I\lenta!  Hygiene  Clinic  Goes  to  the  School 
[Harry  S.  Howard]  200 

Mental  Hygiene  Clinic,  Parents  Come  to 
[Marjorie  Hubbard]  230 

Mikulicz’s  Syndrome  [George  B.  Heck- 
ler]   ■ 143 


Mino,  Robert  A. : Employment  of  Mas- 
sive Blood  Transfusions 63 

IMorgan,  Dorothy:  Present  Opportuni- 
ties in  State  of  Delaware  for  Pre-School 
Child  with  a Hearing  Impairment  . . . 258 

Mortality,  Infant,  Trends  [C.  A.  Mar- 
shall]   248 

Myasthenia  Gravis  [George  J.  Boines  and 
Ignace  J.  Krchma]  30 

Myerson,  Ralph  M.  and  Clagett,  A. 
Henry  : Use  of  Quinidine  in  Daily 

Practice  48 

Nerve  Blocking  [John  J.  Graff]  320 

Nulsen,  Frank  E.  : The  Effects  of  Early 
and  Late  Diagnosis  on  the  Results  after 
Brain  Tumor  Surgery 187 

Ophthalmology  Project  in  Alaska  [Davis 
G.  Durham]  150 

Palate,  Cleft,  and  Allied  Conditions 
[Marian  L.  Gilmore]  253 

Palmer,  Dorothy  : Therajiy  with  a Child 
from  a Broken  Home 234 

Parathyroid,  Adenoma  of  [John  P\ 
Hynes  and  Robert  Heller]  79 

Parent’s  Role,  Governor  Bacon  Health 
Center  [Hazel  Brown  Madry]  232 

Pediatric  Activities  at  Gov.  Bacon  Health 
Center  [Leopold  Diamond]  216 

Pedodontia  [Baker,  James  C.]  2 

Periodontia  in  Everyday  Practice  [Frank 
M.  Hoopes]  6 

Personality,  Physiiiue  and  Disease  [For- 
rest M.  ilarrison]  191 

Pheochromocvtoma  [IMeier  Mahru  and 
Irvin  N.  Carroll]  54 

Physical  Therapy,  Scope  of,  in  Crippled 
Children’s  Service  [Mary  L.  McCarthy 
and  Jean  L.  Wiley]  256 

Pierson,  John  C.  : Cystosarcoma  Phyl- 

lodes  296 

PoiNSARD,  Paul  J. : Rejiort  of  One  Year’s 
Experience  as  Neuroi>sychiatric  Con- 
.sultant  to  General  Hosiiital  313 

Poliomyelitis,  Acute  Creatine  Excretion 
in  [George  J.  Boines  and  James  C.  Ka- 
kavas]  302 

Poliomyelitis,  Acute,  Treatment  of 
[George  d.  Boines]  270 

Porter,  Winder  L.  : Is  Congenital  Syphilis 

a Problem  in  Delaware?  244 
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Potassium  Disturbances,  Management  of 
[J.  Richard  Durham  and  William  C. 
Blase]  291 

Practitioner,  General  Postgi'aduate  Train- 
ing of  [Laurence  L.  Fitchett]  311 

Proceedings,  Med.  Soc.  Del.,  1950  335 

Psychiatry,  Dynamic  Concepts  in  [Ed- 
ward A.  Strecker]  167 

Psychology  Department  [W.  H.  Tracy]  . 228 

Psychopathic  Personalities,  Clinical  Eval- 
uations of  [F.  A.  Freyhan]  . 196 

Psychopathic  Personality,  Concept  of 
[Oscar  Chardiet]  221 

Psychopaths  in  Delaware,  New  State  Fa- 
cilities For  Criminally  Inclined  [M.  A. 
Tarumianz]  163 

Psychotherapy  in  Aggressive  Adolescent 
Girl  [Mary  Ella  Robertson]  235 

Psychoses  in  Negro,  Preliminary  Study 
[S.  P.  Ivins]  212 

Public  Health  Nurse  and  Poliomyelitis 
Patient  [Mary  M.  Klaes]  257 

Public  Health  Programs,  Medical  Social 
Worker  in  [Betty  M.  White  and  Helen 
Cole]  ‘ 261 

Quinidine,  Use  of,  in  Daily  Practice 
[Ralph  M.  Myerson  and  A.  Henry 
Clagett]  48 

Rafal,  Harold  S.  : Ligation  of  the  In- 
ferior Vena  Cava  81 

Rafal,  Harold  S.  : Simple  Bed-side  Test 
for  Gastro-Colic  Fistula  133 

Reed,  Roy  E.  : Child  Guidance  at  Gover- 
nor Bacon  Health  Center,  Seizure  Con- 
trol Unit  210 

Rhoads,  Jonathan  E.  ; Stomach  Lesions, 
Surgical  Aspects 98 

Robertson,  Mary  Ella  : Psychotherapy 
with  Aggressive  Adolescent  Girl 235 

Scott,  E.  G.  : Bacillary  Dysentery  and 

Gastro-enteritis  9 

Serino,  G.  S.  : Congenital  Stenosis  of 

Ileum  319 

Settlage,  Calvin  F.  ; Rationale  for  In- 
Patient  Treatment  of  Emotionally  Dis- 
turbed Children  213 


Shands,  Alfred  R.  Jr.  and  Kreuz, 
Frank  P.  : Few  of  the  more  Important 
Problems  in  the  Hip  Joint  of  the  Child  113 


Sander,  C.  Laurence  R.  : Bilateral  Pre- 
frontal Lobotomy  218 

Stenosis,  Congenital,  of  Ileum  [G.  S. 
Serino]  319 

Syndrome  with  Pulmonary  Involvement, 
Stevens- Johnson  [George  C.  McElfat- 
rick]  141 

Stomach  Lesions,  Pathological  Aspects 
[William  E.  Ehrich]  95 

Stomach  Lesions,  Psychological  Asjjects 
[Thomas  E.  Machella]  91 

Stomach  Lesions,  Radiological  Aspects 
[Philip  J.  Hodes]  98 

Stomach  Lesions,  Surgical  Aspects  [Jon- 
athan E.  Rhoads]  98 

Strecker,  Edward  A. : Dynamic  Con- 
cepts in  Psychiatry  167 

Strong,  Leonell  C.,  and  Iddles,  Alan; 
Bowen’s  Disease  of  the  Skin  302 

Stuttering,  Crippling  Condition,  Can  Be 
[Ruth  Blattspieler]  253 

Syphilis,  Congenital,  a Problem  in  Dela- 
ware? [Winder  L.  Porter]  244 

Tarumianz,  M.  A. : New  State  Facilities 
for  Criminally  Inclined  Psychopaths 
in  Delaware 163 

Tocantins,  Leandro  M.  : Useful  Local 

and  General  Hemostatics  in  the  Man- 
agement of  Abnormal  Bleeding 265 

Tracy,  W.  H.  : Psychology  Department  of 
the  Govenior  Bacon  Health  Center  . . . 228 

Transactions,  1950,  ^led.  Soc.  Del 337 

Tuberculosis,  More  Research  on  [G.  Tag- 
gart Evans]  322 

Twins,  Siamese  [ J.  Leland  Pox  and  Bruce 
Barnes]  132 

Vallett,  Brice  C.  : Deimioid  of  the  Conus 
Medullaris  14 

Vena  Cava,  Inferior,  Ligation  of  [Harold 
S.  Rafal]  81 

Water,  Cleaner,  Needed  [A.  Joel  Ka- 
plovsky]  245 

White,  Betty  M.  and  Cole,  Helen  : Med- 
ical Social  Worker  in  Public  Health 
Programs  261 

WiEDERLiGHT,  Melvin  : Insulin  Therapy  220 

Winthrop,  j.  Paul:  Present  Concep- 
tion of  Good  Dentistry 7 
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OFFICERS 

President,  Lawrence  L.  Fitchett,  Milford 

President-elect,  Charles  E.  Wagner,  Wilmington  Secretary,  Andrew  M.  Gehret,  Wilmington 

Vice-President,  Treasurer,  Joseph  M.  Messick,  Wilmington 

Executive  Secretary,  W.  Edwin  Bird,  M.  D.,  822  N.  American  Bldg.,  Wilmington 
American  Medic.al  Association  (1951)  Delegate:  James  Beebe,  Lewes  Alternate : C.  E.  Wagner,  Wilmington 

Representative  to  Delaware  Academy  of  Medicine.  W O.  LaMotte,  Wilmington 


STANDING  COMMITTEES 

Scientific  Work 
F.  R.  Everett,  Dover 
0.  A.  James,  Milford 
A.  M.  Gehret,  Wilmington 

Medical  Educ.ation 

L.  B.  Flinn,  Wilmington 

W.  O.  LaMotte,  Jr.,  Wilmington 
R.  R.  Layton,  Dover 

Publication 
W.  E.  Bird,  Wilmington 

M.  A.  Tarumianz,  Farnhurst 
A.  M.  Gehret,  Wilmington 

Public  Laws 
J.  S.  McDaniel,  Dover 
J.  W.  Lynch,  Seaford 
E.  R.  Mayerberg,  Wilmington 
J.  D.  Niles,  New  Castle 

V.  D.  Washburn,  Wilmington 

Budget 

J.  M.  Messick,  Wilmington 
M.  A.  Tarumianz,  Farnhurst 
D.  D.  Burch,  Wilmington 

W.  T.  Chipman,  Harrington 
J.  R.  Elliott,  Laurel 

SPECIAL  COMMITTEES 

Advisory,  Woman’s  Auxili.ary 
J.  M.  Messick,  Wilmington 
Roger  Murray,  Wilmington 
Charles  Levy,  Wilmington 
J.  J.  Lazzeri,  Smyrna 
J.  R.  Elliott,  Laurel 

Cancer 

D.  M.  Gay,  Wilmington 

W.  W.  Lattomus,  Wilmington 
J.  W.  Hooker,  Wilmington 
J.  F.  Hynes,  Wilmington 

E.  G.  Laird,  Wilmington 
C.  J.  Prickett,  Smyrna 
R.  R.  Layton,  Dover 
James  Beebe,  Lewes 
Bruce  Barnes,  Seaford 

Tuberculosis 
L.  D.  Phillips,  Marshallton 
G.  A.  Beatty,  WTlmington 
L.  B.  Flinn,  Wilmington 
J.  S.  McDaniel,  Jr,,  Milford 
L.  C.  McGee,  Wilmington 
J.  M.  Messick,  Wilmington 
C.  J.  Prickett,  Smyrna 
William  Marshall,  Jr.,  Milford 
C.  II.  Moyer,  Laurel 


SPECIAL  COMMITTEES 

Maternal  and  Infant  Mortality 

A.  H.  Williams,  Laurel 

C.  T.  Lawrence,  Jr.,  Wilmington 

C.  L.  Hudiburg,  Wilmington 

S.  W.  Rennie,  Wilmington 

R.  O.  Y.  Warren,  Wilmington 

B.  F.  Burton,  Dover 

Mental  He.alth 

G.  W.  K.  Forrest,  Wilmington 
J.  S.  McDaniel,  Jr.,  Dover 

0.  V.  James,  Milford 

Industrial  Health 

G.  H.  Gehrmann,  Wilmington 
L.  C.  McGee,  Wilmington 

H.  L.  Springer,  Wilmington 

E.  H.  Mercer,  Dover 

H.  V’P  Wilson,  Dover 

D.  L.  Bice,  Sesiford 

A.  C.  Smoot,  Georgetown 

Vocation.vl  Rehabilitation 
James  Beebe,  Lewes 

G.  A.  Beatty,  Wilmington 

1.  M.  Flinn,  tVilmington 

T.  B.  Strange,  Wilmington 
W.  C.  Pritchard,  Smyrna 

Heart  Disease 

E.  R.  Miller,  Wilmington 

A.  H.  Clagett,  Jr.,  W’ilmington 

E.  M.  Krieger,  Wilmington 

F.  R.  Everett,  Dover 
R.  L.  Klin  gel,  Lewes 

Diabetes 

L.  B.  Flinn,  Wilmington 

J.  R.  Durham,  Jr.,  Wilmington 
Charles  Levy,  Wilmington. 

L.  L.  Fitchett,  Milford 

Arthritis 

A.  R.  Shands,  Wilmington 

I.  M.  Flinn,  tVilmington 
A.  J.  Heather,  'iVilmington 

C.  C.  Fooks,  Milford 
O.  A.  James,  Milford 

Health  & Sanit.ation 
E.  R.  Mayerberg,  Wilmington 

V.  D.  Washburn,  Wilmington 

G.  A.  Beatty,  Wilmington 

W.  T.  Chipman,  Harrington 

H.  V.  P.  Wilson,  Dover 
E.  L.  Stambaugh,  Lewes 
Bruce  Barnes,  Seaford 

WOMAN’S  AUXILIARY 


SPECIAL  COMMITTEES 

Medical  Service  and 
Public  Rel.vtions 

E.  R.  Mayerberg,  Wilmington 
L.  C.  McGee,  Wilmington 

B.  M.  Allen,  Wilmington 
W.  O.  LaMatte,  W^ilmington 

C.  L.  Munson,  Wilmington 

J.  S.  McDaniel,  Dover 

H.  V.  P.  Wilson,  Dover 
J.  W.  Lynch,  Seaford 

0.  A.  James,  Milford 

Rural  Medical  Servtce 
J.  R.  Downes,  Newark 
C.  R.  Donoho,  Newark 
J.  D.  Niles,  Middletown 
C.  J.  Prickett,  Smyrna 
H.  W’.  Smith,  Harrington 
Bruce  Barnes,  Seaford 
H.  S.  Riggin,  Seaford 

Care  of  Colored  People 

S.  G.  Elbert,  Jr.,  Wilmington 
Conwell  Banton,  Wilmington 
Sidney  Stat,  W'ilmington 
Catherine  Gray,  Bridgeville 

H.  G.  Neese,  Wyoming 
National  Emergency  Medic.al 

Service 

V.  D.  Washburn,  Wilmington 
J.  R.  Beck,  W’ilmington 

C.  L.  Munson,  W’ilmington 
W’.  F.  Preston,  Wilmington 
S.  H.  Stradley,  W’ilmington 

Medical  Economics 
J.  S.  McDaniel,  Jr.,  Dover 

F.  A.  Bowdle,  Wilmington 
J.  W’.  Lynch,  Seaford 

Hospitals  and  Practice 
OF  Medicine 
C.  E.  W’agner,  W’ilmington 

G.  A.  Beatty,  Wilmington 
L.  B.  Flinn,  Wilmington 

J.  W.  Howard.  W'ilmington 

W.  O.  LaMotte,  Wilmington 
J.  S.  McDaniel,  Dover 

J.  B.  W’aples,  Georgetoum 

Grievance  Board 

1.  L.  Chipman,  Wilmington 
G.  W.  K.  Forrest,  W’ilmington 

J.  D.  Niles,  Middletown 

I.  J.  Mac  Collum,  W’yoming 
James  Beebe,  Lewes 

Social  Hygiene 
A.  D.  King,  Wilmington 
R.  J.  Comegys,  Clayton 
G.  W.  VanValkenburgh,  Georgetown 


Wilmington 


Mrs.  Douglas  M. 
Mrs.  S.  W.  Rennie.  President-elect,  Wilmington 
Mrs.  Andrew  M.  Gehret,  Recording  Secretary , W’ilmington 


G.ay,  President , W’ilmington 

Mrs.  E.  T.  O’Donnell.  Corresponding  Secretary, 
Mrs.  Lawrence  W’.  Fitchett,  Treasurer,  Milford 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

Meets  Third  Tuesday 
R.  O.  y.  W’ARREN,  President 

V.  D.  W’ASHBURN,  President-elect 
J.  A.  Giles,  Vice-President 

J.  R.  Durham,  Secretary 
C.  M.  Bancroft,  Treasurer 

Councilors  (1952)  : L.  C.  McGee,  J. 
C.  Pierson,  H.  T.  McGuire. 

Delegates  (1950)  : C.  W.  Bancroft, 

N.  L.  Cannon,  I.  L.  Chipman,  J.  A. 
Giles,  A.  L.  Heck,  J.  W’.  Hooker,  C.  T. 
Lawrence,  Charles  Levy,  C.  L.  Munson, 
M.  B.  Pennington,  C.  E.  W’agner,  S. 

H.  Stradley. 

Alternates  (1950):  J.  W.  Barnhart, 

W.  W’.  Briggs,  T.  J.  Bulger,  C.  R. 
Donoho,  S.  G.  Elbert.  Jr.,  F.  A.  Jones, 
W’.  O.  LaMotte.  Jr.,  W’.  H.  Lee,  J.  W. 
Maroney,  F.  P.  Rovitti,  Alex  Smith, 
H.  P.  Sortman. 

Delegates  (1951):  E.  M.  Bohan,  Ira 
Burns,  A.  D.  King,  E.  G.  Laird,  W.  O. 
LaMotte,  Sr.,  C.  E.  Maroney,  E.  R. 
Mayerberg,  E.  S.  Parvis,  W.  M.  Pier- 
son, O.  N.  Stern,  M.  A.  ’Tarumianz,  R. 

O.  Y.  W’arren. 

Alternates  (1951)  : S.  W.  Bartoshesky, 

J.  R.  Beck,  A.  J.  Fleming,  Mildred 
Forman,  D.  J.  King,  A.  G.  Lessey, 
W’.  L.  McLanc,  R.  D.  Sanders,  P.  A. 
Shaw,  H.  H.  Stroud,  H.  A.  ’Tarrant, 
R.  B.  Thomas. 

MEDICAL  COUNCIL  OF  DELAWARE 
Hon.  Charles  S.  Richards,  President; 
Joseph  S.  McDaniel,  M.  D.,  Secretary; 
Wallace  M.  Johnson. 

BOARD  OF  MEDICAL  EXAMINERS 
J.  S.  McDaniel,  President-Secretary ; 
Wm.  Marshall,  Assistant  Secretary;  W. 
E.  Bird,  J.  E.  Marvil,  L.  J.  Jones. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  First  W ednesday 

H.  V.  P.  W’lLSON,  President,  Dover. 
W.  C.  Pritchard,  Vice-President, 

Smyrna. 

R.  R.  L.ayton,  Secretary-Treasurer, 
Dover. 

Councilor:  W’illiam  Marshall,  Milford. 
Delegates:  I.  J.  MacCollum,  W’y- 

oming, and  H.  Y.  P.  W’ilson,  Dover. 

Alternates:  J.  S.  McDaniel,  Dover, 

and  H.  W’.  Smith,  Harrington. 

DELAWARE  ACADEMY  OF 
MEDICINE 

Open  10  A.M.  to  5 P.M. 

B.  M.  Allen,  M.D.,  President. 

W’.  M.  Pierson,  M.D,  First  Vice-Presi- 
dent. 

R.  R.  W’ier,  D.D.S.,  Second  Vice- 
President. 

A.  M.  Gehret,  M.D.,  Secretary. 

I.  M.  Flinn,  M.D.,  Treasurer. 

E.  C.  Syrovatka,  LL.D.,  Librarian. 


DELAWARE  PHARMACEUTICAL 
SOCIETY 

W’ALTER  A.  Schueler,  President,  W’il- 
mington. 

Harry  C.  Helm,  First  Vice-President, 
Dover. 

Earl  Hastings,  Second  Vice-President, 
Selbyville. 

W’ALTER  E.  Brown,  Third  Vice-Presi- 
dent, Holly  Oak. 

J.  Wallace  W’atson,  Secretary,  Edge 
Moor. 

Albert  Dougherty,  Treasurer,  W’il- 
mington. 


SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Second  Thursday 

J.  E.  Marvil,  President,  Laurel. 

L.  L.  Fitchett,  Vice-President,  Milford. 

T.  J.  Tobin,  Secretary-Treasurer, 
Milton. 

Councilors:  J.  W’.  Lynch,  Seaford; 
A.  C.  Smoot,  Georgetown. 

Delegates:  Bruce  Barnes,  Seaford; 

D.  L.  Bice,  Seaford;  C.  M.  Moyer, 
Laurel ; G.  M.  Van  Yalkenburgh, 
Georgetown. 

Alternates:  W’.  G.  Hume,  Selbyville; 

R.  L.  Klingel,  Rehoboth ; A.  C.  Smoot, 
Georgetown ; E.  L.  Stambaugh,  Lewes. 

DELAWARE  STATE  DENTAL 
SOCIETY 

Clyde  Cox,  President,  Newark. 
Joseph  Mack,  1st  Y.  P.,  Seaford. 

J.  F.  Maguire,  2nd  Y.  P.,  W’ilmington. 
Lewis  Kreshtool,  Secretary,  W’il- 
mington. 

H.vrry  Kurfirst,  Treasurer,  W’il- 
mington. 

P.  E.  Musselman,  Delegate  A.D.A., 
Newark. 

Clyde  Nelson,  Alternate  A.D.A.,  Mu- 
ford. 

DELAWARE  STATE  BOARD  OF 
HEALTH 

J.  D.  Niles,  M.  D.,  President,  Middle- 
town ; I.  J.  MacCollum,  Vice-President, 
W’y-oming;  C.  E.  Moore,  D.  D.  S.,  Secre- 
tary. Seaford;  Bruce  Barnes,  M.  D., 
Seaford  ; Mrs.  C.  M.  Dillon,  W’ilmington ; 
Mrs.  A.  Louise  Cochran,  Middleto\^, 
R1  ; Howard  N.  Stayton,  M.  D.,  W’il- 
mington; Mrs.  N.  W’.  Voss,  W’ilmington. 
Floyd  I.  Hudson,  M.  D.,  Executive 
Secretary,  Dover. 
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Convenient . . . Simple  to  prepare , . . Nutritionally  sound . . . Generous  in  protein 


evaporated  milk 


Jl  ■ 

ana  ■ 


evaporated  . 

MILK  and  DEXTRl-MMTOff 
FORMULA  FOR  infants 

f"'"-  Oextf» 

iddeo  vitamin  D Homogen®®' 
*'»Pw«t«iJ.  canned  and  jtenW® 


^*«AD  Johnson  a 

I..  V 


Dextri-Maltose 
r formulas 


Infant  feeding  formulas  of  cow’s  milk, 
water  and  Dextri-Maltose*  have  been 
prescribed  for  almost  four  decades,  by 
two  generations  of  physicians. 

LACTUM  and  DALACTUM  bring  new 
convenience  to  such  formulas.  They  are 
prepared  for  use  simply  by  adding 
water.  A one-to-one  dilution  supplies 
20  calories  per  fluid  ounce  and  is  suit- 
able for  most  infants. 

LACTUM  is  a whole  milk  formula  de- 
signed for  full  term  infants  with  normal 
nutritional  requirements. 


DALACTUM  is  a low  fat  formula  for 
both  premature  and  full  term  infants 
with  poor  fat  tolerance. 

*T.  M.  Rog.  U.  S.  Pat.  Off. 
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